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AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  an  absolute  contraindica- 
tion to  the  drug. 


Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 


Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  Warning— May 
be  habit-forming. 


Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  to  physicians 
upon  request.  Eli  Lilly 
and  Company,  India- 
napolis 6,  Indiana. 


AMYTAL 

AMOBARBITAL 
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BW  a—  IBMBiW 


A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 


B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C-Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 


hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 


sooner 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  V«  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed, G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (’/2%) 
and  children  (V4%),  in  solutions  of  Vs,  V«  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 


T/j/Z/rthrop 
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A MODERN  PSYCHIATRIC  HOSPITAL 


for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group  oriented ; 
electro-shock  therapy ; carbon  dioxide  inhalation ; occupational  therapy ; medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 


January,  1965 


3-A 


• 709  SALUDA  AVE.,  COLUMBIA,  S.  C. 


REFLECTIONS  OF  AN 

MD 


Our  new  age  in  medicine  has  brought  some  remarkable  ad- 
vances. Vaccine  on  a sugar  cube  now  effectively  controls  what 
was  one  of  medicine’s  greatest  enemies  in  a time  not  long  ago. 
Improvements  go  even  further  than  discoveries  in  the  science 
of  medicine  itself.  Now  it’s  possible  for  a patient  to  protect 
himself  against  the  financial  burden  of  needed  medical  care 
through  pre  payment  medical  programs.  Such  programs  elim- 
inate the  anxiety  that  often  accompanies  sudden  financial 
emergencies.  With  such  a program  your  patient  can  be  assured 
of  assistance  with  medical  expenses  when  it’s  needed.  Many 
doctors  now  counsel  their  patients  in  Blue  Shield  pre  payment 
medical  programs  as  their  most  complete  protection  against 
financial  burdens. 
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Length — Short  articles  of  about  2,500  words  (about  8 typewritten  pages,  double 
spaced)  are  preferred.  Longer  articles  ordinarily  will  defer  to  the  shorter  ones  in 
schedule  of  publication. 

Manuscripts — Manuscripts  should  be  typewritten,  double  spaced,  and  the  original 
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this  must  be  paid  for  by  the  author  except  under  unusual  conditions.  Illustrations 
should  be  sent  as  glossy  prints  or  graphs  in  black  ink  with  lettering  large  enough 
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author,  title  of  article  in  small  letters,  name  of  periodical,  with  volume,  page, 
month,  day  of  the  month  if  weekly,  and  year — e.g. : Lee,  G.  S. : The  heart  rhythm 
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journals  should  be  used.  Note  that  periods  are  not  used  with  these  abbreviations 
as  indicated  by  the  Index  Medicus.  Other  abbreviations  should  also  be  standard — 
e.  g.  mg,  ml,  Gm. 

Reprints — Reprints  will  be  made  for  the  author  at  established  standard  rates. 


January,  1965 


5-A 


BSP®  DISPOSABLE  UNIT 

H.W.&D.  BRAND  OF  SULFOBROMOPHTHALEIN  SODIUM  INJECTION,  U.S.P. 

(50  mg.  per  ml.) 

Bromsulphalein  (BSP),  one  of  the  most  sensitive  diagnostic  agents 
for  evaluating  liver  function,  is  now  available  in  a new  Disposable  Unit. 

Each  “unit”  contains:  A sterile  BSP  syringe  calibrated  in  milliliters  and 
pounds  (utilizing  the  5 mg./kg.  BSP  dosage  schedule),  a sterile 
disposable  needle,  alcohol  swab  and  a 7.5  or  10  ml.  size  ampule  of  BSP. 

The  precalibrated  dosage  schedule  imprinted  on  the  syringe  barrel 
makes  weight  calculations  unnecessary— saving  time  and  assuring  proper 
administration  of  the  dye,  regardless  of  patient-weight. 

Literature  on  indications  and  dosage  available  on  request. 

The  NEW  BSP  DISPOSABLE  UNIT  is  supplied  in  7.5  and  10  ml.  sizes 
in  boxes  of  10’s  and  25’s. 


HYNSON,  WESTCOTT 


& DUNNING,  INC. 

BALTIMORE,  MARYLAND  21201 


Your  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

Regardless  of  the  etiology 
of  muscle  sprain  or  strain, 
‘SOMA’  COMPOUND 
helps  relieve  pain  and  relax 
muscle.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


Soma  Compound 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


rational  combination  therapy  for  sprains  and  strains:  relaxes  muscle,  relieves 
pain.  Also  available  with  Va  gr.  codeine  as  ‘SOMA’  COMPOUND  with  CODEINE: 
carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg.,  codeine  phos- 
phate 16  mg.  (Warning:  may  be  habit-forming.) 

BRIEF  SUMMARY 

‘SOMA’  COMPOUND;  ‘SOMA'  COMPOUND  plus  CODEINE:  carisoprodol,  acetophenetidin,  caffeine,  codeine 
phosphate.  Warning:  Codeine  may  be  habit-forming.  Indications;  ‘Soma’  Compound  and  ‘Soma’ 
Compound  with  Codeine  are  indicated  for  relief  of  pain  and  stiffness  in  traumatic,  rheumatic  and  other 
similar  conditions.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol  or  codeine. 
Precautions:  Acetophenetidin-May  damage  the  kidneys  when  used  in  large  amounts  or  for  long  periods. 
Codeine- Should  be  used  with  caution  in  addiction-prone  individuals.  Carisoprodol-l\ke  other  central 
nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  meprobamate.  Side  effects:  Coc/e/ne-Nausea,  vomiting,  constipation,  and  miosis.  Cari- 
soprodol—The  only  side  effect  reported  with  any  frequency  is  drowsiness,  usually  on  higher  than  recom- 
mended doses.  One  instance  each  of  pancytopenia  and  leukopenia  occurring  when  carisoprodol  was 
administered  with  other  drugs  has  been  reported  as  has  an  instance  of  fixed  drug  eruption  with  cariso- 
prodol and  subsequent  cross-reaction  to  meprobamate.  Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory  diffi- 
culty, both  reversed  with  appropriate  therapy.  Other  rarely  observed  reactions  have  included  dizziness, 
ataxia,  agitation,  increase  in  eosinophil  count,  and  gastrointestinal  symptoms.  Massive  overdosage  may 
produce  coma  and/or  mild  shock  and  respiratory  depression.  Dosage:  ‘Soma'  Compound  and  ‘Soma’  Com- 
pound with  Codeine,  one  or  two  tablets  three  times  daily  and  at  bedtime.  Supplied:  ‘Soma’  Compound, 
orange  tablets,  each  containing  carisoprodol  200  mg.,  acetophenetidin  160  mg.,  and  caffeine  32  mg. 
‘Soma’  Compound  with  Codeine,  white,  lozenge-shaped  tablets,  each  containing  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg.  Narcotic  order  form  required. 
Before  prescribing,  consult  package  circular. 


CSO-3518 


WALLACE  LABORATORIES 
\™  Cranbury,  N.  J. 


ONE  WAY  TO  TRY  TO 
AVOID  COLDS  AND 
SINUSITIS  IS  TO 
GET  AWAY  FROM 
FRIGID  WEATHER 


...but  if  your  patient  can’t  get  away,  relieve  sneezing,  running 
nose,  and  congestion  of  colds  and  sinusitis  all  day  or  all  night 
with  one 

ORNADE&_  SPANSULE’ssar* 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  maleate),  50  mg.  of 
phenylpropanolamine  hydrochloride,  and  2.5  mg.  of  isopropamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with 
glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloric  duodenal  obstruc- 
tion, or  bladder  neck  obstruction.  Use  with  caution  in  the  presence  of  hypertension, 
hyperthyroidism,  or  coronary  artery-disease.  Drowsiness;  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions  but  are 
usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 
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“Gesundheit!” 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

‘EMPRAZIL’ 

TABLETS 

Each  layered  tablet  contains: 

'Sudafed'®  brand  Pseudoephedrine  Hydrochloride  20  mg. 
‘Perazil’®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 


® 


To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
...specify  ‘Emprazil’. 

Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 


Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine  — on  prescription  only  — as 

‘EMPRAZIL-C’®  tablets 


Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (as  Thi amine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B&  (Pyridoxine  HCI) 

2 mg. 

Vitamin  Bi  2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder 

jars  of  30  (one  month's  supply) 
(three  months’  supply). 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 


’s  new  at  Geigy?  Regroton,  Doctor, 
igh  blood  pressure. 


who? 


Not  another  reserpine-diuretic 
combination! 


Certainly.  Regroton  has  outperformed 
other  combinations. 


Says  this  2-year  study  by  Finnerty. 


What’s  the  dosage? 


I 

r * 

Blood  {<>< e - ■; 
tf>or.'*py  f 


\)sition:  Each  tablet  contains  chlorthalidone, 
' . and  reserpine,  0.25  mg. 

indications:  History  of  mental  depression, 
l ensitivity,  and  most  cases  of  severe  renal 
| atic  diseases. 

ng:  Discontinue  2 weeks  before  general 
i esia,  1 week  before  electroshock  therapy, 
depression  or  peptic  ulcer  occurs. 

I itions:  Reduce  dosage  of  concomitant  anti- 
I ensive  agents  by  one-half  Discontinue  if 
I IN  rises  or  liver  dysfunction  is  aggravated 
: Jlyte  imbalance  and  potassium  depletion 
jccur;  take  particular  care  in  cirrhosis  or 


Sounds  ideal! 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Etlects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details, see  the  complete  prescribing 
information. 


“the  ideal  treatment 
for  most  patients 
with  moderately 
severe  hypertensior 


That's  what  they  say. 


Availability:  Bottles  of  100  and  1000  tablets. 
Average  Dosage:  One  tablet  daily  with  breakfast. 

'Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  plus 
reserpine  in  moderately  severe  and  severe  hyper- 
tension: A two  year  study.  Presented  at  the  7th 
Inter-American  Congress  of  Cardiology,  Montreal, 
June  14-19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation  (jal^ 

Ardsley,  New  York  RE-3268 


egroton 


“the  ideal  treatment  for 
most  patients  with  moderately 
severe  hypertension"* 


Geigy 


A 


* 


Step  1. 
one  drop  of 
capillary  or 
venous  blood 


Step  2.  Step  3. 

wash  away  blood  immediately 
at  exactly  compare  with 

one  minute  color  chart 


C 

V. 

r 

1 

I 

I 

I 


NEW 


DEXTROSTIX. 


. . for  quantitative  blood-glucose  estimations 


BRAND 


REAGENT  STRIPS 


With  Dextrostix,  quantitative  blood-glucose 
estimations  are  possible  in  one  minute.  Utiliz- 
ing one  drop  of  either  capillary  or  venous 
blood,  testing  can  be  completed  while  the  pa- 
tient is  still  in  the  office.  Thus  with  Dextrostix 
you  have  a diagnostic  aid  of  great  versatility. 
A clinically  significant  range  of  readings  is 
available  with  easy-to-use  Dextrostix,  mak- 
ing this  new  test  invaluable  in  physical  exam- 
inations, routine  checkups  of  your  diabetic 
patients,  and  in  emergencies. 

78964 


Dextrostix  provides  fast,  simple  screening 
for  diabetes  in  its  earliest  stages.  Recent  inves- 
tigation has  indicated  that  “...there  is  a large 
group  of  patients  with  mild,  asymptomatic, 
diabetes  mellitus  who  remain  undetected  un- 
less blood  tests  are  employed  routinely.”* 

Available:  No.  2888  Bottle  of  25  Reagent 
Strips  (color  chart  provided  on  bottle  label). 

AMES  COMPANY,  INC  • Elkhart,  Indiana 
^Spaulding,  W.  B.  ; Spitzer,  W.  O.,  and 
Truscott,  P.  W. : Canad.  M.  A.  J.  89: 329,  1963.  /\I\/!EES 
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HOW  TO  BE  SURE 

your  young  patients  get  the  aspirin 
dosage  you  want  them  to  have 

The  answer  is  Orange  Flavored  Bayer  Aspirin  for  Children 

The  dosage  is  134  grains  per  tablet.  Mothers  place  such  confi- 
dence in  the  Bayer  name.  And  the  new  orange  flavor  is  so  fresh 
and  smooth  that  children  take  it  readily.  (The  grip-tight  cap 
on  the  bottle  helps  keep  them  from  taking  it  on  their  own.) 

For  professional  samples,  just  write  The  Bayer  Company,  Dept.  112,  90  Park  Ave.,  New  York.  N.  Y.  10016. 


A CONSERVATIVE  Rx 
FOR  A CLASSIC  Dx 


Sudden  onset 
Anterior 

Vague  in  character 

Effort 

SuBSTERNAL 


MILT  RATE 

meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 


Effective  tranquilization 
plus 

long-acting  coronary  vasodilation 

for 

prophylaxis  of  pain  in  angina  pectoris 


Indications:  ‘Miltrate’  is  useful  for  prophylaxis  of  pain  in  angina  pectoris  and  coronary  insufficiency,  especially  where  anxiety 
is  a factor.  Contraindications:  Like  all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for 
patients  with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions: 
Meprobamate  — Patients  engaged  in  activities  requiring  alertness  should  be  warned  of  drowsiness.  Meprobamate  may  increase 
the  effects  of  excessive  alcohol,  and  the  possibility  of  dependence  should  be  considered,  particularly  in  patients  with  a history  of 
drug  or  alcohol  addiction.  Sudden  withdrawal  may  result  in  reactions,  rarely  epileptiform  seizures.  Grand  mal  attacks  may  be 
precipitated  in  persons  susceptible  to  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with 
suicidal  tendencies.  Side  effects:  Pentaerythritol  tetranitrate  — The  most  common  side  effects  are  transient  headache,  nausea,  and 
rash.  Weakness,  palpitation,  flushing,  gastrointestinal  distress,  and  lightheadedness  have  been  reported  on  a few  occasions. 
Meprobamate  — May  cause  drowsiness  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dosage.  Allergic  or  idiosyncratic 
reactions  are  rare,  generally  developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  include  urticarial  or  maculopapular 
rash.  Serious  reactions,  rarely  encountered,  include  dermatological  effects,  acute  nonthrombocytopenic  purpura,  chills,  fever, 
fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crisis,  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treat- 
ment should  be  symptomatic,  and  the  drug  not  be  reinstituted.  Dosage:  Usual  dosage  is  one  or  two  tablets  before  meals  and 
at  bedtime.  Individualization  of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  twelve  tablets  daily  are 
not  recommended.  Supplied:  White  tablets,  each  containing  meprobamate  200  mg.  and  pentaerythritol  tetranitrate  10  mg. 
Before  prescribing,  consult  package  circular. 
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SYRUP  OF  CHLORAL  HYDRATE 


NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 

lO  Grains  (U.S.P.  Dose)  of  palatable  lime  flavored 
c h I o ral -h  y d rate  syrup  in  each  teaspoonful 

RAPID  SEDATION  WITHOUT  HANGOVER 
JONES  and  VAUGHAN,  Inc  . RICHMOND  26,  VA. 


Feeling  better  is  part  of  getting  better 


Hasamal 


Each  HASAMAL  Tablet  contains:  16  mg.  (i/4  gr.)  phenobar- 
bital  (Warning:  May  be  habit  forming),  162  mg.  (2i4  gr.) 
acetophenetidin,  162  mg.  (21/?  gr.)  acetylsalicylic  acid,  0.0325 
mg.  hyoscyamine  HBr,  0.0011  mg.  hyoscine  (scopolamine) 
HBr,  0.00065  mg.  atropine  sulfate. 

The  HASKELL  family  of  graduated  analgesics . . . select  the 
analgesic  according  to  the  degree  of  pain:  HASAMAL— 
Formula  above.  HASACODE  - Hasamal  formula  with  '/4  gr. 
Codeine  Phosphate,  or  HASACODE  "STRONG"— Hasamal 
formula  with  V2  gr.  Codeine  Phosphate.  (Warning:  May  be 
habit  forming.)  Narcotic  order  required  for  HASACODE  and 
HASACODE  "STRONG". 

Dose:  One  or  2 tablets  every  3 or  4 hours. 
Contraindications:  Do  not  use  in  patients  with  glaucoma  or 
in  elderly  patients  with  prostatic  hypertrophy. 

Precautions:  With  therapeutic  dose,  usually  no  side  actions 
are  observed.  However,  in  occasional  patients,  dryness  of 
mouth,  and  blurred  vision  may  be  encountered.  Should 
these  symptoms  occur,  the  dose  should  be  reduced.  Should 
soporific  action  or  sedation  be  encountered,  such  patients 
should  be  cautioned  against  driving  an  automobile  or  operating 
machinery. 


to  relieve  the  discomforts  of 
upper  respiratory  infections 

• relieve  pain  and  tensions 

• reduce  fever 

• stop  excessive  nasal  secretions 

• without  unwanted  diaphoresis 
(especially  important  for  ambulant  patients) 

original  Haskell  formulation 


ARNAR-ST0NE  LABORATORIES,  INC. 

CHARLES  C.  HASKELL  & COMPANY,  DIV. 

Mount  Prospect,  Illinois  • Richmond,  Virginia 


FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance . . . and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

— the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


because  food  is  a factor 

in  oral  penicillin  therapy . . . 


This  is  the  breakfast  used  in  the  Griffith  and  Black  study  reported  here. 


consider  V-CILLIN  K® 

POTASSIUM  PHENOXYMETHYL  PENICILLIN 


Acid-stable  V-Cillin  K is  much  less  affected  by  gastric  acids  than  is  oral  penicillin  G. 
In  fact,  comparative  data  show  that  V-Cillin  K given  with  meals  produces  blood 
levels  twice  as  high  with  just  half  the  dose.  Such  pharmacologic  characteristics 
provide  your  patients  consistently  dependable  therapy.  In  addition,  significant  econ- 
omy is  achieved,  since  three  to  four  times  as  much  oral  penicillin  G is  required  to 
assure  equivalent  antibacterial  activity.1 
i . Griffith,  R.  S.,  and  Black,  H.  R. : Current  Ther.  Res.,  6/253,  1 964. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in 
the  treatment  of  streptococcus,  pneumococcus, 
and  gonococcus  infections  and  infections  caused 
by  sensitive  strains  of  staphylococci. 

Precautions:  Although  sensitivity  reactions  are 
much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be  admin- 
istered to  patients  with  a history  of  allergy  to 


penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during 
treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units) 
three  times  a day  to  250  mg.  every  four  hours. 
Supplied:  Tablets  V-Cillin  K,  125  or  250  mg., 
and  V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  tea- 
spoonful, in  40,  80,  and  i5o-cc.-size  packages. 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
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USE  OF  DIAZEPAM*  AS  ADJUNCTIVE  THERAPY  IN 
PSYCHIATRIC  DISORDERS 


HERVEY  M.  CLECKLEY,  M.  D. 

Augusta,  Georgia 


Recently  a benzodiazepine  derivative  and 
analogue  of  chlordiazepoxide-diazepam 
was  introduced  for  clinical  use  in  psy- 
chiatry. Pharmacological  studies  with  this 
compound  have  shown  it  to  be  qualitatively 
similar  to  chlordiazepoxide,  but  quantitatively 
more  potent.1  Diazepam  is  reported  to  be 
about  five  times  as  potent  as  chlordiazepoxide 
as  a calming  agent  and  muscle  relaxant  in 
standard  laboratory  tests  in  animals,  and  ten 
times  as  strong  as  an  anticonvulsant.1  Clinical 
trials  have  shown  that  the  drug  is  particularly 
effective  in  relieving  anxiety,  tension,  depres- 
sion associated  with  psychiatric  disturbances, 
and  disorders  in  which  emotional  symptoms 
are  aggravating  or  causal  factors.  1'h  The  drug 
is  also  reported  to  be  useful  in  certain  types 
of  cerebral  palsy0' 10  and  in  relieving  skeletal 
muscle  spasm.11  It  is  apparently  compatible 
with  other  forms  of  psychiatric  therapy  and 
other  psychotropic  drugs.0’  8 From  these  re- 
ports on  diazepam’s  activity,  it  was  decided  to 
evaluate  the  drug’s  effectiveness  as  adjunctive 
therapy  in  various  psychiatric  disorders  in 
which  anxiety,  tension,  and  depression  were 
predominant  symptoms. 

° Valium,®  product  of  Hoffman-La  Roche  Inc.,  Nut- 
ley,  New  Jersey. 


Material  and  Method 

Eighty-eight  patients  (54  females  and  34 
males)  seen  in  private  psychiatric  practice 
received  diazepam  for  a variety  of  psychotic 
and  psychoneurotic  disorders  including  anxi- 
ety, depression,  schizophrenic  reaction,  para- 
noia, personality  pattern  disturbance,  alcohol- 
ism, phobic  reaction,  and  others  summarized 
in  Table  I.  Patients  ranged  in  age  from  14  to 
80  years,  and  63  were  between  ages  of  20  and 
50  years.  Many  of  the  patients  had  long-stand- 
ing disorders;  durations  of  illnesses  ranged 
from  2 weeks  to  29  years,  and  67  patients  had 
been  ill  for  1 year  or  longer.  Previous  therapy 
had  been  administered  to  65  patients;  53  had 
received  electroshock  therapy,  and  34  (some 
of  whom  had  also  required  electroshock  treat- 
ments) had  taken  various  drugs,  including 
imipramine,  tranylcypromine,  perphenazine, 
chlordiazepoxide,  meprobamate,  chlorproma- 
zine,  methylphenidate,  amitriptyline  and 
others. 

Diazepam  was  administered  orally  in  tablet 
form  in  doses  of  from  2 to  20  mg  per  day. 
Most  patients  received  2 mg  three  or  four 
times  daily  or  5 mg  three  times  daily.  Dura- 
tion of  therapy  ranged  from  10  days  to  1 year 
and  65  patients  received  the  drug  for  1 month 
or  longer.  Many  patients  continued  to  take 
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TABLE  I 

SUMMARY  OF  RESULTS  OF  THERAPY  WITH  DIAZEPAM 


No. 

Diagnosis  Pts. 

Depression  35 

Anxiety  20 

Anxiety,  depression  9 

Schizophrenic  reaction,  simple  type  7 

Schizophrenic  reaction,  paranoid  type  3 

Personality  pattern  disturbance  6 

Paranoia  2 

Manic  depressive  reaction,  manic  type  2 

Alcoholism  1 

Idiopathic  mental  deficiency  1 

Conversion  reaction  1 

Phobic  reaction  1 

Total  8<S 


Response 
Marked  Moderate 


10 

12 

4 

2 

3 

1 


15 

8 

2 

3 

1 

1 

1 

1 


1 

32  33 


Mild 

7 

1 

2 

2 

1 

1 

1 


15 


None 

3 

2 

1 

1 

1 

8 


diazepam  after  the  study  was  completed  either 
at  the  same  dosage  level  or  on  a p.r.n.  basis. 

Electroshock  treatments  were  administered 
in  conjunction  with  diazepam  to  10  patients. 
Other  psychotropic  drugs — imipramine,  nial- 
amide, phenothiazine,  chlordiazepoxide,  tra- 
nylcypromine and  meprobamate  — were  ad- 
ministered to  6 patients,  1 of  whom  also  re- 
quired electroshock  therapy.  Another  patient 
received  norethynodrel  and  mestranol  and  one 
with  osteoporosis  received  several  drugs  — 
acetylsalicylic  acid,  trifluoperazine,  quinine 
sulfate,  secobarbital  and  a combination  of 
ephedrine  sulfate,  theophylline,  phenobarbital, 
thenyldiamine  hydrochloride,  and  glyceryl 
guaiacolate.  All  patients  were  followed  in  psy- 
chiatric interviews  at  intervals  varying  from 
two  to  four  weeks  and  later  by  telephone  or 
by  correspondence.  The  progress  of  many  was 
followed  for  over  a year. 

The  major  target  symptoms  for  which  dia- 
zepam was  administered  included  anxiety,  de- 
pression, and  tension.  Other  symptoms 
treated  included  insomnia,  phobias,  anorexia, 
headaches,  gastrointestinal  complaints,  fa- 
tigue, and  others. 

Evaluation  of  over-all  response  to  therapy 
was  based  upon  degree  of  symptomatic  im- 
provement. Responses  were  rated  as  follows: 
“marked” — marked  to  complete  relief  of  pre- 
senting symptoms,  “moderate”  — moderate 


symptomatic  improvement,  “mild”  — slight 
symptomatic  improvement,  and  “none”  — no 
improvement. 

Results 

Results  of  treatment  in  the  various  diag- 
nostic categories  are  summarized  in  Table  I. 
Of  the  88  patients,  response  was  marked  in  32, 
moderate  in  33,  mild  in  15,  and  poor  in  8.  All 
patients  with  anxiety  had  a marked  or  mod- 
erate response,  and  many  with  depression  or 
depression  with  anxiety  also  responded  well. 
Symptomatic  improvement  is  summarized  in 
Table  II.  Most  patients  with  anxiety  and  ten- 
sion had  marked  or  moderate  symptomatic 
relief,  and  many  reported  lessening  of  depres- 
sion. Other  beneficial  effects  of  the  drug  in- 
cluded improvement  in  sleep  and  appetite, 


TABLE  II 

SUMMARY  OF  SYMPTOMATIC  IMPROVEMENT 


Degree 

oi  Improvement 

Symptom 

Marked 

Moderate 

None 

Depression 

17 

30 

10 

Anxiety 

20 

27 

4 

Tension 

14 

15 

3 

Insomnia 

6 

9 

2 

Headaches 

4 

5 

1 

Anorexia 

3 

4 

Phobias 

1 

5 

Fatigue 

Delusions 

2 

3 

4 

2 
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and  relief  of  tension  headaches.  Diazepam  was 
ineffective  in  relieving  delusional  ideas,  al- 
though symptoms  of  anxiety,  tension,  insom- 
nia, and  depression  were  lessened  in  several 
schizophrenic  patients.  The  drug  effectively 
reduced  target  symptoms  without  causing  ex- 
cessive sedation  and  without  interfering  with 
patients’  daily  functioning.  It  was  successfully 
employed  in  conjunction  with  electroshock 
therapy  in  11  patients  and  with  concurrent 
drug  therapy  in  5 patients.  Through  reduction 
of  anxiety,  many  patients  were  able  to  partici- 
pate more  effectively  in  psychotherapy,  and 
were  not  hindered  by  excessive  anxiety  during 
unusual  periods  of  stress. 

Side  effects  occurred  in  only  1 patient  who 
discontinued  the  medication  because  of 
drowsiness  and  sluggishness.  Two  patients  in- 
gested overdoses  of  diazepam;  1 took  9 to  10 
tablets,  5 mg  each  in  a suicidal  attempt,  and 
the  other  ingested  10  such  tablets  over  a 
period  of  6 to  7 hours.  Gastric  lavage  was  per- 
formed in  both  patients,  and  there  were  no 
adverse  effects  from  the  drug  in  either. 

Discussion 

From  the  results  in  this  series  of  patients, 
my  impression  of  diazepam  is  that  it  is  a 
potentially  useful  drug  for  the  management  of 
psychiatric  disorders,  particularly  those  of  a 
chronic  and  refractory  nature.  Most  of  the  pa- 
tients in  this  trial  had  long-standing  disorders, 
and  many  had  previously  received  various 
medications  with  little  or  no  benefit.  Dia- 
zepam was  administered  as  one  part  of  a 
therapeutic  program  which  included  pharma- 
cological therapy,  psychotherapy  and,  when 
indicated,  electroshock  treatment.  In  the 
milder  neuroses,  diazepam  alone  may  be  suc- 
cessful in  alleviating  distressing  emotional 
symptoms,  but  in  more  severe,  chronic  dis- 
turbances such  as  those  treated  in  the  present 
study,  the  drug  should  be  administered  in 
conjunction  with  psychotherapy  and,  if  neces- 
sary, physical  measures.  No  complications 
were  encountered  when  diazepam  was  given 


in  this  fashion.  In  severe,  depressive  illness, 
highly  satisfactory  results  may  be  achieved 
with  electroshock  treatment  given  in  con- 
junction with  drugs  and  psychotherapy. 

Diazepam  was  principally  effective  in  re- 
lieving symptoms  of  anxiety  and  tension,  al- 
though lessening  of  depression  was  noted  in 
many  patients.  The  drug  decreased  the  dis- 
comfort of  patients  by  reducing  emotional 
symptoms,  and  enabled  many  to  participate 
more  effectively  in  psychotherapy.  Patient 
acceptance  of  the  medication  was  excellent. 
Of  particular  interest  to  clinicians  prescribing 
a new  compound  is  the  drug’s  margin  of 
safety,  especially  when  treating  patients  with 
chronic  disorders  who  may  require  prolonged 
treatment.  Although  the  present  series  of  pa- 
tients is  too  small  to  estimate  diazepam’s 
safety  accurately,  the  drug  was  free  of  ad- 
verse effects  in  all  but  1 patient  who  had 
drowsiness  and  sluggishness,  and  caused  no 
untoward  reactions  in  the  2 patients  who  in- 
gested overdoses.  An  outstanding  property  of 
diazepam  was  that  it  did  not  produce  ex- 
cessive sedation,  and  permitted  patients  to 
carry  on  their  usual  daily  activities.  Further 
trials  with  diazepam  will  help  to  delineate 
the  areas  in  which  it  will  prove  most  effective 
and  seem  justified  in  view  of  its  effectiveness 
in  relieving  anxiety,  tension,  and  depression 
and  of  the  low  incidence  of  side  reactions  ob- 
served in  the  present  series  of  patients. 

Summary 

Diazepam  appears  to  be  a potentially  useful 
drug  for  use  in  psychiatric  practice.  In  view  of 
its  effectiveness,  particularly  against  anxiety 
and  tension,  and  to  a lesser  degree,  against 
depression,  and  its  high  degree  of  safety  ob- 
served in  the  present  trial,  further  study  with 
this  drug  seems  warranted.  My  impression  at 
present  is  that  diazepam  is  the  most  effective 
drug  available  for  the  treatment  of  mild  and 
moderate  anxiety  reactions  in  patients  seen  in 
office  practice. 
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Hollow  v incus  perforation  in  the  newborn  by  J. 
Robert  Thomason  and  Robert  C.  Brownlee,  Jr. 
(Greenville).  Amer  Surg  30:593-596,  1964. 

Four  cases  of  rupture  of  a hollow  viscus  in  new- 
born infants  are  reported.  It  is  pointed  out  that  prob- 
ably the  most  important  sign  to  alert  the  physician 
is  the  rather  sudden  appearance  of  abdominal  dis- 
tention in  an  infant  who  previously  has  been  doing 
well.  Absence  of  bowel  sounds  and  dyspnea  are  also 
common  clinical  findings.  The  importance  of  being 
aware  of  this  condition  and  the  use  of  upright  and 
lateral  decubitus  x-ray  films  of  the  abdomen  is 
stressed  in  diagnosis.  The  presence  of  free  air  under 
the  diaphragm  is  diagnostic  of  a ruptured  hollow 
viscus. 

Definitive  treatment  is  surgical  exploration  of  the 
abdomen  with  adequate  fluid  and  electrolyte  super- 
vision and  general  supportive  care  as  indicated  in  the 
newborn  period.  Two  of  these  infants  survived.  The 
survival  rate  is  directly  related  to  early  diagnosis 
and  prompt  surgical  exploration. 


Congenital  generalized  phlebectasia  in  a newborn, 
by  R.  F.  Bedell  and  J.  R.  Allison,  Jr.  (Columbia) 
Arch  Dermat  90:83-84,  July  1964. 

A fourth  case  of  congenital  generalized  phle- 
bectasia is  reported  with  emphasis  on  its  probably 
benign  nature  in  spite  of  its  awesome  clinical  ap- 
pearance. This  is  probably  the  second  case  described 
in  the  American  literature.  The  problem  is  essentially 
an  exaggeration  of  the  normal  venous  channels  with 
the  clinical  picture  being  that  of  a generalized 
telangiectasia. 


Study  of  the  effect  of  uremic  metabolites  on 
erythrocyte  glycolysis,  by  Jean  M.  Morgan  and  Rob- 
ert E.  Morgan.  (Charleston)  Metabolism  13:629-635 
(July  1964). 

The  studies  of  certain  congenital  anemias  have 
emphasized  the  essential  role  of  glycolysis  in  the 
human  erythrocyte  in  the  production  of  energy,  which 


is  necessary  to  maintain  the  cation  content  and  cell 
membrane.  The  presence  of  glucose  intolerance  in 
uremia  suggested  that  defective  red  cell  glycolysis 
might  be  responsible  for  the  hemolysis  seen  in  severe 
uremia. 

Erythrocyte  glycolysis  in  uremic  blood  is  normal 
in  native  plasma,  but  the  cells  are  not  comparable  to 
normal  cells  due  to  the  younger  population.  Ultra- 
filtrate of  normal  blood  does  not  significantly  change 
tlie  glucose  utilization  rate  of  normal  human  ery- 
throcytes. However,  ultra-filtrates  prepared  from 
blood  from  nine  severely  uremic  persons  depressed 
glycolysis  of  normal  erythrocytes  to  55%  of  normal. 
This  may  be  of  significance  in  the  production  of  the 
hemolytic  aspects  of  the  anemia  of  uremia. 


Arterial  injury  of  the  lower  extremity.  R.  R.  Brad- 
ham,  J.  T.  Buxton  and  J.  M.  Stallworth  (Charleston). 
Surg  Gynec  Obstet  118:995-1000,  May  1964. 

Principles  in  management  resulting  from  our  ex- 
perience with  vascular  lesions  of  the  lower  extremities 
and  representative  cases  are  presented.  Hemorrhage 
must  be  controlled  and  blood  volume  restored  im- 
mediately. Determination  of  extent  of  arterial  damage 
is  essential  to  successful  repair.  Arteriography  prior 
to,  or  during  operation  is  most  helpful.  Distal  ischemia 
dictates  operative  treatment  even  though  the  arterio- 
gram might  appear  normal.  Excision  of  damaged 
segments  and  primary  end-to-end  anastomosis  should 
be  performed  if  this  can  be  accomplished  without 
tension.  Autogenous  vein  grafts  can  be  used  to 
bridge  larger  defects. 

Treatment  of  vascular  insufficiency  believed  due 
to  spasm  should  not  be  allowed  to  jeopardize  repair 
of  a damaged  artery.  Constant  surveillance  must  be 
maintained  for  the  earliest  signs  of  vascular  insuffi- 
ciency resulting  from  blunt  trauma.  Associated  frac- 
tures should  be  reduced  prior  to  repair  of  the  artery 
to  avoid  tension  on  arterial  anastomoses.  Meticulous 
debridement  and  irrigation  of  all  wounds  associated 
with  arterial  damage  are  essential  for  proper  healing. 
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CONGENITAL  INDIFFERENCE  TO  PAIN: 

ITS  ORTHOPEDIC  SIGNIFICANCE 


J.  LORIN  MASON,  M.  D. 

Charleston,  S.  C. 


Congenital  indifference  to  pain  is  a con- 
dition in  which  the  patient  lacks  the 
ability  to  discern  noxious  stimuli.  It  is 
apparently  unrelated  to  other  neurological 
deficit.  At  the  time  of  this  writing,  the  author 
could  find  55  documented  cases  in  the  litera- 
ture. The  present  case  is  reported  as  an  addi- 
tion and  also  to  point  out  peculiar  orthopedic 
manifestations  of  this  illness. 

This  entity  is  a rare  illness,  which  in  most 
cases  has  no  familial  tendencies  and  seems  to 
be  sporadic  in  its  appearance.  In  the  majority 
of  cases  reported,  the  diagnosis  was  made  in 
conjunction  with  diagnosis  and  treatment  of 
the  various  orthopedic  complications.  The 
orthopedic  illnesses  which  have  been  seen  in 
most  reported  patients  consist  of  neuropathic 
joints  of  the  Charcot  type,  fractures  and  osteo- 
myelitis. The  following  case  report  presents 
several  of  these  manifestations. 

An  eight  year  old  negro  male  was  first  seen  in 
January,  1961  at  the  Medical  College  Hospital  for 
chronic  burn  ulcers  of  his  left  foot,  with  osteo- 
myelitis. These  burns  had  been  sustained  five  months 
prior  to  his  admission  and  had  shown  very  little  evi- 
dence of  healing.  The  patient’s  mother  gave  a long 
history  of  repeated  and  multiple  burns  in  the  child. 
She  stated  that  from  birth,  he  had  always  been  at- 
tracted by  flames  and  many  times  had  placed  his 
hand  on  hot  stoves.  She  stated  that  she  had  known 
since  infancy  that  her  child  was  apparently  unable  to 
be  hurt  and  in  fights  with  children  would  never 
complain  of  any  injuries. 

The  child,  the  product  of  an  apparently  normal, 
spontaneous  delivery  at  home,  was  first  seen  by  a 
physician  at  three  months  of  age.  Ilis  immediate  post- 
natal course  was  uneventful  and  his  early  develop- 
ment was  normal.  At  three  months  he  was  taken  to 
his  family  physician  regarding  “whitening  of  the 
eyes.”  The  initial  diagnosis  was  interstitial  keratitis, 
but  tests  for  syphilis  were  negative.  The  diagnosis  of 
the  ophthalmologieal  consultant  was  corneal  scarring 
secondary  to  abrasions.  The  child  had  partially  bitten 
off  the  tips  of  his  fingers  during  the  first  three 
months  of  life. 


The  only  illness  relating  to  the  central  nervous 
system  was  one  febrile  seizure  at  the  age  of  five 
months.  There  were  no  sequelae  noted  after  the  seiz- 
ure. Both  the  corneal  scarring  and  the  hand  de- 
formities appeared  prior  to  the  seizure.  The  child 
had  extracted  his  two  deciduous  teeth  while  in  the 
hospital  by  attempting  to  remove  arm  boards  which 
had  been  applied  because  the  patient  had  been  gnaw- 
ing at  his  fingers  and  indeed  had  bitten  off  the  distal 
phalanx  of  several  fingers,  as  shown  in  the  illustra- 
tions. From  infancy,  he  experienced  many  burns  and 
minor  trauma  to  soft  tissue  which  were  slow  to  heal. 
He  was  said  to  have  stood  at  six  months,  walked  at 
1 1 months,  and  his  other  developmental  character- 
istics seemed  to  fall  within  the  normal  limits.  The 
child  got  along  well  with  his  siblings.  He  was  very 
conscious  of  their  safety  and  had  been  noted  on 
occasion  to  prevent  them  from  receiving  burns  that 
he  had  just  received.  He  had  been  noted  to  be  the 
“champion”  of  smaller  children  and  got  into  fights 
with  older  children  with  total  disregard  for  bodily 
injury.  His  mother  did  not  consider  him  overly 
belligerent.  The  only  pain  he  complained  of  in  his 
life  was  a series  of  abdominal  cramps  at  age  five.  He 
had  never  been  toilet-trained.  He  expressed  normal 
emotions  and  seemed  to  be  quite  happy. 

Family  history:  The  patient  was  the  third  child  of 
a family  of  five.  After  his  diagnosis  was  made,  his 
siblings  were  given  neurological  examinations  and  all 
were  within  normal  limits.  A paternal  uncle  had 
cataracts  at  the  age  of  five  years.  Other  than  this,  no 
family  history  of  note  could  be  obtained. 

Physical  examination:  There  were  many  multiple 
burn  scars  about  the  scalp  and  face.  The  child  had 
multiple  burn  scars  over  the  entire  body,  pre- 
dominantly on  the  lower  extremities.  There  was 
marked  decrease  in  size  and  development  of  the  man- 
dible. There  were  no  mandibular  teeth  and  very  few 
maxillary  teeth.  There  was  no  fusion  of  the  mandibu- 
lar symphysis.  The  child  had  bilateral  corneal  opaci- 
ties. There  was  decreased  vision,  but  he  could  see  to 
perform  many  activities  such  as  catching  a ball. 
There  was  neither  a cilio-spinal  reflex  nor  a corneal 
reflex.  There  were  ulcers  on  both  knees  and  the  left 
foot  showed  two  large,  infected  ulcers  with  cellulitis. 
There  was  absence  of  the  terminal  phalanges  in  both 
fingers  and  toes  except  the  great  toe  of  left  foot.  The 
psychometric  examination  revealed  an  intelligence 
quotient  of  72.  The  deep  tendon  reflexes  were  present 
and  normal  as  were  the  abdominal  reflexes. 
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There  was  absence  of  appreciation  of  pain  over  the 
entire  body.  The  patient  could  distinguish  pinprick 
from  blunt  objects,  ffe  could  distinguish  hot  and 
cold,  two  point  tactal  and  vibratory  sensibility. 
Muscle  coordination  test  was  normal.  Psychological 
examination  was  within  normal  limits.  Spinal  tap, 
EEG,  ECG,  and  serum  test  for  syphilis  were  normal. 
Calcium,  phosphorous,  and  alkaline  phosphatase  were 
normal  as  were  all  laboratory  data  with  the  exception 
of  an  elevated  sedimentation  rate  and  white  count. 
X-ray  films  revealed  mandibular  anodontia  with  fail- 
ure of  ossification  of  the  body  and  the  symphysis  of 
the  mandible.  Osteomyelitis  of  the  left  foot  was  noted. 
Films  of  the  skull  and  spine  were  normal  with  the 
exception  of  the  mandibular  defects.  IVP’s  were  nor- 
mal. 

In  view  of  the  persistence  of  the  osteomyelitis  and 
the  development  of  gangrene,  an  amputation  was  done 
on  the  left,  below  the  knee.  This  was  done  without 
use  of  anesthesia.  Following  this  operation,  the  pa- 
tient did  nicely  and  was  discharged  to  be  followed  as 
an  outpatient.  In  the  course  of  the  next  twelve 
months,  he  had  to  be  re-admitted  several  times  for 
soft  tissue  abscesses.  At  various  times  during  this 
period  he  experienced  abscesses  over  both  knees 
which  extended  into  the  joints.  Severe  osteomyelitis 
and  pyarthrosis  developed  in  the  left  elbow.  This  is 
demonstrated  by  x-ray  film.  All  of  these  episodes  oc- 
curred without  pain.  Both  knees  were  flail;  the  left 
elbow  was  totally  flail. 

The  patient  died  in  the  hospital  on  January  6, 
1963  with  a clinical  impression  of  septicemia.  A 
necropsy  was  performed  the  next  day  at  the  Medical 
College  and  confirmed  the  above  mentioned  de- 
formities and  evidences  of  infection.  The  liver  showed 


both  gross  and  microscopic  evidence  of  severe  fatty 
degeneration.  The  lungs  were  hea\y  and  revealed 
accumulations  of  pus  in  the  bronchioles.  The  heart 
revealed  mild  hypertrophy,  the  adrenals  showed 
questionable  diminution  in  the  thickness  of  the 
medullae.  The  impression  from  necropsy  was 
severe  malnutrition,  though  in  view  of  the  patient’s 
clinical  course,  the  cause  of  death  was  probably 
overwhelming  septicemia.  The  brain  was  sectioned 
and  was  found  to  be  normal.  All  nervous  tissue 
that  was  examined  was  found  to  be  normal. 
Unfortunately,  a corneal  biopsy  was  not  obtained. 
Biopsies  of  the  skin  for  free  nerve  endings  had  been 
done  on  the  patient  while  living  and  a complete  sec- 
tion of  a free  nerve  ending  was  not  found.  However, 
the  peripheral  nerves  examined  from  this  tissue  were 
normal.  Dr.  Curtis  Worthington  very  kindly  made 
multiple  sections  of  the  tissue  and  two  sections  in 
particular  were  felt  to  show  parts  of  free  nerve  end- 
ings. Both  peripheral  and  sympathetic  nerves  were 
felt  to  be  normal. 

Clinical  Discussion 

Several  authors  have  suggested  various  tests 
which  may  be  applied  to  these  patients  in 
order  to  make  the  diagnosis.  Some  of  these 
were  carried  out  on  our  patient.  Intravenous 
injection  of  Vasoxyl  (methoxamine  hydro- 
chloride) was  done  and  the  patient  experi- 
enced a marked  increase  in  blood  pressure 
with  diminished  heart  rate,  and  complained 
of  abdominal  pain.  Plethysmographic  studies 
were  done,  but  no  response  was  obtained  with 


Figure  1.  1-A.  Facial,  scalp  and  corneal  scarring.  There  is  no  keloid  formation.  The  drooling  is  due  to 
mandibular  anodontia. 

1-B.  Flail  elbow  and  multiple  scarring. 

1-C.  Auto-amputation  of  toes  of  right  foot.  Sinus  tract  of  pyoarthrosis  of  right  knee. 
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Figure  2.  2-A.  Joint  destruction,  dislocation  and  periosteal  elevation. 

2-B.  Trophic  ulcer  and  osteomyelitis  of  metatarsal  and  tarsal  bones. 


painful  stimulation.  The  patient’s  amputation 
was  done  with  an  arterial  occlusive  tourniquet 
with  no  complaint  of  pain.  There  ivas  no  anes- 
thesia given  during  this  procedure.  Electrical 
stimulation  of  tooth  nerve  roots  revealed  an 
apparently  normal  vasomotor  system,  the  pa- 
tient showed  no  change  in  blood  pressure  or 
heart  rate  when  subjected  to  painful  stimuli, 
i.e.,  the  patient  demonstrated  none  of  the  nor- 
mal physiologic  responses  to  pain. 

The  etiology  of  the  mandibular  deformity 
was  questionable  as  to  whether  it  was  con- 
genital or  was  due  to  chronic  infection  which 
had  been  present  in  infancy.  It  is  interesting 
that  the  patient  responded  violently  to 
vibratory  sensations  to  such  an  extent  that  the 
cast  cutting  saw  could  not  be  used.  This  ap- 
parently was  the  only  disagreeable  sensation 
that  he  experienced.  Several  of  the  patients 
reported  in  the  literature  had  had  skin  and 
nerve  biopsies,  most  of  which  appeared  nor- 
mal. 

Discussion 

Several  excellent  reviews  of  the  possible 
etiology  and  comparison  studies  of  the  pub- 
lished cases  have  been  done,  the  most  notable 
being  that  of  Critehley1  in  1956,  and  of  Fan- 
coni  and  Ferrazzini"  in  1957.  Detailed  review 
will  not  be  attempted  at  this  writing. 


Dearborn3  in  1932,  reported  a case  of  a 54 
year  old  man  who  could  not  recall  any  pain 
with  the  exception  of  headache  throughout 
his  life.  He  had  lacerations  sutured  without 
anesthesia,  and  indeed  had  been  presented  on 
the  stage  as  “The  Human  Pin-Cushion,”  per- 
mitting pins  and  spikes  to  be  driven  into  his 
body.  He  was  apparently  quite  normal  in  other 
respects.  Critehley4  in  1934,  mentioned  two 
patients  who  appeared  to  be  insensitive  to 
pain.  Ford  and  Wilkins5  published  case  re- 
ports of  three  children  in  1938  and  the  re- 
mainder of  the  case  reports  followed. 

Unless  the  patient  presents  himself  with 
multiple  bizarre  complications  simultaneously, 
the  diagnosis  may  be  missed.  Most  of  the  re- 
ported cases  exhibit  the  majority  of  the  follow- 
ing findings:  scarring  of  the  scalp,  lips,  and 
tongue  give  evidence  of  multiple  episodes  of 
trauma;  corneal  scarring  due  to  abrasions  is 
frequently  seen;  and  the  teeth  may  be  absent. 

In  the  cases  reported,  most  of  the  hospital 
admissions  were  for  orthopedic  problems. 
Traumatic  or  self-inflicted  amputations  of  the 
fingers  and  toes  were  frequently  seen.  Chronic 
osteomyelitis  and  burns  with  ulcerations  were 
often  present.  There  are  several  reports  of 
evidence  of  old  fractures,  some  of  which  were 
not  treated  and  healed  with  mal-union.  Some 
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Figure  3.  Auto-amputations,  severe  scarring,  and 
malunion  of  old  fracture  of  right  3rd 
finger. 


patients  came  in  with  frank  pseudoarthrosis 
through  old  fracture  sites.  Pyarthrosis  was  not 
uncommon  in  the  reported  eases.  Many  of  the 
patients  had  exhibited  the  typical  Charcot 
joints,  most  commonly  in  the  knees  and 
ankles. 

Neurological  findings:  The  corneal  reflex 
and  the  cilio-spinal  reflexes  were  usually  ab- 
sent, as  was  sensitivity  to  pruritis  and  tickling. 
The  sense  of  smell  and  taste  was  usually  pres- 
ent. The  patient  was  usually  able  to  dis- 
tinguish between  sharp  and  blunt  objects  and 
has  two-point  tactal,  vibratory,  and  hot  and 
cold  sensibilities  present.  The  deep  tendon  re- 
flexes and  abdominal  reflexes  were  usually 
intact.  Headache  or  abdominal  pain  might 
have  been  present. 

The  usual  causes  of  analgesia  must  be  ruled 
out.  Organic  lesions  of  the  brain  in  the  supra- 
marginal gyrus  of  the  dominant  hemisphere 
may  cause  indifference  to  pain.  Hysteria  and 
hypnosis  must  be  considered,  as  must  central 
nervous  system  syphilis  and  syringomyelia. 
Pre-frontal  lobotoiny  has  been  indicated  as  a 
cause  of  indifference  to  pain.  A familial  dis- 
ease which  Denny-Brown  terms  “hereditary 
sensory  radicular  neuropathy”  differs  from 
congenital  indifference  to  pain  in  that  this 
lack  of  pain  may  exist  only  in  the  most  distal 
portions  of  the  extremities,  the  trunk,  head, 
and  neck  area  being  spared. 

Many  of  the  patients  have  been  low  normal 
to  sub-normal  in  mentality,  but  several  of 
them  have  been  of  high  intelligence.  Some  of 
the  cases  considered  initially  as  members  of 
this  group  have  been  excluded  by  other 


authors  on  the  basis  of  history  and  findings 
of  central  nervous  system  disease.  Several 
authors  have  related  this  entity  to  the  other 
agnosias  and  indeed  several  of  the  reported 
patients  have  exhibited  word-agnosia.  Autopsy 
examinations  of  the  few  patients  studied  have 
not  shown  any  organic  lesion  in  the  true  case. 
Biopsy  examinations  of  the  skin  for  free  nerve 
endings  and  peripheral  nerve  changes  have 
been  found  to  be  normal. 

Conclusions 

Congenital  indifference  to  pain  appears  to 
be  a condition  in  which  the  patient  fails  to 
recognize  the  significance  or  unpleasantness 
of  painful  stimulation  and  this  results  in  multi- 
ple, frequently  serious  injuries.  This  condition 
is  relatively  rare,  but  the  increasing  number  of 
cases  reported  in  recent  years  suggest  that  it  is 
more  common  than  was  previously  suspected. 

Most  of  the  reported  cases  are  seen  in  chil- 
dren and  the  above  mentioned  characteristics 
should  be  considered  in  suspicious  cases.  In 
the  more  intelligent  patient,  harmful  situa- 
tions may  have  been  avoided  to  a large  de- 
gree and  many  of  the  more  usual  injuries  may 
be  absent.  Pain  sensibility  is  quite  variable 
and  this  diagnosis  may  be  difficult  to  make 
in  the  patient  with  less  obvious  deformities. 
The  entity  must  be  considered  in  the  differ- 
ential diagnosis  of  neuropathic  joints,  painless 
fractures,  and  painless  osteomyelitis.  Many  of 
the  objective  signs  mentioned  above  are  con- 
sistent in  all  of  these  patients.  The  etiology 
of  the  disease  is  unknown,  but  the  most  likely 
explanation  seems  to  be  some  disturbance  be- 
tween the  thalamic  connections  to  the  supra- 
marginal gyral  area  of  the  cortex.  The  majority 
of  these  patients  will  present  themselves  with 
orthopedic  conditions  and  therefore  should  be 
recognized  as  having  a specific  disease  com- 
plex in  the  presence  of  the  bizarre  manifesta- 
tions. 

Summary 

( 1 ) Congenital  indifference  to  pain  is  a 
rare  entity  which  frequently  presents  itself 
with  orthopedic  complications. 

(2)  The  most  characteristic  findings  in  this 
disease  beside  the  absence  of  pain  are  absence 
of  corneal  reflex,  absence  of  the  cilio- 


8 


The  Journal  of  the  South  Carolina  Medical  Association 


CONGENITAL  INDIFFERENCE  TO  PAIN 


spinal  reflex,  multiple  scars  and  negative 
pain-plethysmographic  response. 

(3)  This  condition  must  be  considered  in 


the  differential  diagnosis  of  neuropathic  joints, 
painless  fractures,  and  painless  osteomyelitis. 

Appreciation  is  expressed  to  Dr.  S.  Edward  Izard, 
who  permitted  the  report  of  his  patient. 
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Clinical  significance  of  cervical  dyskaryosis,  by  H. 
O.  Williamson,  L.  L.  Hester,  H.  R.  Pratt-Thomas,  F. 
A.  Mclver,  and  Ann  Clark.  (Charleston)  Amer  J 
Obstet  Gynec  88:1029-1038  (April  15,  1964). 

A dyskaryotic  cell  is  one  containing  a typical 
malignant  nucleus,  but  in  which  the  cytopla-nuclear 
ratio  remains  unaltered.  These  are  generally  placed 
in  Papanicolaou’s  Class  III. 

Two  hundred  and  ninety-two  patients  with  dy- 
skaryotic cells  in  cervical  smears  were  subjected  to 
study  and  evaluation.  A diagnosis  of  intraepithelial 
or  invasive  carcinoma  was  made  on  67  of  248  patients 
on  whom  cervical  tissue  was  obtained.  Five  of  the  67 
patients  had  been  diagnosed  and  therapy  admin- 
istered prior  to  obtaining  the  initial  dyskaryotic 
smears. 

Persistence  of  dyskaryosis  or  development  of  more 
severe  cytological  changes  was  noted  in  92  per  cent 
of  the  patients  who  suffered  from  untreated  intra- 
epithelial or  invasive  carcinoma. 

These  statistics  suggest  that  patients  persistently 
exfoliating  unequivocal  dyskaryotic  cells  must  have 
further  diagnostic  procedures  performed  to  provide 
for  a complete  evaluation  of  the  cervical  epithelium. 
Cervical  conization  is  indicated  where  cervical  biop- 
sies do  not  reveal  unequivocal  invasive  carcinoma  of 
the  cervix. 


Renal  arteriolar  disease  in  young  primiparas.  C.  M. 
Smythe,  W.  S.  Bradham,  E.  J.  Dennis,  F.  A.  Mclver, 
and  H.  G.  Howe  (Charleston)  J Lab  Clin  Med  63: 
562-573,  Apr.  1964. 

As  a part  of  a prospective  study  of  the  natural 
history  of  vascular  disease  in  young  women  with 
hypertension  in  pregnancy,  renal  biopsies  have  been 
done  on  59  patients  with  toxemia  of  pregnancy,  56 
of  whom  were  primiparas.  Of  this  group  10  were 
found  to  have  definite  histologic  evidence  of  renal 
arteriolar  disease.  The  salient  clinical  findings  in  these 
cases  were  greater  elevation  of  arterial  pressure  and 
less  proteinuria  than  is  usually  seen  in  pre-eclampsia. 
Seven  of  the  10  showed  also  the  glomerular  endo- 
theliosis  of  pre-eclampsia.  The  arteriolar  lesion  per- 
sisted postpartum  in  all  7 of  the  patients  on  whom 
biopsies  were  done.  This  experience  is  taken  as 
evidence  that:  (1)  An  arteriolar  and  the  glomerular 
lesions  of  hypertension  in  pregnancy  may  co-exist  or 
occur  independently.  (2)  The  arteriolar  lesion  per- 
sists independent  of  pregnancy.  (3)  The  arteriolar 
lesion  probably  precedes  the  development  of  pre- 
eclampsia,  which  has  little  to  do  with  the  emergence 
of  the  arteriolar  lesion.  ( 4 ) The  arteriolar  lesion  may 
be  a significant  predisposing  factor  in  the  genesis  of 
the  toxemias  of  pregnancy,  especially  eclampsia. 


January,  1965 


9 


A REVIEW  OF  SIGNIFICANT  ANTI-VIRAL 
COMPOUNDS 


J.  R.  VAUGHN,  JR. 

Medical  College  of  South  Carolina 
Charleston,  S.  C. 


During  the  last  few’  decades  man  has  wit- 
nessed remarkable  changes  in  the  field 
of  infectious  disease.  The  most  out- 
standing of  these  changes  has  been  the  de- 
velopment of  sulfonamides  and  antibiotics  and 
their  resultant  effect  on  bacterial  diseases.  Re- 
cently, advances  have  been  made  in  the  ther- 
apy of  mycotic  infections.  This  leaves  true 
viral  infections  as  the  principle  area  lacking 
therapeutic  agents.  Today  there  is  onlv  one 
reliable  drug  on  the  market,  5-iodo-2’-deoxy- 
uridine  which  will  cure  or  improve  a true 
viral  disease  once  it  is  present.1  This  drug  will 
be  studied  in  detail  later. 

There  is  no  longer  any  doubt  that  the  re- 
productive process  is  the  essential  prerequisite 
in  the  production  of  virus  induced  lesions  and 
disease.'  The  only  avenues  now  open  for 
achieving  control  of  virus  diseases  appear  to 
be:  (a)  prevention  of  infection  by  prevention 
of  initial  multiplication;  ( b ) inhibition  of  virus 
multiplication  in  infected  cells;  (c)  modifica- 
tion of  cell  and  tissue  responses  to  multiplica- 
tion; and  (d)  acceleration  of  the  recovery 
process.3 

The  fact  that  there  is  only  one  clinically 
applicable  antiviral  compound  does  not  re- 
flect a lack  of  search  for  such  materials.  Many 
substances  have  been  found  that  will  remark- 
ably inhibit  virus  multiplication  in  vitro,  but 
they  are  not  effective  in  vivo  in  concentra- 
tions that  can  be  tolerated  by  the  host  cells.1 
Therefore  we  need  to  find  a material  that  will 
selectively  inhibit  virus  multiplication  with- 
out doing  irreversible  damage  to  the  infected 
cell.  If  we  were  able  to  understand  the  way 
the  host  naturally  rids  himself  of  a viral  in- 
fection, we  would  be  nearer  to  the  secret  of 
how  to  treat  these  infections. 


It  has  been  recognized  for  some  time  that 
an  infection  by  one  virus  inhibited  or  inter- 
fered with  an  infection  by  another  virus.  In 
1957  Isaacs  and  Lindenmann  described  a 
product  of  influenza  viral  interference  which 
they  called  “interferon.”  This  product  was 
produced  by  the  interaction  of  heat-inacti- 
vated influenza  virus  and  chick  chorio-al- 
lantoic  membranes  in  vitro  and  its  presence 
was  shown  by  its  ability  to  induce  interference 
in  fresh  pieces  of  chorio-allantoic  membrane.5 
They  found  that  a 0.1  ml  mixture  of  X20  con- 
centrate of  interferon  and  a 10-5  dilution  of 
vaccinia  virus  would  inhibit  the  development 
of  pocks  by  vaccinia  virus  in  the  rabbit  skin.15 
Recently,  Isaacs  has  shown  that  when  inter- 
feron is  injected  intradermally  24  hours  prior 
to  smallpox  vaccine,  it  depressed  or  prevented 
the  vaccination  response.1  The  use  of  inter- 
feron in  the  treatment  of  vaccinial  keratites 
has  been  reported,"  but  further  studies  are 
necessary. 

The  role  of  interferon  in  the  natural  pre- 
vention, limitation  of  spread  and  recovery 
from  viral  infection  is  continuing  to  be 
studied  and  this  work  may  lead  to  further  in- 
sight into  the  potential  of  interferon  as  an 
antiviral  therapeutic  compound. 

Because  of  the  successful  isolation  from 
molds  and  actinomyces  of  antibiotic  sub- 
stances possessing  bacteriostatic  and  bacteri- 
cidal properties,  repeated  attempts  have  been 
made  to  find  bacterial  and  fungal  substances 
which  might  have  antiviral  activity.  Few, 
however,  have  proved  to  be  effective  in  sup- 
pressing viral  replication.  This  is  not  al- 
together unexpected,  since  antibiotics  act  by 
interference  with  bacterial  growth  mechanisms 
and  metabolic  reactions  whereas  viruses 
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neither  metabolize  nor  multiply  outside  of  a 
successfully  parasitized  cell.  Antiviral  com- 
pounds must  selectively  affect  those  metabolic 
processes  of  the  host  which  are  concerned  with 
viral  replication  without  compromising  those 
essential  for  cell  survival  and  function.  At 
present,  only  a limited  number  of  biologically 
derived  substances  meet  these  exacting  cri- 
teria. Some  of  them  will  be  discussed. 

In  1952,  Groupe  and  workers  demonstrated 
that  a material  produced  by  a culture  of 
Achromobacter  sp.  #134  had  the  ability  to 
suppress  the  development  of  pulmonary 
lesions  in  mice  which  were  the  residt  of  an  in- 
fection with  influenza  A virus  and  to  reduce 
the  non-transmissible  pneumonia  induced  by 
intranasal  instillation  of  large  numbers  of  in- 
fectious particles  of  Newcastle  disease  virus. 
Further,  attempts  to  show  antiviral  activity 
against  these  viruses  cultured  on  embryonated 
eggs  was  at  best  barely  detectable." 

A crude  filtrate  of  Penicillium  stoloniferum 
known  as  M-8450  has  considerable  chemo- 
prophvlactic  action  coupled  with  very  slight 
chemotherapeutic  action  against  MM  and 
Semliki  Forest  viruses  in  white  mice.  Pro- 
tection against  100  LD.-,o  or  more  of  either 
virus  injected  subcutaneously  may  be  obtained 
bv  injecting  mice  intraperitoneally  with  a 
single  dose  of  0.05  ml  up  to  0.25  ml  of  M-8450 
provided  the  filtrate  precedes  the  virus  by 
about  24  hours.10  Later  it  was  found  that 
M-8450  had  a demonstrable  chemoprophy- 
lactic  effect  in  12  gram  mice  infected  peri- 
pherally with  a special  hamster  passaged  line 
of  MEFI  poliomyelitis  virus.11 

The  available  evidence  indicates  that  M- 
8450  has  no  direct  inactivating  effect  on  viral 
infectivity,  rather,  M-8450  appears  to  act  by 
inhibiting  the  multiplication  of  poliovirus.  In- 
fected cultures  in  the  presence  of  M-8450 
failed  to  produce  detectable  amounts  of 
virus.’5 

Shope  found  that  an  acetone  precipitate 
of  an  extract  obtained  from  the  pellicle  of 
Penicillium  funiculosum  which  he  designated 
as  helenine  possessed  selective  virus  inhibiting 
activity.  Me  found  that  helenine  was  thera- 
peutically effective  against  Columbia  SK 


encephalomyelitis  virus  infections  in  mice. 
Helenine  exerts  its  maximum  effect  when 
given  within  the  first  10  hours  after  viral  in- 
fection but  its  influence  is  apparent  even  when 
treatment  is  delayed  up  to  24  hours.13  The 
mechanism  by  which  helenine  exerts  its  thera- 
peutic effect  against  SK  virus  is  not  known 
but  is  believed  that  it  either  causes  an  inhibi- 
tion or  interruption  of  multiplication  of  the 
virus,  slowing  down  the  whole  process  of  in- 
fection and  spread  to  the  central  nervous  sys- 
tem, or  that  in  some  way  it  interferes  tempo- 
rarily with  the  nenroinvasiveness  of  the 
virus.13 

All  of  these  naturally  occurring  antiviral 
substances  which  we  have  described  are 
mainly  of  interest  to  the  laboratory  worker 
and  offer  no  immediate  hope  for  effective 
therapy  of  viral  diseases  in  man.4 

I have  omitted  the  treatment  and  discussion 
of  the  large  viruses,  the  Chlamydozooceae,  be- 
cause most  people  today  don’t  consider  these 
true  viruses.  These  viruses  cause  psittacosis, 
lymphogranuloma  venereum  and  trachoma 
and  appear  sensitive  to  the  ordinary  broad- 
spectrum  antibiotics.4 

Viruses  are  dependent  for  their  growth  on 
the  enzymatic  activity  of  the  host  cell  and 
interference  with  the  basic  metabolism  of  the 
cell  can  prevent  virus  multiplication.14  There- 
fore I will  discuss  a few  compounds  with 
enzyme-inhibiting  properties. 

It  has  been  shown  that  dinitrophenol  in  a 
concentration  of  2X  10'4M  doubles  the  02 
uptake  of  tissue  and  almost  completely  pre- 
vents the  multiplication  of  influenza  virus  in 
tissue  culture.  This  inhibition  of  viral  multipli- 
cation is  due  to  the  uncoupling  of  oxidative 
phosphorylation  in  the  tissue,  therefore  it  ap- 
pears justified  that  the  Krebs  cycle  plays  a 
necessary  role  in  supplying  energy  for  virus 
multiplication.' 1 Dinitrophenol  was  found  to 
also  inhibit  multiplication  of  vaccinia  virus  in 
a concentration  of  IX  10  5.’r' 

The  acridine  enzyme  inhibitors  proflavine 
and  mepaerine  have  been  found  effective 
against  vaccinia.'  Mepaerine,  the  antimalarial 
drug  belonging  to  the  chemical  class  of 
acridines,  possesses  very  marked  protective 
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activity  against  a few  viruses.  The  viruses  of 
equine  encephalomyelitis,  Rift  Valley  fever 
and  louping-ill  are  the  most  markedly  affected. 
A single  oral  dose  of  mepacrine  given  to  a 
mouse  before  the  virus  of  equine  encephalo- 
myelitis has  invaded  the  central  nervous  sys- 
tem will  give  considerable  protection  to  the 
mouse.  Mepacrine  has  no  action  whatsoever 
on  the  virus  in  vitro.’" 

In  September  of  1963,  Bauer  and  co-workers 
reported  that  N-methvlisatin  beta  thiosemi- 
carbazone  (Marboran)  was  an  effective  drug 
in  the  prophylactic  treatment  of  human 
beings  who  had  been  exposed  to  smallpox 
infections.  The  studies  were  carried  out  on 
house  contacts  of  smallpox  patients  admitted 
to  the  Infectious  Diseases  Hospital  in  Madras, 
India. 

The  treatment  of  the  smallpox  contacts  was 
started  one  day  after  admission  of  the  primary 
case  to  the  hospital.  The  dosage  of  the  drug 
was  3 Gm  twice  daily  for  four  days.  The  con- 
tacts were  observed  for  a period  of  16  days 
and  during  this  time  only  3 mild  cases  of 
smallpox  occurred  in  the  1,101  treated  con- 
tacts. By  contrast,  there  were  78  cases  of  small- 
pox with  12  deaths  in  the  control  group  of 
1,126  untreated  contacts.  The  drug  exerted  its 
prophylactic  effect  regardless  of  the  vaccina- 
tion status  of  the  contacts,  and  appeared  to  be 
more  effective  than  vaccination  or  revaccina- 
tion in  protecting  people  exposed  to  small- 
pox.1" 

This  drug  as  shown  is  not  an  antiviral  drug 
in  the  strictest  sense,  but  instead  a prophy- 
lactic. The  mode  of  prophylaxis  has  not  yet 
been  determined.  If  further  work  confirms 
these  results,  then  N-methylisatin  B-thiosemi- 
carbazone  should  provide  an  efficient,  readily 
available  and  cheap  means  of  prevention  of 
smallpox  in  contacts. 

One  type  of  antiviral  agent  that  apparently 
attracts  the  most  academic  and  practical  inter- 
est is  that  type  which  suppresses  virus  syn- 
thesis, the  antimetabolites.  The  antimetab- 
olites are  a group  of  chemical  compounds 
which  have  a structural  resemblance  to 
specific  essential  metabolites  of  living  things, 
and  thus  these  analogous  compounds  are  able 


to  counteract  the  vital  processes  which  are 
carried  on  by  these  essential  metabolites.10 
The  structural  resemblance  of  metabolite  and 
antimetabolite  is  important  because  it  is  this 
feature  of  the  antagonist  or  inhibitor  which 
allows  it  to  exclude  the  essential  metabolite 
from  its  vital  functioning.  It  is  this  exclusion 
which  produces  the  biological  effect  because 
the  antimetabolite  can  take  the  place  of  the 
metabolite  in  the  first  step  of  a series  of  differ- 
ent reactions  but  cannot  take  the  place  of  the 
metabolite  in  the  second  step  and  therefore 
the  reaction  ends. 

Since  all  viruses  which  infect  human  beings 
are  assumed  to  contain  either  ribonucleic  acid 
(RNA)  or  deoxyribonucleic  acid  (DNA)  as 
their  essential  infectious  core,  one  promising 
approach  to  chemotherapy  has  been  the  search 
for  metabolic  analogues  which  might  competi- 
tivelv  inhibit  the  incorporation  of  one  or 
another  constituent  into  these  nucleic  acids 
and  thus  block  formation  of  infective  virus 
particles.20 

Many  analogues  of  purines  and  pyrimidines 
inhibit  both  RNA  and  DNA  synthesis.  One  of 
the  most  commonly  studied  purine  analog  is 
2,  6-Diaminopurine.  This  compound  inhibits 
the  multiplication  of  the  vaccinia  virus  in  an 
in  vitro  system  containing  chick  embryonic 
tissue.  In  this  same  study  by  Thompson,  et  ah, 
they  found  that  2,  6-diaminopurine  probably 
inhibited  the  growth  of  vaccinia  virus  either 
by  interference  with  the  formation  of  viral 
nucleoprotein,  by  interfering  with  the  produc- 
tion of  usable  guanine,  or  by  injury  to  the 
chick  embryonic  tissue  of  the  medium.21  It 
has  also  been  found  that  2,  6-diaminopurine 
will  inhibit  the  multiplication  of  the  virus  of 
Russian  spring  summer  encephalitis  in  tissue 
culture.22 

Since  the  function  of  vitamin  B]2  seems  to 
be  closely  connected  with  that  of  the  folic 
acid  group,  therefore  compounds  similar  in 
structure  to  the  benzimidazole  portion  of  vita- 
min Bi2  have  been  used  in  attempts  to  inter- 
fere with  viral  proliferation.  Tamm  has  re- 
ported that  a halogenated  benzimidazole,  5, 
6 - dichloro-l-B-D-ribofuranosylbenzimidazole 
( DRB ) , designed  as  an  antagonist  of  5, 6- 
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dimethylbenzimidazole  ribonucleoside,  a com- 
ponent of  vitamin  B]2  was  a more  active  in- 
hibitor of  the  growth  of  influenza  virus  than 
benzimidazole  itself.  He  suggested  that  the 
synthesis  of  influenza  virus  RNA  is  inhibited 
on  the  nucleoside  level  and  that  synthesis  of 
host  cell  RNA  is  probably  effected  to  some 
extent.21  All  viruses  tested  in  vitro  have  been 
susceptible  to  inhibition  by  DRB,  regardless  of 
whether  they  contain  RNA  or  DNA.  The  RNA 
viruses  examined  included  those  of  influenza 
and  polio;  among  the  DNA  type,  vaccinia, 
herpes  simplex  and  adenovirus  were  studied.21 

Z-(x-Hydroxybenzyl) -benzimidazole  ( HBB ) 
will  be  mentioned  here  even  though  the  struc- 
ture of  the  compound  indicates  that  it  cannot 
be  readily  conceived  to  be  the  structural  ana- 
logue of  any  known  metabolite.  1 It  was  found 
that  (HBB)  inhibits  multiplication  and  cyto- 
pathic  effects  of  polio  type  2 virus  but  not 
of  influenza  B virus.25  The  viruses  were  in- 
hibited by  22  ug/ml  HBB  and  this  amount 
caused  no  microscopic  changes  in  host  cells.'' 

In  1962  Dr.  Herbert  E.  Kaufman  reported 
that  a chemical  agent  5-iodo-2’-deoxyuridine 
could  cure  herpes  simplex  keratites.2  Iodo- 
deoxyuridine  was  prepared  in  1958  as  part  of 
a program  of  cancer  chemotherapy,  with  a 
view  to  obtaining  an  antagonist  of  the  unique 
component  of  DNA,  namely,  thymidine.  Com- 
parison of  the  molecular  structures  of  I DU 
and  thymidine  show  that  the  methyl  group 
on  carbon-5  of  the  thymine  moiety  has  been 
replaced  by  an  iodine  atom.  The  incorpora- 
tion of  iodine  in  place  of  the  methyl  group  of 
thymidine  5’-phosphate  results  in  an  increase 
in  the  bulk  volume,  since  the  methyl  group 
has  a van  der  Waal’s  atomic  radius  of  2.00 
Angstrom  units  whereas  that  of  iodine  is  2.15. 
Although  the  size  of  the  resultant  halogenated 
molecule  has  been  increased,  any  hindrance 
to  its  capacity  to  substitute  for  the  thymidine 
5’-phosphate  component  of  the  double  helix 
of  deoxyribonucleic  acid  appears  to  be  small. 
Another  property  of  IDU  that  may  have  a 
significant  effect  is  that  the  molecule  has  a 
lower  pKa  than  that  of  thymidine.  This  fact 
might  cause  problems  in  binding  the  two 
strands  of  DNA  together  and  also  the  poten- 


tial problem  of  incorrect  genetic  coding.2" 

Prusoff  has  suggested  several  possibilities  as 
to  the  mechanism  of  action  of  IDU  in  the 
beneficial  treatment  of  herpes  simplex  kera- 
tites: (1)  IDU  may  exert  an  effect  similar  to 
that  observed  when  it  is  used  in  the  treatment 
of  neoplasm  of  mice  or  man,  that  is,  to  prevent 
utilization  of  thymidine  or  its  phosphorylated 
derivatives  (thymidylic  acid,  thymidine  tri- 
phosphate) for  the  biosynthesis  of  viral-DNA; 
(2)  IDU  may  prevent  the  formation  of  virus- 
induced  enzymes  that  are  necessary  for  the 
biosynthesis  of  the  virus;  (3)  IDU  may  be 
incorporated  into  the  DNA  of  the  virus,  there- 
by causing  either  the  formation  of  a non- 
infectious  virus  or  one  that  is  incapable  of  re- 
production; (4)  factors  may  be  involved  that 
are  not  related  to  the  known  relationship  be- 
tween IDU  and  DNA-metabolism.2" 

Primary  infection  with  the  herpes  simplex- 
virus  occurs  most  commonly  between  the 
ages  of  2 and  5 and  involves  about  70%  to 
90%  of  the  population.  Despite  the  large  num- 
ber of  infections,  only  in  1%  to  10%  of  these 
does  the  disease  become  clinically  evident. 
In  herpes  simplex  infection  the  infecting  agent 
appears  not  to  be  eradicated  from  the  tissues 
of  the  host.  The  virus  probably  remains  with- 
in the  host  and  may  cause  recurrent  signs  and 
symptoms  at  irregular  intervals.30 

Dendritic  corneal  ulceration  in  man  pre- 
sents a serious  problem  since  this  is  the  most 
important  corneal  disease  in  the  United  States 
which  produces  loss  of  vision.27 

The  Sussex  Eye  Hospital  has  reported  that 
the  treatment  of  15  consecutive  cases  of  den- 
dritic corneal  ulceration,  clinically  associated 
with  herpes  simplex  virus,  with  a topical  solu- 
tion of  0.1%  5-iodo-2’-deoxyuridine  has  re- 
sulted in  resolution  of  the  dendritic  ulceration 
without  early  recurrence.  The  solution  of  IDU 
was  dropped  into  the  affected  eye  hourly 
during  the  day  and  night  for  a period  varying 
from  3 to  11  days.31 

A double-blind  study  by  the  Eye  Institute 
in  England  on  IDU  was  carried  out  in  early 
1963.  The  patients  were  treated  for  a maxi- 
mum of  5 days  and  only  the  healing  of  the 
corneal  nicer  was  considered.  In  this  study, 
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when  an  eye  patch  and  heat  were  used  along 
with  the  drug  therapy  for  5 days,  88% 
treated  with  IDU  were  improved  as  opposed 
to  13%  of  patients  treated  with  a placebo,  and 
76%  were  cured  as  opposed  to  13%  of  those 
treated  with  the  placebo.  Without  the  heat 
and  eye  patch  73%  of  the  patients  treated 
with  IDU  were  cured  while  only  7%.  of  those 
treated  with  the  placebo  were  cured.1 2 3' 

A double-blind  study  of  38  cases  of  acute 
herpetic  keratitis  treated  with  IDU  showed 
that  IDU  was  more  effective  than  the  placebo. 
The  work  showed  a statistically  significant 
difference  by  the  X2  test.  (P  less  than  0.02, 
or  less  than  0.05  with  Yates  correction  for 
small  samples.)  In  43  cases  of  chronic  or  re- 
current herpetic  keratitis  the  results  were 
about  the  same  with  IDU  and  the  placebo. 
This  group  found  very  little  if  any  beneficial 
results  of  combining  a topical  steroid  with 
IDU  in  the  treatment  of  chronic  herpetic  kera- 
titis.33 

When  IDU  therapy  is  instituted  the  linear 
extension  and  deepening  of  the  lesion  is 
halted;  the  patient  notes  marked  subjective 
relief,  usually  within  12-24  hours  and  marked 
healing  of  epithelium,  with  fragmenting  of 
the  dendritic  lesion  usually  occurring  within 
24  to  72  hours.34 

The  side  effects  of  IDU  are  usually  not  too 
serious,  but  they  do  include  allergy,  irritation, 
epithelial  changes,  and  ground  glass  opacifica- 


tion (usually  transient).  Most  of  these  are  be- 
lieved to  be  due  to  the  degradation  products 
of  IDU  such  as  iodouracil.34  At  present  there 
are  no  contraindications  to  the  use  of  IDU.30 

The  suggested  dosage  of  IDU  is  1 drop  in 
the  infected  eye  every  hour.  However,  during 
sleeping  horns  the  therapy  can  be  reduced  to 
1 drop  eveiy  other  hour.  Therapy  should  be 
continued  for  at  least  3 days  after  disappear- 
ance of  the  lesion.35  Iododeoxyuridine  is  for 
topical  use  only  and  should  not  be  adminis- 
tered internally  or  by  injection  because  sys- 
temic effects  in  man  include  nausea,  vomiting, 
stomatitis,  bloody  diarrhea,  alopecia,  bone 
marrow  depression.1  Iododeoxyuridine  may  be 
obtained  from  Smith  Kline  and  French  Labs., 
Alcon  Labs.,  Inc.,  and  Allergan  Pharma- 
ceuticals. 

Research  on  IDU  is  continuing  to  show 
consistent  inhibitory  effects  against  a number 
of  DNA  containing  viruses  such  as  vaccinia, 
two  tvpes  of  adenovirus,  polyoma  and  simian 
virus  40  ( S V-40 ) . The  latter  two  are  especially 
interesting  since  they  are  known  to  produce 
tumors  in  animals.4 5 6 7 8 9 10 11 12 

The  important  thing,  however,  is  that  IDU 
has  given  us  a clearcut  demonstration  that  it 
is  possible  to  eliminate  viral  lesions  by  anti- 
metabolite  drugs  that  cause  no  apparent  harm 
to  the  surrounding  tissue.  This  indicates  that 
effective  anti-viral  agents  can  and  will  be 
found  through  continued  research. 


REFERENCES 


1.  Kaufman,  H.  E.,  Nesburn,  A.  B.,  Maloney,  E.  D., 
Arch  Ophthal  67:583,  1962. 

2.  Horsfall,  F.  L.,  Jr.,  Trans  Ass  Amer  Phys  68:54, 
1955. 

3.  Horsfall,  F.  L.,  Jr.,  and  Tamm,  I.,  Ann  Rev 
Microbiol  11:339,  1957. 

4.  Katz,  S.  L.,  Carver,  D.  H.,  Postgrad  Med  34:222, 
1963. 

5.  Isaacs,  A.,  Lindenmann,  h,  Valentine,  R.  C.,  Proc 
Roy  Soc  [Biol]  147:268,  1957. 

6.  Lindemann,  h,  Burke,  D.  C.,  and  Isaacs,  A.,  Brit 
J Exp  Path  38:551,  1957. 

7.  Isaacs,  A.,  Lancet  1:873,  1962. 

8.  Jones,  B.  R.,  Galbraith,  J.  E.,  Al-Hussaini,  M.  K., 
Lancet  1:875,  1962. 

9.  Groupe,  V.  Pugh,  L.  H.,  Levine,  A.  S.,  Proc  Soc 
Exp  Biol  Med  80:710,  1952. 

10.  Powell,  H.  M.,  Culbertson,  C.  G.,  McGuire,  J.  M., 
Hoehn,  M.  M.,  Baker,  L.  A.,  Antibiot  Chemother 
2:432,  1952. 

11.  Powell,  H.  M.,  Culbertson,  C.  G.,  Proc  Soc  Exp 
Biol  Med  83:161,  1953. 

12.  Hull,  R.  N.,  Lavelle,  J.  M.,  Proc  Soc  Exp  Biol 


Med  83:787,  1953. 

13.  Shope,  R.  E„  Exp  Med  97:601,  1953. 

14.  Sadler,  P.  W.,  Pharmacol  Rev  15:407,  1963. 

15.  Thompson,  R.  L.,  J Bact  51:629,  1946. 

16.  Hurst,  E.  W„  J Pharm  Pharmacol  9:273,  1957. 

17.  Thompson,  R.  L.,  Minton,  S.  A.,  Officer,  J.  E., 
Hitchings,  G.  H.,  J Immun  70:229,  1953. 

18.  Bauer,  D.  J.,  St.  Vincent,  L.,  Kempe,  C.  H., 
Downie,  A.  W.,  Lancet  2:494,  1963. 

19.  Woolley,  D.  W„  in  Hartman,  F.  W.,  Horsfall, 
F.  L.,  Jr.,  Kidd,  J.  G.,  International  Symposium: 
The  Dynamics  of  Virus  and  Rickettsial  Infections, 
Blakiston  Co.,  Inc.,  New  York,  1954  pp.  421- 
430. 

20.  Matthews,  R.  E.,  Smith,  T.  D.,  Advances  Virus 
Res  3:49,  1955. 

21.  Thompson,  R.  L.,  Price,  M.  L.,  Minton,  S.  A., 
Jr.,  Elion,  G.  B.,  Hitchings,  G.  H.,  1 Immun  65: 
529,  1950. 

22.  Friend,  C.,  Proc  Soc  Exp  Biol  Med  78:150,  1951. 

23.  Tamm,  I.,  Yale  J Biol  Med  29:33,  1956. 

24.  Tamm,  I.,  Clin  Pharmacol  Ther  1:777,  1960. 

25.  Hardman,  H.  F.,  Wisconsin  Med  J 62:417,  1963. 


14 


The  Journal  of  the  South  Carolina  Medical  Association 


SIGNIFICANT  ANTI-VIRAL  COMPOUNDS 


26.  Eggers,  H.  J.,  Tamm,  I.,  Fed  Proc  19:407,  I960. 

27.  Kaufman,  H.  E„  Proc  Soc  Exp  Biol  Med  109:251, 
1962. 

28.  Prusoff,  W.  H.,  Cancer  Res  23:1246,  1963. 

29.  Prusoff,  W.  H.,  Trans  Amer  Acad  Ophthal  Oto- 
laryng  67:  707,  1963. 

30.  Howard,  G.  M.,  Kaufman,  H.  E.,  Arch  Ophth 
67:373,  1962. 


31.  Corrigan,  M.  J..  Gilkes,  M.  J.,  St.  Clair  Roberts, 
D„  Brit  Med  j 2:304,  1962. 

32.  Kaufman,  H.  E.,  Eye  Ear  Nose  Throat  Monthly 
42:35,  Dec.  1963. 

33.  Burns,  R.  P„  Arch  Ophthal  70:381,  1963. 

34.  Theodore,  F.  H.,  Eye  Ear  Nose  Throat  Monthly 
42:88,  Apr.  1963. 

35.  Literature  from  Allergan  Pharmaceuticals. 


Diagnosis  of  adhesive  constrictive  pericarditis,  by 
John  A.  Boone  and  C.  Bruce  C.  Marsh  (Charleston). 
Amer  Heart  J 68:576-577,  Oct.  1964. 

The  diagnosis  of  constrictive  pericarditis  is  often 
difficult  because  of  the  protean  character  of  its  mani- 
festations. Fourteen  surgically  treated  cases  seen  at 
the  Medical  College  Hospitals  in  a period  of  twelve 
years  were  analyzed  in  an  effort  to  clarify  the  diag- 
nostic picture.  “Beck’s  triad”  of  high  venous  pressure, 
ascites  and  a small,  quiet  heart  was  not  helpful  in 
the  diagnosis  of  the  preponderant  majority.  The  syn- 
drome most  often  applicable  in  our  cases  was  a com- 
bination of  symptoms  and  signs  suggesting  congestive 
heart  failure,  with  the  addition  of  mild  to  moderate 
cardiac  enlargement,  decreased  pulsations  on  fluoros- 
copy, generalized  non-specific  T-wave  changes  in  the 
ECG,  and  the  presence  of  fever  as  a prominent  symp- 
tom at  some  period  in  the  development  of  the  dis- 
ease. A high  enough  index  of  suspicion  eventually  led 
to  pericardial  biopsy  and  accurate  diagnosis  in  all 
our  cases.  Pericardial  biopsy  in  the  hands  of  present- 
day  surgeons  is  a relatively  innocuous  procedure  even 
in  severely  ill  patients,  but  a high  index  of  suspicion 
is  mandatory,  since  most  cases  masquerade  as  con- 
gestive heart  failure,  and  frequently  respond  well  to 
treatment  for  heart  failure. 

John  A.  Boone,  M.  D. 


Chemical  and  hypothermic  inhibition  of  intravascu- 
lar sludging  in  extracorporeal  circulation,  by  David 
Sachs,  G.  H.  Berry,  D.  Krumhaar,  W.  H.  Lee,  Jr. 
(Charleston),  J.  V.  Maloney,  Jr.  Ann  Surg  160:183- 
188,  Aug.  1964. 

The  experiments  reported  here  were  an  attempt  to 
inhibit  intravascular  blood  sludging  by  the  use  of 
hypothermia  and  chemical  additives.  Profound  hypo- 
thermia was  found  to  produce  severe  degrees  of  intra- 
vascular sludging  with  associated  depression  of 
electroencephalographic  activity.  This  finding  ap- 
peared to  vitiate  any  theoretical  benefit  that  might 
be  attributed  to  the  reduced  blood  flow  rates  or  the 
elimination  of  an  oxygenator  in  the  hypothermic 
state.  Of  the  chemical  additives  tested,  low  molecu- 
lar weight  dextran,  Albumisol,  Plasmanate,  and 
ascorbic  acid  were  found  to  be  effective  in  improving 
the  microcirculation.  However,  the  benefit  from 
these  agents  was  incomplete  and  transient. 


A survey  of  otolaryngology.  R.  W.  Hanckel  (Char- 
leston). Laryngoscope  74:856-865. 

The  rise,  fall,  and  resurrection  of  otolaryngology  is 
reviewed.  Otolaryngology  as  a specialty  began  in  the 
latter  part  of  the  nineteenth  century.  It  began  to  de- 
cline in  the  1930’s  with  the  advent  of  the  sulfa  drugs 
and  later  antibiotics  which  eliminated  pus  surgery. 
It  began  its  resurgence  in  the  mid  1950’s  with  micro- 
surgery of  the  ear  and  a rekindling  of  interest  in 
head  and  neck  surgery  and  broncho-esophagoscopy. 

Recent  comparative  surveys  of  otolaryngology  in 
this  country  and  abroad  indicate  that  about  3%  of 
the  beds  are  allotted  to  otolaryngology  with  a distribu- 
tion of  one  otolaryngology  resident  for  every  six  beds, 
both  in  America  and  abroad.  More  autonomy  exists 
in  European  countries  with  completely  separate  areas 
and  staffs  of  medical  and  para-medical  personnel. 
The  author  believes  that  this  makes  for  greater  free- 
dom in  admissions,  less  difficulty  in  scheduling  opera- 
tive procedures,  and  a more  cohesive  department.  A 
greater  volume  of  stapes  surgery  is  done  in  the 
United  States. 


Serum  pyruvate  and  lactate  in  uremia,  by  R.  E. 
Galloway  and  Jean  M.  Morgan.  (Charleston). 
Metabolism  13:818-822  (Sept.  1964). 

Previous  studies  have  indicated  that  there  is  ab- 
normal carbohydrate  metabolism  in  uremia,  character- 
ized by  normal  fasting  but  elevated  post-prandial  blood 
sugars.  To  define  the  nature  and  site  of  the  gly- 
colytic defect,  the  level  of  blood  pyruvate  is  im- 
portant. However,  previous  reports  have  been  incon- 
sistent in  regard  to  abnormalities  of  this  key  metabo- 
lite. Therefore,  the  question  of  an  abnormality  in 
serum  pyruvate  concentration  in  uremia  has  been  ex- 
amined once  more  using  a specific  enzymatic  method. 
Uremic  subjects  without  diabetes,  liver  or  central 
nervous  system  disease  and  on  no  contributing  drug 
therapy  were  found  to  have  an  elevated  serum  py- 
ruvate. This  was  roughly  correlated  to  the  degree  of 
nitrogen  retention.  This  observation  is  compatible 
with  previous  studies  indicating  a possible  metabolic 
block  in  the  production  of  lactate  and  acetyl  coenzyme 
A in  uremia,  although  retention  phenomena  have  not 
been  excluded.  Blood  lactate  was  found  to  be  no 
different  from  that  in  a normal  control  group. 
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It  is  not  only  desirable  but  a necessity  that  the  Doc- 
tors of  this  State  be  kept  abreast  of  happenings  affecting 
the  Profession.  The  American  Medical  Association  main- 
tains a large  staff,  many  Commissions  and  Committees  to  gather  and  disseminate  information 
of  value  and  interest.  Conferences  are  held  on  current  and  impending  subjects  whenever  the 
worth  while  of  such  meetings  is  indicated.  Conferences  with  other  state  medical  officials  are 
valuable  in  learning  how  problems  have  been  solved  — for  so  many  of  the  current  ones  in  some 
States  are  old  solved  ones  in  others. 


President’s  Page 

The  operation  of  the  South  Carolina  Medical  Asso- 
ciation is  an  important  one  and  one  in  which  the  cutting 
of  corners  does  not  pay  dividends.  With  the  rapid 
changes  in  modern  day  medicine  and  the  intricate  effect 
of  State  and  National  Legislation  on  the  practice  of  medi- 
cine and  the  health  of  the  individual,  it  is  necessary  that 
our  organization  maintain  constant  and  up  to  the  minute 
contact  with  organizations  and  matters  affecting  the 
Doctors  and  their  profession. 


The  sources  of  income  of  the  South  Carolina  Medical  Association  are  largely  dues  and 
from  advertising  in  the  State  Journal.  Advertising  in  all  state  journals  has  fallen  off  greatly  in 
recent  years  due  to  the  fact  that  the  advertisers  are  not  convinced  that  the  doctors  read  their 
state  journals.  The  fact  that  they  do  read  them  is  so  much  taken  for  granted  by  the  Doctor 
that  he  does  not  indicate  that  he  is  the  reader.  We  need  increased  income  from  Journal  ad- 
vertising and  you  can  help  us  get  it  by  reading  our  South  Carolina  Journal  and  indicating  as 
occasion  permits  that  you  are  so  doing. 

Let  us  approach  the  New  Year  with  a positive  attitude;  and  a belief,  and  determination 
that  the  prognosis  will  be  excellent  for  the  new  Year. 


Frank  C.  Owens,  M.  D. 
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An  Appeal  to  the  Reader 

Enclosed  in  this  issue  is  a questionnaire  de- 
signed to  give  some  idea  of  the  readership 
of  this  journal.  With  it  is  a prepaid  return 
envelope  which  requires  only  a moment  for 
notations. 

This  questionnaire  is  sent  for  the  purpose 
of  obtaining  data  vital  for  the  favorable  pre- 
sentation of  our  journal  as  a proper  medium 
for  advertising.  It  should  give  some  indication 
to  our  patrons  that  money  spent  for  space  in 
this  particular  journal  is  a good  investment  to- 
ward the  goal  of  reaching  the  doctors  of  the 
state. 

Our  advertising  income  has  reached  an  un- 
happily low  level.  For  the  survival  and  re- 
expansion of  the  Journal,  it  is  most  important 
that  we  present  an  attractive  medium  to 
those  who  support  the  Journal. 

If  you  do  not  wish  to  fill  out  the  reply, 
please  return  it  anyway  to  indicate  that  you 
have  read  the  publication. 


“Medicare” 

Congressional  advocates  of  the  King-Ander- 
son  type  of  legislation  are  preparing  strategy 
for  recovery  from  their  defeat  in  1964.  The 
Johnson  “landslide”  (and  landslides  can  be 
pretty  destructive)  encourages  their  high 
hopes  for  early  passage  of  a bill.  The  AMA 
is  preparing  its  defensive  tactics  for  a major 
struggle.  Individual  effort  by  every  member 
of  the  profession  will  be  needed. 

It  is  reported  that  a method  of  financing 
outside  of  the  Social  Security  System  may  be 
proposed,  but  such  a shift  in  taxation  will 
neither  change  the  basic  character  of  the  plan 
nor  remove  the  objections  to  it. 

In  speaking  against  the  inevitable  bill,  it 
is  well  to  recall  the  objections. 

1.  Benefits  are  limited  in  amount  and  apply 
only  to  those  over  65,  but  to  all  the  aged 
whether  needy  or  not.  Later  demand  for  ex- 
panded benefits  is  sure. 

2.  The  estimated  costs  are  extravagant,  but 
still  far  from  the  eventual  requirement. 


3.  Taxes,  social  security  or  other,  must  be 
raised  to  meet  costs,  and  a huge  beaurocratic 
structure  must  be  supported. 

4.  The  bill  would  encourage  abrogation  of 
family  responsibility. 

5.  It  would  dictate  regimentation  of  medi- 
cine, to  a degree  now,  to  a greater  degree 
later. 

6.  The  quality  of  personal  health  service 
under  Federal  direction  would  be  that  of 
other  Federal  medical  services. 

The  apparent  conspiracy  by  the  advocates 
of  this  plan  to  keep  the  Kerr-Mills  Act  in  the 
background  continues  to  operate.  The  many 
health  services  available  under  this  and  other 
public  programs  of  national,  state,  or  com- 
munity nature  are  not  mentioned.  The  Kerr- 
Mills  Act  is  now  operative  in  40  states,  the 
District  of  Columbia,  Guam,  Puerto  Rico  and 
the  Virgin  Islands.  Its  provisions  vary  in 
different  areas,  but  could  readily  be  expanded 
and  modified.  It  brings  help  to  the  needy  at 
a reasonable  cost  to  the  taxpayer,  and  appears 
to  the  medical  profession  to  be  a practical 
answer  to  a recognized  problem. 


By  The  Board 

Having  just  attended  a large  conference, 
and  having  had  his  ears  assailed  by  the  usual 
questionable  references  to  disciplines,  para- 
meters, institootions,  facilities,  and  ongoing 
programs,  this  writer  recovered  from  the 
periodic  and  loud  splitting  of  infinitives  only 
to  come  smack  up  against  a ghastly  neologism 
— “Boarded  specialists,”  said  the  man,  mean- 
ing those  specialists  who  have  passed  their 
boards.  Webster  et  alia  forbid  that  this  one 
achieve  popularity! 


Area  Planning  for  Health  Services 

The  widespread  interest  in  systematic  plan- 
ning of  health  services,  especially  hospitals, 
was  reflected  in  a recent  meeting  sponsored 
by  the  AMA  Council  on  Medical  Services  at 
Miami  Beach,  November  28,  29.  Here  it  was 
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emphasized  that  the  ultimate  objective  in 
such  planning  was  to  correlate  efforts  and  to 
prevent  overlapping  in  the  development  of 
health  services,  especially  hospitals,  in  order 
to  effect  economies  in  construction  and  opera- 
tion and  to  provide  better  care  at  less  cost  to 
the  patient. 

This  sort  of  effort  is  by  no  means  new.  New 
York  State  has  been  working  at  it  since  the 
1930’s  and  now  23  states  have  concerned 
themselves  with  the  thought.  The  develop- 
ment of  the  Hill-Burton  appropriation  pro- 
duced in  effect  some  systematic  planning  for 
hospital  construction,  but  present  interests  are 
much  broader  and  extend  to  almost  all  facets 
of  medical  interest. 

There  appears  to  be  little  objection  any- 
where to  the  idea  of  encouraging  planning  in 
this  field.  The  chief  question  at  hand  is 
whether  a voluntary  body  interested  in  this 
subject  can  have  the  necessary  strength  to 
enforce  its  recommendations  or  whether  com- 
pulsion under  state  or  federal  law  would  be 
required  to  make  any  plan  effective.  An  im- 
portant facet  of  any  planning  should  be  the 
part  which  the  physician  plays  in  its  develop- 
ment. 

Surveys  have  been  made  in  many  metro- 
politan and  other  areas  and  some  statewide 
planning  has  followed  naturally.  Some  of 
these  have  been  accomplished  with  funds  ob- 
tained locally  and  others  have  been  assisted 
by  grants  from  the  Federal  government  for 
planning  purposes  without  any  federal  strings 
attached.  The  many  interested  organizations 
and  hospitals  have  been  contributors. 

At  this  meeting  in  Miami  the  expressions 
varied  from  enthusiasm  for  the  effectiveness 
of  voluntary  control  to  conviction  of  the  neces- 
sity for  legal  (governmental)  powers  to  en- 
force any  recommendations.  The  AMA  has  al- 
ways stood  for  voluntary  control.  The  Ameri- 
can Hospital  Association  has  held  out  rather 
for  mandatory  control  or  at  least  for  govern- 
mental control  if  volunteer  efforts  failed.  Sup- 
porters of  voluntary  control  pointed  out  the 
effectiveness  in  one  instance  in  California 
where  out  of  25  proposals  for  construction  of 
new  hospitals,  only  six  were  erected  in  spite 
of  the  unfavorable  advice  from  a volunteer 


system.  It  was  pointed  out  that  in  New  York 
under  the  Metcalf-McCloskey  law  that  hos- 
pitals must  be  franchised,  a not  unexpected 
situation  in  a state  which  condones  the  hos- 
pital practice  of  medicine.  At  this  time  it  is 
being  proposed  to  effect  legislation  whereby 
tlie  hospitals  of  New  York  State  be  declared 
“public  utilities”  and  thus  come  under  the 
complete  control  of  state  government,  pre- 
sumably the  health  department. 

Note  was  made  of  the  irregularity  of  hos- 
pital construction  under  the  Hill-Burton  and 
other  sources,  and  it  was  pointed  out  that 
there  were  some  hospitals  built  with  Hill-Bur- 
ton funds  which  can  show  only  30  percent 
occupancy.  This  is  especially  striking  in  view 
of  the  fact  that  the  older  criterion  for  bed 
provision  of  4.5  per  thousand  population  is  no 
longer  considered  sound  and  that  realistic  ap- 
praisals of  actual  occupancy  now  justify  the 
importance  of  a hospital  and  indicate  the 
quality  of  medical  care.  It  is  obvious  that  not 
every  community  can  justify  a complete  hos- 
pital and  that  much  would  be  accomplished 
in  efficiency  and  economy  if  hospitals  could 
agree  among  themselves  to  correlate  their 
services,  personnel,  buildings  and  locations. 

There  are  many  physicians  who  see  only 
ineffectiveness  in  voluntary  planning  and  un- 
desirable control  in  governmental  planning. 
Opinions  vary  rather  widely,  and  a tried  solu- 
tion to  the  proper  management  of  area  plan- 
ning has  not  yet  been  found.  Nevertheless, 
continued  effort  is  indicated  to  reach  a very 
desirable  goal. 

Health  Care  for  the  Aging 

Definitive  action  on  the  issue  of  health  care 
for  the  aging  came  with  the  AMA  House  of 
Delegate’s  strong  endorsement  of  President 
Ward’s  addresss,  in  which  he  declared  that 
“We  have  no  choice  except  to  stand  firm  in 
our  efforts  to  prevent  the  standards  of  health 
care  in  this  country  from  being  undermined 
by  a radical  departure  from  the  unique  Amer- 
ican way  which  has  accomplished  so  much 
for  mankind.” 

Reaffirming  the  Association’s  opposition  to 
the  King-Anderson  type  of  legislation,  Dr. 
Ward  said: 
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“If  we  have  been  right  in  the  past — and 
that  is  our  unshakeable  belief  — then  we  are 
right  today.  And  we  shall  be  right  tomorrow.” 
Calling  for  renewed,  intensive  effort  to  pre- 
vent the  passage  of  such  legislation,  he 
pointed  out  that  “we  do  not,  by  profession, 
compromise  in  matters  of  life  and  death.  Nor 
can  we  compromise  with  honor  and  duty.” 

Dr.  Ward,  expressing  pride  in  the  medical 
profession,  concluded  his  address  with  these 
statements: 

“I  pray  that  we  all  gain  strength  for  renewed 
effort  by  the  simple  reflection  that  what  we 
are  doing  is  worthwhile — that  if  the  effort  is 
great,  the  results  of  not  making  the  effort 
would  be  unthinkable — and,  finally,  what  we 
are  doing  is  vastly  more  important  than  our- 
selves. 

“No  more  can  be  asked  of  us  as  citizens.  No 
less  should  be  offered  by  us  in  guarding  our 
heritage  of  freedom.” 


To  implement  the  ideas  in  Dr.  Ward’s  ad- 
dress, the  House  gave  unequivocal  approval 
of  a Board  of  Trustees  suggestion  that  an  ex- 
panded educational  program  be  conducted  in 
the  next  few  months.  In  asking  for  this  ap- 
proval, the  Board  pointed  out  that  “a  variety 
of  techniques  and  media  must  be  utilized  if 
the  public,  the  Congress  and  special  audiences 
are  to  be  reached  effectively.” 

The  House  took  no  action  on  three  resolu- 
tions which  would  have  altered  the  AM  A 
position  on  health  care  legislation.  Instead, 
the  House  adopted  a resolution  which  urged 
“component  associations  to  stimulate  the  state 
and  local  governments  to  seek  the  fullest  pos- 
sible implementation  of  existing  mechanisms, 
including  the  voluntary  health  insurance  prin- 
ciple, to  the  end  that  everyone  in  need,  re- 
gardless of  age,  is  assured  that  necessary 
health  care  will  be  available.” 


First  National  Conference  On  Areawide 
Health  Facilities  Planning 


This  most  interesting  meeting  took  place  in 
Miami  Beach  on  November  28th  and  29th, 
sponsored  by  the  Council  on  Medical  Service 
of  the  American  Medical  Association.  Al- 
though it  was  called  a conference,  it  was  in 
fact  a lecture  series,  since  there  was  no  op- 
portunity for  audience  participation  in  any 
way  except  for  question  periods  of  about  ten 
minutes  at  the  end  of  each  half-day  session, 
which  really  were  mere  formalities. 

The  authorities  were  of  nationwide  distribu- 
tion. Many  were  apparently  known  to  each 
other  on  a first-name  basis.  There  were  26 
participants,  17  of  whom  had  M.  D.  degrees, 
but  of  whom  apparently  only  nine  are  prac- 
ticing physicians  at  the  present  time.  The 
other  17  were  administrators  or  organization 
executives  as  a class. 

The  first  session  was  devoted  to  the  ques- 
tion, “Why  areawide  planning?”,  which 
promptly  moved  into  the  definition  of  the 
goal  of  adequate  medical  facilities.  It  was  ap- 
parent that  the  prime  consideration  was  finan- 


cial — to  provide  the  best  medical  care  for 
less,  or  as  little  as  possible.  Formerly,  the  ap- 
proach to  this  was  based  upon  the  provision 
of  four  and  a half  beds  per  thousand  popula- 
tion. This  has  been  replaced  by  the  concept 
of  percentage  occupancy,  which  should  be 
ninety  per  cent.  To  have  several  hospitals  with 
occupancy  of  less  than  this  was  called  under- 
utilization, which  was  considered  waste  of 
scarce  medical  and  ancillary  personnel,  and 
therefore  uneconomic.  What  some  might  con- 
sider a competitive  situation  leading  to  im- 
proved services  with  survival  of  the  fittest 
under  the  workings  of  the  market  economy 
and  the  free  enterprise  system  and  therefore 
good,  was  in  the  view  of  the  planners  waste- 
ful, uneconomic,  productive  of  increased  per 
diem  overhead,  and  therefore  bad. 

Areawide  plans  are  to  be  geared  to  a target 
date  of  1970,  and  are  designed  to  provide 
adequate  facilities  by  then.  This  will  involve 
less  beds  in  some  areas,  more  in  others,  and 
will  also  provide  beds  of  the  correct  categories 
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with  ninety  per  cent  occupancy.  An  important 
consideration  is  the  effect  upon  Blue  Cross. 
Sub-optimum  occupancy  is  alleged  to  increase 
per  diem  cost  and  be  bad;  whereas  utilization 
of  excessive  beds  will  lead  to  more  hospital 
days,  which  is  also  bad.  The  ideal  is  the  num- 
ber and  type  of  beds  considered  to  be  opti- 
mum by  the  planners  with  ninety  per  cent 
occupancy. 

At  this  point  it  might  be  interpolated  that  if 
the  plan  is  to  provide  adequate  facilities  for 
standard  times  with  ninety  per  cent  utilization 
of  facilities  and  presumably  full  employment 
of  medical  personnel  (doctors,  nurses,  techni- 
cians, and  other  ancillary  personnel),  it  is  ob- 
vious that  there  is  only  ten  per  cent  reserve 
for  contingencies. 

The  second  aspect  of  areawide  planning 
was  the  mechanism  for  obtaining  community 
or  citizen  acceptance  of  and  participation  in 
the  process.  Over  and  over  it  was  stressed 
that  there  must  be  official  participation  by  all 
or  almost  all  community  organizations  in  the 
development  of  the  plans:  of  hospital  ad- 
ministrations, service  clubs,  Blue  Cross  and 
other  insurance  organizations,  Red  Feather 
groups,  labor  unions,  Chambers  of  Commerce, 
city  planners,  industry,  government  health  or- 
ganizations, and  finally  medical  societies.  Bv 
such  massive  and  universal  involvement,  two 
objectives  would  be  gained:  first,  acceptance 
of  the  program  by  the  unorganized  mass  of 
taxpayers  (for  this  is  definitely  not  a grass 
roots  movement  but  a scheme  of  the  plan- 
ners), and  cooperative  partisanship  by  the 
participating  organizations  which  would  then 
have  proprietary  pride  in  the  implementation 
of  the  program  which  they  had  theoretically 
developed.  How  much  influence  medical  rep- 
resentatives would  have  in  either  controlling 
or  guiding  such  a massive  conglomeration  of 
executive-type  individuals  toward  a plan  ac- 
ceptable from  the  point  of  view  of  the  medi- 
cal profession  ( which  is,  of  course,  assumed  to 
be  altogether  altruistic  in  its  motivation  and 
approach)  is  indeed  debatable;  though  it 
seems  fair  to  state  that  if  organized  medicine 
participated  in  the  alleged  formulation  and 
implementation  of  the  plan  ( which  might  have 
been  preformulated),  organized  medicine 


would  probably  be  a principal  scapegoat  for 
any  inadequacies  that  developed  subse- 
quently. Medicine’s  position  might  be  as 
ridiculous  as  that  of  the  U.  S.  in  the  U.  N. 

However,  it  was  stressed  by  one  and  all  that 
organized  medicine  as  such  must  have  ade- 
quate official  representation,  which  was  never 
defined,  on  the  planning  board. 

All  speakers  at  one  time  or  another  men- 
tioned the  danger  of  loss  of  liberty,  as  some- 
thing to  be  guarded  against,  and  therefore 
stressed  the  necessity  that  areawide  planning 
should  be  voluntary.  The  speakers  from  New 
York  were  most  honest  about  this  feature,  and 
stated  frankly  that  although  voluntary  plan- 
ning was  desirable,  adherence  to  the  plans 
was  essential  because  they  were  practically 
perfect,  and  compliance  could  only  be  ob- 
tained by  legal  force  and  compulsion  because 
there  would  always  be  some  hospitals  that 
would  not  yield  their  own  convictions  to  con- 
trol by  the  planners.  For  this  reason  New 
York  had  this  year,  1964,  passed  the  Metcalf- 
McCloskey  law,  admitted  to  be  a complex  one, 
to  absolutely  control  the  health  facilities  pro- 
gram in  the  state.  It  involves  two  mechanisms. 
The  first  is  control  of  the  allocation  of  Hill- 
Burton  funds.  The  second  is  control  of  licens- 
ing for  construction  of  health  facilities,  so 
that  even  if  a hospital  or  nursing  home  had 
the  funds  necessary  for  its  expansion,  if  its 
plans  did  not  fit  into  the  master  plans,  it  could 
not  obtain  the  necessary  state  license  to  pro- 
ceed. Dr.  Norman  S.  Moore  stated  plainly  and 
repeatedly  that  if  anyone  thought  that  area- 
wide planning  would  work  without  compul- 
sion, he  simply  hadn’t  been  around  long 
enough  to  find  out. 

It  was  interesting  to  note  that  although  all 
the  “conference”  was  on  areawide  health  facili- 
ties planning,  speaker  after  speaker  kept  refer- 
ring to  health  services  planning,  and  empha- 
sized that  they  were  not  referring  to  bricks 
and  mortar  only,  but  their  utilization  and 
staffing  and  to  the  total  care  of  the  patient  in 
and  out  of  the  hospital.  Health  services  are 
what  you  and  I deal  in,  and  these  are  to  be 
planned  too.  Illustrative  of  this  concept  is  the 
statement  by  Dr.  Waring  Willis  that  there  had 
been  a change  in  emphasis  from  acute  illness 
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to  community  health  care,  a team  effort. 

It  might  be  well  at  this  point  to  state  that 
the  American  Medical  Association  thinks  the 
Metcalf-McCloskey  law  may  be  unconstitu- 
tional, because  it  puts  hospitals  into  the  busi- 
ness of  practicing  medicine. 

Certain  quotations  might  be  enlightening: 
Irvin  E.  Hendryson,  M.  D.,  “Voluntary  co- 
operation under  the  umbrella  of  government 
and  law.  We  must  do  away  with  fear  of  con- 
trol.” 

Dean  W.  Roberts,  M.  D.,  “There  must  ulti- 
mately be  marriage  between  the  planners  of 
health  facilities  and  providers  of  non-facility 
services — between  bricks  and  mortar,  home 
care,  and  foster  homes.” 

William  B.  Forsyth,  M.  D.,  “Health  services 
must  include  social  needs.” 

“Leaders  with  interlocking  membership  on 
various  boards  control  the  key  to  community 
action.”  “Present  solutions  are  not  solutions 
but  programs  to  seek  solutions.” 

Cecil  G.  Sheps,  M.  D.,  “All  programs  have 
the  avowed  objectives  of  improving  the  health 
and  welfare  of  the  public.  Often  the  public  is 


Mental  Health  Progress  in  S.  C. 

Progress  in  South  Carolina’s  mental  health  efforts 
was  marked  this  year  by  a decentralization  of  ad- 
ministrative responsibilities  and  establishment  of  a 
revolving  loan  fund  for  construction  purposes. 

The  1964  General  Assembly  authorized  both  steps 
and  enacted  an  entire  package  of  legislation  backed 
by  the  Legislative-Governor’s  Committee  on  Mental 
Health  and  Mental  Institutions. 

The  decentralization  bill  established  the  State  De- 
partment of  Mental  Health  with  Dr.  William  S.  Hall 
as  commissioner  of  mental  health. 

Dr.  Hall,  currently  superintendent  of  both  state 
hospitals,  will  eventually  appoint  superintendents  for 
the  institutions  and  devote  his  energies  to  directing 
the  over-all  mental  health  program  of  the  State. 

The  new  department,  at  present,  is  merely  a con- 
tinuation of  the  South  Carolina  Mental  Health  Com- 
mission with  no  added  personnel  or  budget  increase. 

State  Senator  Earle  E.  Morris,  Jr.,  chairman  of  the 
legislative-governor's  committee,  said  one  immediate 
advantage  in  the  change  will  be  a clarification  of 
position  that  has  been  needed  in  dealing  with  the  fed- 
eral government. 

He  added,  “This  departmentalization  bill  also 
stipulates  that  the  state  commissioner  may  appoint 
deputy  commissioners  to  head  divisions  within  the 
department. 


not  consulted  and  does  not  complain.”  “By 
1970  the  formerly  rural  U.  S.  population  will 
be  70%  urban.  The  institutions  devised  for 
rural  civilization  can’t  be  used  in  modern 
times,  and  we  must  abandon  them  gradually.” 
“The  idea  is  outmoded  that  any  area  that  is 
planning  expanded  services  should  be  ex- 
pected to  pay  for  them  without  outside  finan- 
cial help.” 

It  is  impossible  for  me  to  escape  the  con- 
clusion that  the  motive  underlying  areawide 
planning  is  the  determination  of  the  hospital 
and  insurance  industries  to  remain  solvent 
and/or  profitable  by  fair  means  or  foul;  by 
persuasion  if  possible,  by  compulsion  if  neces- 
sary. The  idea  of  government-backed  cartels 
with  assured  and  guaranteed  monopolies  is 
nothing  new;  but  the  refusal  of  each  genera- 
tion to  learn  from  the  experiences  of  the  pre- 
ceding ones,  and  the  failure  of  our  educational 
system  to  disseminate  the  knowledge  neces- 
sary for  such  value  judgments,  though  abun- 
dantly available,  does  become  monotonous. 

Thomas  Parker,  M.  D. 


“This  merely  formalizes  an  inherent  right  held  by 
the  present  state  director  of  mental  health.  Current 
plans  call  for  five  deputy  commissioners. 

“Two  of  them  are  functioning  already  (Dr.  W.  P. 
Beckman,  deputy  commissioner  for  community  mental 
health  centers,  and  John  G.  Morris,  Jr.,  deputy  direc- 
tor for  administrative  services.)  To  be  named  later 
are  deputy  commissioners  for  psychiatric  hospital 
services,  mental  retardation  services,  and  research 
and  training.” 

The  loan  fund  will  enable  the  department  to  borrow 
funds  to  construct  new  facilities  or  renovate  old  ones 
as  fast  as  existing  financial  obligations  can  be  re- 
tired. 

A limit  of  $5,000,000  on  borrowing  has  been  estab- 
lished. Fees  from  paying  patients  will  be  earmarked 
for  the  interest  and  retirement  of  the  loans. 

Whitten  Village,  institution  for  retarded  children, 
has  a similar  $2,600,000  fund. 

Other  legislation  supported  by  the  Morris  Com- 
mittee and  approved  by  the  General  Assembly 
would: 

1.  Include  emotionally  handicapped  children 
among  those  eligible  for  the  “special  education”  pro- 
gram in  public  schools. 

2.  Require  written  consent  of  guardian  or  next  of 
kin  for  transfer  of  a psychiatric  patient  from  South 
Carolina  to  another  state  under  the  Interstate  Com- 
pact on  Mental  Health. 
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3.  Stipulate  that  the  board  of  directors  of  each 
community  mental  health  clinic  in  the  State  include 
at  least  two  physicians. 

4.  Give  the  powers  of  a body  corporate,  including 
authority  to  hold  property,  to  local  mental  clinic 
boards  of  directors. 

5.  Empower  the  hospital  section  of  the  State  Board 
of  Health  to  administer  new  federal  funds  becoming 
available  in  the  next  few  years  for  construction  of 
community  mental  health  centers. 

The  General  Assembly,  plainly  sensitive  to  mental 
health  needs,  also  gave  increased  funds  to  existing 
mental  health  institutions  for  operations  in  the  next 
fiscal  year.  The  State  Department  of  Mental  Health 
received  $703,597  more  than  its  current  appropria- 
tion, and  Whitten  Village  got  a boost  of  $358,436. 
The  increases  included  authorization  for  five  per  cent 
pay  increases  for  all  personnel. 

In  addition,  the  State  Agency  of  Vocational  Re- 
habilitation received  an  additional  $60,000  which 
enabled  it  to  obtain  $130,000  in  federal  matching 
money. 

The  State  also  moved  to  take  advantage  of  a $30,- 
000  federal  grant  available  for  mental  retardation 
programs.  Services  of  state  employees  will  satisfy  the 
$10,000  state  matching  fund  requirement. 


Under  the  program,  Governor  Donald  S.  Russell  ap- 
pointed 1 1 persons  to  a committee  to  develop  a pro- 
gram of  action  designed  to  help  the  estimated  75,000 
South  Carolinians  classed  as  mentally  retarded. 

In  setting  up  the  committee,  Governor  Russell  noted 
that  research  is  gradually  finding  ways  of  preventing 
some  forms  of  retardation.  And  he  said  there  is  new 
hope  that  pre-school  educational  programs  will 
diminish  a child's  predicted  level  of  retardation. 

“Public  awareness  is  limited  in  this  field,  and  a 
v igorous  public  education  program  is  required,”  said 
Governor  Russell. 

This  year  also  saw  the  dedication  and  opening  of 
the  previously  authorized  $3.7  million  William  S. 
Hall  Psychiatric  Institute  on  the  State  Hospital 
grounds. 

The  design  of  the  building  is  much  like  that  of 
a motel,  with  the  accent  on  letting  sunshine  into  the 
rooms.  Sleeping  areas  and  workshops  are  built  around 
a court  yard  in  which  patients  may  relax. 

Plans  are  also  going  forward  for  construction  of  the 
South  Carolina  Retarded  Children’s  Habilitation 
Center,  previously  authorized. 

A Columbia  firm,  Lyles,  Bissett,  Carlisle  and 
Wclff,  has  been  chosen  as  architects  for  the  $2.5  mil- 
lion building,  to  be  located  near  Charleston. 


News 


Dr.  J.  T.  Cuttino  Accepts  Post  At 
Charlotte  Hospital 

Dr.  John  T.  Cuttino,  professor  of  pathology  at  the 
Medical  College  of  South  Carolina,  has  accepted  a 
position  with  the  Charlotte  Memorial  Hospital. 

He  will  be  director  of  laboratories  and  pathologist 
in  chief  at  the  North  Carolina  hospital. 

Dr.  Cuttino  has  been  at  the  Medical  College  since 
1950.  He  was  dean  of  the  School  of  Medicine  from 
1951  to  1960,  when  he  was  named  acting  president 
of  the  Medical  College  upon  the  retirement  of  Dr. 
Kenneth  M.  Lynch.  He  served  as  acting  president 
until  February  1962.  He  has  been  professor  of  path- 
ology since  1952,  and  has  been  active  in  research. 

A native  of  Sumter,  Dr.  Cuttino  is  a graduate  of  the 
College  of  Charleston  and  the  Medical  College  of 
South  Carolina.  After  interning  at  Roper  Hospital,  he 
served  as  an  assistant  physician  and  pathologist  at  the 
State  Hospital  in  Columbia  and  at  St.  Elizabeth  s 
Hospital  in  Washington,  D.  C. 

During  World  War  II,  he  served  in  the  Army 
Medical  Corps  at  the  Regional  Station  Hospital  at 
Camp  Blanding,  Fla.,  and  in  Europe  at  the  230th 
General  Hospital  and  7th  General  Hospital  as  chief 
of  laboratory  service.  He  attained  the  rank  of  lieu- 
tenant colonel. 

From  1946  to  1950,  he  was  in  the  department  of 


pathology  at  Duke  University  Medical  School.  He 
was  certified  as  a diplomate  in  pathologic  anatomy  in 
1947  and  in  clinical  pathology  in  1949. 

He  is  a fellow  of  the  American  College  of  Path- 
ologists and  a member  of  the  Association  of  Patholo- 
gists and  Bacteriologists,  American  Association  for 
Advancement  of  Science,  South  Carolina  Society  of 
Pathologists,  the  American,  Southern  and  South  Caro- 
lina Medical  Associations,  the  Charleston  County 
Medical  Society  and  the  Medical  Society  of  South 
Carolina. 


Dr.  R.  B.  Thomas 

Dr.  R.  Buckland  Thomas  has  entered  the  private 
practice  of  psychiatry  in  Columbia,  South  Carolina, 
in  association  with  Drs.  Galloway,  Hepfer,  and 
O’Sheal.  He  was  born  in  Nachitoches,  Louisiana, 
graduated  from  the  University  of  Illinois  College  of 
Medicine,  and  served  a rotating  general  internship  at 
Emanuel  Hospital,  Portland,  Oregon.  He  completed 
residency  training  in  psychiatry  at  Walter  Reed  Gen- 
eral Hospital,  Washington,  D.  C.,  and  is  a diplomate 
of  the  American  Board  of  Psychiatry.  Prior,  to  coming 
to  Columbia,  Dr.  Thomas  served  as  a Major  in  the 
United  States  Army  with  his  last  assignment  as  Chief 
of  the  Department  of  Psychiatry  and  Neurology  at 
Martin  Army  Hospital,  Fort  Benning,  Georgia. 
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Dr.  R.  L.  Crawford 

A short  time  ago  honor  was  paid  to  Dr.  R.  L. 
Crawford  of  Lancaster  by  a group  of  his  faithful  and 
appreciative  patients.  With  due  ceremony  and  testi- 
monials of  appreciation,  a portrait  painted  by  Charles 
Mason  Crowson  was  presented  to  Dr.  and  Mrs.  Craw- 
ford at  the  Lancaster  Court  House. 

Dr.  Crawford  was  president  of  the  South  Carolina 
Medical  Association  in  1958.  He  was  born  July  12, 
1898,  and  graduated  in  medicine  at  the  Medical  Col- 
lege of  South  Carolina  in  1923.  He  then  went  through 
post-graduate  training  and  returned  to  Lancaster, 
where  he  has  been  in  the  general  practice  of  medicine 
ever  since.  He  has  many  civic,  religious,  and  charitable 
duties  and  maintains  a very  active  interest  in  the 
affairs  of  the  Association.  In  1959  he  was  elected  as 
chairman  of  the  section  on  general  practice  of  the 
American  Medical  Association,  a post  which  might 
be  considered  as  a very  high  honor. 

Dr.  Crawford  represents  the  finest  type  of  physi- 
cian and  the  affection  and  appreciation  of  his  pa- 
tients as  shown  by  the  presentation  of  the  portrait 
are  a vivid  testimonial  to  his  character  and  ability. 


Dr.  James  Barham  Named  To  County 
Health  Board 

Dr.  James  R.  Barham,  Jr.,  has  been  named  by 
the  Anderson  County  Medical  Society  to  the  Ander- 
son County  Board  of  Health. 


18th  National  Conference  on  Rural  Health 

The  18th  National  Conference  on  Rural  Health  of 
the  American  Medical  Association  will  be  held  at 


the  Americana  Hotel,  Miami  Beach,  Florida,  on  March 
26-27,  1965.  Further  information  can  be  obtained 
from  the  Council  on  Rural  Health  of  the  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois,  60610. 


Medical  College  of  Georgia 
Department  of  Continuing  Education 

Concepts  of  Fetal  and  Maternal  Welfare — March 
2-3,  1965. 

Coordinator:  Frederick  P.  Zuspan,  M.  D.,  Professor, 
Chairman,  Obstetrics  and  Gynecology. 

The  School  of  Hygiene  and  Public  Health  of 
The  Johns  Hopkins  University 
Baltimore,  Maryland 

.announces  a Residency  Program  in  Maternal  and 
Child  Health  and  Preventive  Medicine.  Apply  to:  Dr. 
Paul  A.  Harper,  Department  of  Maternal  and  Child 
Health,  Johns  Hopkins  University,  School  of  Hygiene 
and  Public  Health,  615  North  Wolfe  Street,  Balti- 
more, Maryland,  21205. 

A physician  with  a background  in  pediatrics  or  ob- 
stetrics may  spend  one  year  to  obtain  the  Master  of 
Public  Health  Degree,  or  he  may  enter  a two-year  or 
three-year  program  which  is  approved  by  the  Amer- 
ican Board  of  Preventive  Medicine.  Residents  in 
pediatrics  may  be  particularly  interested  in  the  com- 
prehensive medical  clinic  for  children.  A curriculum 
and  research  training  program  in  population  and 
family  planning  is  also  available. 


State  Board  of  Medical  Examiners 
of  South  Carolina 

The  State  Board  of  Medical  Examiners  of  South 
Carolina  met  at  the  Columbia  Hotel  in  Columbia, 
South  Carolina  on  November  9,  10,  IT;  1964.  Elec- 
tions were  held  for  officers  of  the  Board  and  Dr. 
Roderick  Macdonald  of  Rock  Hill  was  elected  Presi- 
dent; Dr.  Harold  E.  Jervey  of  Columbia  was  elected 
Vice-President . ■ ^ 

Physicians  applying  for  medical  licensure  by  en- 
dorsement of  credentials  were  interviewed  and 
eighteen  physicians  were  licensed  to  practice  Medi- 
cine and  Surgery  in  the  State  of  South  Carolina.  They 
are  as  follows: 

Dr.  Pauline  M.  Cooke,  a graduate  of  Woman’s 
Medical  College,  is  qualified  in  Neurology  and  Psy- 
chiatry. She  formerly  practiced  in  Chicago,  Illinois, 
and  has  recently  moved  to  Charleston. 

Dr.  John  A.  Dreisbach  is  a 1946  graduate  of  Ohio 
State  and  is  certified  in  Orthopedic  Surgery.  He  has 
practiced  a number  of  years  in  West  Africa.  Dr. 
Dreisbach  is  now  in  practice  in  Greenville. 

Dr.  Alan  G.  Edwards  graduated  from  Ohio  State 
in  1962.  He  has  been  in  a General  Practice  residency 
in  Louisiana  and  he  is  now  in  practice  in  Taylors. 

Dr.  William  C.  Elston,  a 1959  graduate  of  St.  Louis 
University,  completed  a residency  in  General  Sur- 
gery in  Mississippi.  He  now  practices  in  Spartanburg. 
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Dr.  Thomas  G.  Faison  graduated  from  the  Medical 
College  of  Virginia  and  served  a distinguished  career 
with  the  U.  S.  Army.  He  has  recently  joined  the 
staff  of  the  S.  C.  State  Hospital. 

Dr.  John  L.  Hughes  graduated  from  the  Medical 
College  of  Georgia  and  completed  a residency  in 
Psychiatry  at  Duke.  He  is  now  on  the  staff  of  the 
S.  C.  State  Hospital. 

Dr.  Gilbert  H.  Kimball,  a ’57  graduate  of  the  Univ. 
of  Tennessee,  served  a residency  in  General  Surgery. 
He  is  currently  the  physician  for  the  Columbia  Bible 
College. 

Dr.  Dale  K.  Lackey  graduated  from  the  Univ.  of 
N.  C.  and  completed  a residency  in  Anesthesiology  in 
Charleston.  He  is  now  in  practice  in  Charleston. 

Dr.  Louis  O.  J.  Manganiello  graduated  from  the 
Univ.  of  Maryland  and  completed  a residency  in 
Neurosurgery  at  University  Hospital  in  Baltimore.  He 
now  practices  in  Augusta,  Georgia. 

Dr.  John  T.  McManus  graduated  from  Marquette 
University.  He  has  completed  a residency  in  Radi- 
ology. He  is  currently  in  the  U.  S.  Army  at  Fort 
Jackson. 

Dr.  Joseph  H.  Miller,  III  is  an  Emory  graduate  and 
has  completed  specialty  training  in  Urology.  He  was 
licensed  in  Georgia  and  has  recently  begun  prac- 
ticing in  Columbia. 

Dr.  Oliver  C.  Mitchell  graduated  from  the  Medi- 
cal College  of  Alabama  and  completed  a residency  in 
Neurosurgery  at  N.  C.  Baptist  Hospital.  He  is  now 


on  the  staff  of  the  Medical  College  Hospital  in 
Charleston. 

Dr.  Jerome  A.  Moore  graduated  from  the  Univer- 
sity of  Louisville  in  1941  and  has  served  continuously 
in  the  U.  S.  Navy.  He  is  currently  with  the  Marine 
Corps  Air  Station  in  Beaufort. 

Dr.  Peter  H.  Morse  graduated  from  the  University 
of  Chicago  in  1963.  Since  completing  his  intern- 
ship, he  has  been  with  the  U.  S.  Navy  in  Charleston. 

Dr.  Benjamin  B.  Neely  is  a graduate  of  the  Medi- 
cal College  of  Georgia  and  interned  at  Columbia  Hos- 
pital. He  is  currently  in  General  Practice  in  Timmons- 
ville. 

Dr.  William  H.  Siddon  is  a graduate  of  the  Univ. 
of  Tennessee  and  has  residency  training  in  Internal 
Medicine.  He  has  recently  joined  the  medical  staff 
of  Springs  Cotton  Mills  in  Chester. 

Dr.  Paul  R.  Staley  graduated  from  the  Univ.  of 
Kansas  and  is  currently  completing  his  training  in 
Internal  Medicine  at  the  Medical  College  Hospital  in 
Charleston.  He  plans  to  locate  in  South  Carolina. 

Dr.  Charles  E.  Waller  graduated  from  the  Medical 
College  of  Georgia  in  1962.  Following  his  internship 
he  entered  the  U.  S.  Navy;  he  is  currently  stationed 
in  Charleston. 


South  Carolina  Society  of  Pathologists 

At  a meeting  of  the  South  Carolina  Society  of 
Pathologists  held  in  Columbia  on  November  13  the 
following  officers  of  the  Society  were  elected  for  the 
ensuing  year: 


When  arthritic  joints  demand  potent  steroid  contro 


a comparatively  small  dose 
of  a steroid  such  as 
dexamethasone 
can  be  the  difference  between 
disability  and 
productivity.”* 


Hunter  W.  May,  M.  D.,  Greenwood — President 
C.  William  Delia,  M.  D.,  Conway — Vice  President 
James  R.  Cain,  M.  D.,  Columbia — Seeretary-Treas- 
urer 

Edward  E.  McKee,  M.  D.,  Charleston — Past  Presi- 
dent of  Society  was  elected  as  “member  at  large 
of  the  Executive  Committee. ” 


Medical  and  Surgical  Symposium  of 
Watts  Hospital,  Durham,  North  Carolina 

The  Twenty-Second  Annual  Medical  and  Surgical 
Symposium  of  the  Watts  Hospital  will  be  held  on 
February  19th  and  20th,  1965  in  Durham  at  the 
Jack  Tar  Hotel. 

The  following  outstanding  physicians  will  provide 
the  program: 

David  W.  Richardson,  M.  D.,  Associate  Professor 
of  Medicine,  Medical  College  of  Virginia;  O.  Spur- 
geon English,  \1.  D.,  Chairman,  Department  of  Psy- 
chiatry, Temple  University;  Virginia  Apgar,  M.  D., 
Director,  Division  of  Congenital  Malformations  Re- 
search, The  National  Foundation,  New  York;  David 
F.  James,  M.  D.,  Clinical  Professor  of  Medicine, 
Emory  University;  Henry  T.  Bahson,  M.  D.,  Chair- 
man, Department  of  Surgery,  University  of  Pittsburgh; 
Doris  A.  Howell,  M.  D.,  Chairman,  Department  of 
Pediatrics,  Woman’s  Medical  College;  and  I.  S.  Rav- 
din,  M.  D.,  Emeritus  Professor  of  Surgery,  Univer- 
sity of  Pennsylvania. 


Regional  Medical  Director  Wanted 

Administrative  position  with  the  U.  S.  Civil  Service 
Commission’s  Atlanta  Region.  Immediate  vacancy. 
Salary  $16,130  to  $19,000  for  physicians  with  ex- 
ceptional qualifications.  Civil  Service  fringe  benefits. 
Write  Regional  Director,  U.  S.  Civil  Service  Com- 
mission, 240  Peachtree  Street,  N.  W.,  Atlanta, 
Georgia  30303. 


Phenylketonuria 

The  Maternal  and  Child  Health  Division  of 
the  South  Carolina  State  Board  of  Health  en- 
courages the  screening  of  all  newborn  infants 
for  the  early  detection  of  the  inborn  error  of 
metabolism  — phenylketonuria. 

The  Maternal  and  Child  Health  Division  is 
actively  promoting  the  use  of  the  Guthrie 
Blood  Screening  Test,  and  preferably  the  use 
of  the  Guthrie  Test  on  newborns  prior  to  dis- 
missal from  the  hospital. 

Arrangements  can  be  made  whereby  the 
Blood  Guthrie  Test  can  be  done  through  co- 
operation with  the  State  Board  of  Health.  For 
further  details  concerning  the  screening  pro- 
gram for  the  early  detection  of  PKU  write: 
Maternal  and  Child  Health  Division 
S.  C.  State  Board  of  Health 
Columbia,  S.  C. 


I you  demand  maximum  safety  and  low  cost  for  your  patient 


DexameTH 

oexameTH  asone 

Tablets  0.75  mg.  and  0.5  mg. 


□ DEXAMETH  possesses  greater  anti-inflammatory  potency  per  milligram  than  most 
steroids  □ with  less  tendency  to  produce  undesired  effects  □ available  at  substan- 
tially reduced  cost  to  patient 


PRECAUTIONS:  At  therapeutic  dose  levels,  dexameth  (dex- 
amethasone)  may  have  less  tendency  to  cause  sodium  or 
water  retention,  potassium  excretion,  disturbance  in  glu- 
cose metabolism  or  hypertension  than  some  of  the  older 
steroids.  With  these  exceptions,  however,  the  drug  may 
give  rise  to  the  metabolic  and  hormonal  side  effects  char- 
acteristic of  corticosteroids.  It  should,  therefore,  be  used 
with  great  caution  in  the  presence  of  tuberculosis  and 
other  infections,  osteoporosis,  peptic  ulcer,  fresh  intestinal 
anastomoses,  diverticulitis,  thrombophlebitis,  herpes  sim- 
plex, psychotic  tendency,  pregnancy  and  in  persons  ex- 
posed to  chickenpox,  measles  or  scarlet  fever. 

* Rothermich,  N.  O.:  Postgrad.  Med.  35:117,  1964, 


CONTRAINDICATIONS:  Ocular  herpes  simplex,  arthritis 
complicated  by  psoriasis,  tuberculosis  of  the  eye  and  skin, 
fungal  keratitis,  local  pyogenic  infection. 

Before  prescribing,  consult  product  brochure. 

DOSAGE:  In  rheumatoid  arthritis,  the  initial  daily  dosage 
ranges  from  1.5  to  3.0  mg.  The  dosage  is  then  decreased 
gradually  to  the  minimum  that  will  maintain  sufficient 
relief;  this  may  be  as  little  as  0.75  mg.  per  day.  After  ex- 
tended therapy,  it  is  especially  important  that  the  drug  be 
withdrawn  gradually  to  allow  recovery  of  normal  adrenal 
function. 


I 


U.S.  VITAMIN  & PHARMACEUTICAL  CORPORATION,  800  Second  Ave.,  N.  Y.,  N.  Y.  10017 


COMING!  A post-graduate  course  in 
OFFICE  ENT  for  all  interested  members  of 
the  medical  profession.  To  be  held  at  the 
Medical  College  of  South  Carolina  on  March 
8-9,  1965.  More  details  in  the  February  issue. 


Drug  Warning 

The  Department  of  HEW  has  issued  a warning 
concerning  the  use  of  aminopyrine  and  dipyrone, 
both  used  widely  as  analgesic  and  antipyretic  drug 
mixtures.  The  Department  warns  that  these  drugs  may 
be  productive  of  agranulocytosis  and  urges  that  phy- 
sicians check  the  content  of  mixtures  which  might 
contain  them. 


Symposium  on  Fetal  and  Maternal  Welfare 

A two-day  continuing  medical  education  sympo- 
sium on  Fetal  and  Maternal  Welfare  will  be  pre- 
sented March  2 and  3,  1965  at  the  Medical  College 
of  Georgia  in  Augusta.  Panel  discussions  and  didactic 
lectures  stress  clinical  application  to  problems  faced 
by  the  obstetrician  as  well  as  the  general  physician 
who  does  obstetrics. 

An  outstanding  guest  faculty  of  recognized 
teachers  and  clinicians  has  been  assembled  for  this 
program.  Opportunity  is  provided  through  question 
discussion  periods  for  participation  by  the  enrollees. 

Information  concerning  details  of  the  program, 
registration,  etc.  may  be  obtained  by  writing  to  the 
Department  of  Continuing  Education,  Medical  Col- 
lege of  Georgia,  Augusta,  Georgia. 


Dr.  Peeples  Honored 

Dr.  G.  S.  T.  Peeples,  South  Carolina  state  health 
officer,  has  received  an  award  for  25  years  of  “meri- 
torious service  in  the  field  of  public  health.” 

The  award  was  made  at  the  meeting  of  the  Associa- 
tion of  State  and  Territorial  Health  Officers  in  Wash- 
ington. 

It  is  the  Arthur  T.  McCormack  Award,  and  recog- 
nizes “unselfish  devotion  to  the  ideals  of  sound  pub- 
lic health  practices  and  constructive  leadership." 


Dr.  Sandifer  Named  Surgeon  At  Citadel 

Dr.  (Col.)  Samuel  Hope  Sandifer,  Chief  Professor 
of  Services  at  Ireland  Army  Hospital,  Fort  Knox,  Ky., 
has  been  named  Surgeon  at  The  Citadel. 


He  succeeds  Dr.  Hugh  Cathcart,  who  has  retired 
due  to  ill  health. 

Dr.  Sandifer,  a Walterboro  native,  was  graduated 
from  The  Citadel  in  1937  and  from  the  Medical  Col- 
lege of  South  Carolina  in  1941. 

Former  positions  include  that  of  Professor  of  Mili- 
tary Science  and  Tactics,  Medical  College  of  Virginia; 
Associate  Professor  of  Pediatrics,  University  of  Louis- 
ville; Chief  of  Cardiology,  Tripler  General  Hospital, 
Honolulu;  Assistant  Chief  of  Cardiology,  Walter  Reed 
General  Hospital;  and  Chief  of  Medicine,  Fort  Gor- 
don, Ga. 

Dr.  Sandifer  is  a Fellow  of  the  American  College 
of  Physicians,  a diplomate  of  the  American  Board  of 
Internal  Medicine,  a member  of  the  Association  of 
Military  Surgeons,  and  a Fellow  in  the  Clinical  Coun- 
cil of  the  American  Heart  Association. 


New  Officers  of  Charleston  County 
Medical  Society 

The  following  slate  of  officers  has  been  elected  by 
the  Charleston  County  Medical  Society: 


President Dr.  John  C.  Hawk 

Vice-President Dr.  Clay  W.  Evatt 

Secretary-Treasurer Dr.  J.  Franklin  Graves 

Nominations,  Policy  & Public 

Relations Dr.  McKenzie  P.  Moore 

Board  of  Censors Dr.  Harry  Mims 


Delegates  to  the  South  Carolina  Medical  Association: 
Dr.  H.  R.  Pratt-Thomas  (to  a new  12-year  term) 
Alternate  delegate  to  South  Carolina  Medical  Associa- 
tion to  replace  Dr.  David  B.  Gregg: 

Dr.  J.  Franklin  Graves 


Dr.  Kay  in  Practice 

Dr.  William  P.  Kay,  Jr.,  native  of  Belton,  has  be- 
gun his  practice  of  medicine  in  Belton  with  Dr. 
Leonard  W.  Douglas. 


Health  Mobilization 
Medical  Self-Help  Training 

The  Medical  Self-Help  Training  Program,  which 
was  developed  by  the  Public  Health  Service  in  co- 
operation with  the  Office  of  Civil  Defense,  seeks  to 
prepare  families  to  meet  their  own  health  needs  if 
disaster  strikes  and  no  doctor  is  available.  This  might 
be  the  case  in  a natural  disaster  such  as  a flood  or  an 
earthquake  and  certainly  would  be  true  in  a nuclear 
attack. 

The  Medical  Self-Help  Training  Program  is  en- 
dorsed by  the  American  Medical  Association  and 
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])iSA$TER  anP  TNERE  IS  NO  DOCTOR- >wi/  UtlD 

STOKI? 


11-SUBJECT  COURSE  INCLUDES 
INSTRUCTION  IN • 

• RADIOACTIVE  FALLOUT  &-  SHELTER 

• ARTIFICIAL  RESPIRATION 
• EURNS  • SHOCK 

• TRANSPORTATION  OF  THE  INJURED 

• INFANT  AND  CHILD  CARE 
•EMERSENCY  CHILDBIRTH 


Write  ' Medical  S.lf- Help,  Public  Health  Service.  U.  S.  Dtp.  I meal  of  i ,."’.LTII,  EDUCATION,  and  WELFlifE,  Washington  QC  2020I 


many  other  national  health  organizations.  Basically, 
the  program  makes  av  ailable  to  the  general  public  16 
hours  of  free  training  in  the  following  eleven  sub- 
jects: Radioactive  Fallout  Shelter,  Healthful  Living 
in  Emergencies,  Artificial  Respiration,  Bleeding  and 
Bandaging,  Fractures  and  Splinting,  Transportation  of 
the  Injured,  Burns,  Shock,  Nursing  Care  of  the  Sick 
and  Injured,  Infant  and  Child  Care,  and  Emergency 
Childbirth. 

Although  the  program  is  designed  for  large  scale 
disasters,  it  can  be  equally  valuable  in  everyday  life 
where  emergencies  frequently  have  a way  of  happen- 
ing far  from  medical  help.  Over  a million  people  have 
taken  Medical  Self-Help  courses  since  the  program 
began  in  1962.  South  Carolina  has  currently  reached 
a total  of  approximately  7,000.  The  ultimate  goal  is 
to  train  one  member  of  every  family  in  South  Caro- 
lina. 


Sponsorship  of  training  programs  can  be  an  ex- 
tremely important  community  project.  The  Medical 
Self-Help  Training  Program  is  a wonderful  opportu- 
nity for  you  to  make  a significant  contribution  to  the 
health  and  welfare  of  your  community,  your  state  and 
ultimately  the  entire  Nation. 

We  again  ask  for  your  wholehearted  support  of 
the  current  National  Promotional  Campaign  and  to 
acquaint  your  community  with  the  importance  of 
Medical  Self-Help  Training. 

Additional  information  and  training  material  can 
be  obtained  by  writing:  The  Medical  Self-Help  Pro- 
gram, Health  Mobilization  Section,  State  Board  of 
Health,  Columbia,  South  Carolina. 

A.  A.  Bushouse 
Public  Health  Advisor 
Health  Mobilization  Section 


Wanted 

The  Journal  would  like  to  hear  from  anyone  interested  in  obtaining  advertising  for  its 
columns  on  a liberal  commission  basis.  Address  The  Editor,  82  Rutledge  Avenue,  Charleston, 
S.  C. 


Jakvahy,  1965 


THE  DOCTOR  AND  THE  NEWSPAPER  IN  SOUTH  CAROLINA 


JOSEPH  I.  WARING 


The  opinion  of  the  writer  is  that  we  medical  people 
are  fortunate  in  having  a good  press  in  South  Caro- 
lina. For  this  state  of  affairs  we  are  decidedly  grate- 
ful, and  we  are  happy  that  the  newspapers  see  the 
light  much  as  we  do. 

Reliable  figures  from  the  Associated  Press  indicate 
that  medical  news  produces  good  readership.  One 
survey  indicated  that  37%  of  newspaper  readers  took 
notice  of  medical  items  in  the  papers.  Interest  in 
having  more  news  of  a medical  nature  was  expressed 
by  42%;  even  more,  66%,  were  willing  to  sacrifice 
other  kinds  of  news  for  medical  writings.  Women 
were  concerned  with  medicine  more  than  men,  al- 
most twice  as  many,  especially  where  the  medical 
columnists  were  concerned. 

Curiosity  impelled  me  recently  to  survey  a small 
section  of  the  South  Carolina  press  for  the  period  of 
one  month.  With  limited  facilities  this  included  only 
four  papers — three  major  morning  dailies  and  one 
evening  paper — with  what  seemed  to  me  to  be  rather 
happy  results  in  the  quality  of  medical  material  pub- 
lished. 

The  score  for  the  month  for  the  4 papers  was  9 
editorials,  5 letters  to  the  editor,  19  news  articles 
bearing  on  medical  matters,  23  news  articles  concern- 
ing so-called  Medicare — at  that  time  the  burning 
current  topic — and  21  other  articles  which  were  not 
political  in  their  implication  but  concerned  medicine. 
These  were  in  addition  to  the  regular  syndicated 
medical  columns  and  without  exception  they  all 
seemed  to  be  fair  and  often  even  laudatory  in  their 
attitude  toward  medicine  and  its  beliefs. 

Among  the  special  educational  articles  were  those 
of  a series  furnished  by  the  Public  Information  Com- 
mittee of  the  South  Carolina  Medical  Association. 
They  were  carried  regularly  in  the  Sunday  edition 
of  one  daily  paper  and  occasionally  in  others.  These 
articles  are  prepared  by  and  carry  the  by-line  of 
members  of  a statewide  Public  Information  Committee 
and  deal  as  nearly  as  possible  with  timely  topics.  This 
weekly  material  is  offered  without  cost  to  all  editors 
who  may  be  interested.  A list  of  titles  and  a sample 
article  are  available.  These  articles  could  readily 
carry  the  name  of  local  physicians  as  a way  of 
stimulating  interest  in  individual  communities. 

I know  that  syndicated  medical  columns  come 
cheap  and  I know  that  they  can  do  a great  deal  of 
good  or  harm.  Three  of  these  columns  in  the  four 
papers  are  excellent,  one  is  foul.  I refer  to  that  of  Dr. 
Brady,  whose  column  preaches  cultism,  quackery, 
and  discredited  techniques,  with  a constant  flow  of 


libelous  remarks  on  the  medical  profession  in  such 
terms  as  “clinic  racketeer,”  “merchants  of  medicine,” 
"trick  specialists,”  “charlatan,”  and  the  like.  The 
reputation  of  honest  medicine  suffers  and  Brady 
reaps  his  quarters.  This  kind  of  approach  can  do  as 
much  harm  as  the  other  three  columns  can  do  good 
in  educating  the  public  in  medical  matters.  It  is  said 
that  the  doctor  who  treats  himself  has  a fool  for  a 
patient — how  much  more  dangerous  to  the  public  is 
the  self  diagnosis  and  self  medication  which  Brady 
prescribes. 

I found  in  the  papers  surveyed  a pleasingly  modest 
amount  of  advertising  of  patent  remedies.  In  the 
month’s  period  I did  not  find  any  more  dangerous 
items  than  Tunis,  DeWitt’s  Pills,  and  Lydia  Pink- 
ham.  There  were  no  full-page  spreads  of  cancer  cures 
and  quack  hospitals  like  those  seen  within  recent 
memory.  There  were  announcements  of  faith  healers, 
who  get  no  enthusiasm  from  physicians  and,  along 
with  advertising  cultists  such  as  chiropractors,  are  con- 
sidered as  definitely  dangerous  in  deceiving  the  pub- 
lic with  false  claims.  Actually,  only  one  chiropractic 
ad  was  noted,  and  the  curse  was  taken  off  of  this  one 
by  the  admonition  below  it  to  “Read  Our  Comics, 
They  Are  the  Best.” 

I might  refer  to  one  old  difficulty — that  of  the  phy- 
sician who  is  unwilling  to  divulge  medical  news  of 
legitimate  public  interest.  Where  there  is  an  active 
local  medical  press  committee,  it  is  usually  possible 
to  convert  the  recalcitrant  source  of  news.  We  pro- 
pose to  request  all  of  the  doctors  of  our  county  pub- 
lic relations  committee  to  try  to  help  in  such  situa- 
tions. 

Some  years  ago  a Press  Code  was  developed  in 
Charleston  and  probably  elsewhere  in  the  state. 
Copies  of  this  code,  furnished  through  the  kindness 
of  a local  newspaper,  have  been  sent  to  all  secretaries 
of  county  medical  societies,  and  it  is  proposed  to  dis- 
tribute these  more  widely. 

I feel  very  content  in  my  limited  viewing  of  the 
South  Carolina  press.  I believe  medicine  and  the 
press  work  well  together  in  our  state,  and  my  own 
criticism  of  medicine  is  that  it  too  often  fails  to 
furnish  legitimate  news  and  timely  articles  to  your 
newspapers.  Our  profession  would  welcome  any  sug- 
gestions and  discussions  of  ways  in  which  mutually 
satisfactory  relations  may  be  maintained. 


A talk  made  at  the  meeting  of  the  South  Carolina 
AP  News  Council,  Charleston,  South  Carolina, 
October  17,  1964. 
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LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


• lowers  motility  promptly 

• relieves  spasm  promptly 


•stops  diarrh 

Lomotil  fulfills  the  first  order  of  treat- 
ment in  most  patients  with  diarrhea  — 
prompt  symptomatic  control. 

Pending  discovery  of  the  cause,  early 
cessation  of  diarrhea  is  almost  always 
urgently  indicated.  Prompt  sympto- 
matic control  averts  distress,  dehydra- 
tion and,  frequently,  severe  exhaustion. 

Both  experimental  and  clinical  evi- 
dence indicates  that  Lomotil  exerts  such 
control  efficiently,  safely  and  with  maxi- 
mal promptness. 

dosage: 

The  recommended  initial  adult  dosage 
is  two  tablets  (2.5  mg.  each)  three  or 
four  times  daily,  reduced  to  meet  the  re- 
quirements of  each  patient  as  soon  as 
the  diarrhea  is  controlled.  Maintenance 
dosage  may  be  as  low  as  two  tablets 
daily.  Childrens  daily  dosage  (in  di- 
vided doses)  varies  from  3 mg.  for  a child 
of  3 to  6 months, to  10  mg.  for  one  8 to  12 
years  of  age. 


ea  promptly 

cautions  and 
side  effects: 

Lomotil  is  an  exempt  narcotic;  its  abuse 
liability  is  low  and  comparable  to  that  of 
codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  rela- 
tively uncommon  but  among  those 
reported  are  gastrointestinal  irritation, 
sedation,  dizziness,  cutaneous  manifes- 
tations, restlessness  and  insomnia. 
Lomotil  should  be  used  with  caution  in 
patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs 
or  barbiturates. 

Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the 
subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate 
overdosage. 

SEARLE 

Research  in  the  Service  of  Medicine 
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Deaths 


DR.  H.  G.  C ALLISON 

Dr.  H.  Grady  Callison,  75,  director  of  the  Ander- 
son County  Health  Department,  died  unexpectedly 
November  8. 

Dr.  Callison,  a graduate  of  the  Medical  College  of 
South  Carolina,  entered  public  health  work  in  1924 
as  director  of  the  Newberry  County  Health  Depart- 
ment. He  had  been  director  of  the  Anderson  County 
Health  Department  since  1948.  He  was  a native  of 
Greenwood  County. 


DR.  ALVIN  WHITE 

Dr.  Alvin  White  died  at  his  home  November  13. 

Dr.  White  was  a native  of  Simpsonville,  was  born 
May  20,  1905,  in  the  Clear  Springs  Community  and 
most  of  his  life  was  spent  there. 

Dr.  White  graduated  from  Clemson  College  in  1928 
and  tlie  Medical  College  of  South  Carolina  in  1932. 
1 le  had  practiced  his  profession  in  Simpsonville  since, 
with  the  exception  of  ten  years  at  Salley,  S.  C. 


Book  Reviews 


THE  THYROID  AND 
ITS  DISEASES,  by  James 
H.  Means,  Leslie  J.  De- 
Groot,  and  John  B.  Stan- 
bury.  3rd  Edition.  Mc- 
Graw-Hill Book  Company, 
New  York.  1963.  Pp.  618. 
$15.95. 

This  textbook  is  for  the 
clinician.  The  authors  state 
unapologetically  that  it  is 
not  intended  to  be  a com- 
prehensive review  of  all  as- 
function  and  its  diseases.  They 
emphasize  that  it  is  a summary  of  experiences  and 
knowledge  gained  by  former  and  present  members 
of  their  group. 

The  subject  matter  is  correlated  with  the  patient 
and  herein  lies  the  value  of  this  textbook.  For  those 
interested  in  patients  with  possible  abnormal  function 
of  the  thyroid,  the  book  will  be  interesting  and 
enjoyable.  For  those  interested  in  further  reading 
about  specific  facets  of  normal  and  abnormal  func- 
tion, sufficient  references  are  present  to  prevent  waste 
of  time  and  searching  elsewhere  for  a bibliography. 

The  section  on  anatomy  is  sufficient,  but  not  ex- 
haustive. The  chapters  dealing  with  the  newer  in- 
direct methods  of  testing  thyroid  function  also  pre- 
sent the  situations  in  which  error  of  diagnosis  may 
be  prevented.  This  applies  particularly  to  the  T-3 
and  its  related  modifications.  The  value  of  a dis- 
cerning history  and  careful  physical  examination  are 
re-emphasized. 


MILESTONES  IN  NUTRITION,  by  Samuel  A. 
Goldblith,  S.M.,  Ph.D.,  and  Maynard  A.  Joslyn, 
M.S.,  Ph.D.  Volume  2.  The  Avi  Publishing  Com- 
pany, Inc.,  Westport,  Conn.  1964.  Pp.  797.  $14.25. 

This  is  the  second  volume  of  a series  containing 
reprints  of  papers  which  have  been  important  con- 
tributions to  the  development  of  our  current  knowl- 
edge of  nutrition.  It  includes  writings  of  Graham 
Lusk,  Funk,  McCollum,  Mellanby,  Gyorgyi,  and  many 
other  original  workers. 

The  material  is  excellent.  The  format  is  adequate, 
but  since  the  printing  appears  to  be  by  the  offset 
process,  the  typography  and  illustrations  are  in  some 
instances  not  attractive.  However,  this  is  a minor 
fault  in  view  of  the  importance  of  the  contents. 

JIW 


PROTEINS  AND  THEIR  REACTIONS,  by  H. 
W.  Schultz  and  A.  F.  Anglemier.  The  Avi  Pub- 
lishing Company,  Westport,  Conn.  1964.  Pp.  472. 
$3.00. 

This  is  a collection  of  papers  by  eighteen  outstand- 
ing authorities  upon  the  structure,  interaction  and  bio- 
logical properties  of  proteins  as  presented  in  a Sympo- 
sium on  Foods.  Excellent  reviews  and  much  detail  are 
presented  in  regard  to  protein  complexes,  structure  of 
individual  proteins,  food  allergies,  metabolic  antagon- 
ists, immuno-chemistry,  nutritive  values  and  tech- 
niques used  in  the  study  of  proteins.  This  collection 
should  be  of  particular  value  to  those  biochemists 
interested  in  protein  structure. 

W.  M.  McCord,  M.  D. 


PLEASE  RETURN  QUESTIONNAIRE 
ENCLOSED  IN  THIS  ISSUE 
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EXPERIENCES  IN  RENAL  TRANSPLANTA- 
TION, Thomas  E.  Starzl.  W.  B.  Saunders  & Co., 
Philadelphia.  1964.  pp.  377.  $17.00. 

The  outstanding  feature  of  this  hook  is  its  honesty. 
Renal  transplantation  is  a field  of  medical  endeavor 
in  which  demands  for  extraordinary  surgical  skills, 
extraordinary  medical  team  work  and  organization, 
exquisite  attention  to  all  the  details  of  patient  care, 
meet  with  emotions,  ethics,  morality,  ideas  of  the  role 
of  the  doctor  in  our  society,  confusion  as  to  where 
treatment  of  a patient  begins  and  experimentation 
ends,  the  responsibilities  of  society  to  the  chronically 
ill,  the  morality  of  maintenance  of  life  by  artificial 
means  in  an  increasingly  materialistically  oriented 
culture,  understanding  of  the  rapidly  developing 
fields  of  genetics  and  protein  synthesis,  as  well  as 
immunology,  etc.,  all  swirling  together  and  all  pro- 
ducing a morass  into  which  only  the  clear  thinking 
and  courageous  should  venture.  Dr.  Starzl  and  his 
colleagues  have  looked  upon  renal  homotransplanta- 
tion as  experimental  medicine  and  surgery  and  not 
as  an  established  therapeutic  procedure.  Therefore, 
from  the  beginning  their  experience  has  been  organ- 
ized in  the  framework  of  an  experiment.  As  such,  the 
second  chapter  of  this  book  treats  their  methods  of 
procurement  and  organization  of  data.  Based  on  ex- 
perience with  64  transplants  from  non-twin  living 
donors,  two  from  identical  twins,  three  from  cadavers, 
and  six  from  baboons,  all  of  which  is  summarized  in 
a master  table  at  the  end  of  the  book,  all  aspects  of 
the  current  status  of  homotransplantation  arc  de- 


scribed. Selection  of  donors  and  recipients,  their  man- 
agement and  care,  details  of  all  steps  of  surgical  tech- 
nique from  anesthesia  to  postoperative  care  occupy 
one-third  of  the  book.  Management  of  the  rejection 
response,  use  of  the  drugs  employed  in  suppressing  it, 
and  description  of  the  complications  and  causes  of 
failure  come  next.  The  new  infectious  syndromes 
which  are  being  seen  in  these  patients  are  also  dis- 
cussed. There  is  a relatively  brief  description  of 
immunological  factors  involved,  but  there  is  an  ex- 
tensive description  of  the  pathologic  changes  in  trans- 
planted kidneys.  Finally,  the  book  closes  with  a 
thoughtful  but  brief  discussion  of  the  “technical 
triumph  and  moral  muddle”  into  which  the  surgical 
feats  of  this  and  other  groups  have  precipitated  the 
medical  profession  and  our  society.  The  purpose  of 
this  book  is  stated  in  its  preface.  “The  primary  ob- 
jective is  not  to  recapitulate  all  previous  experience 
with  human  renal  transplantation,  but  rather  to  pre- 
sent a simple  and  practical  analysis  of  those  cases 
treated  by  this  means  at  the  University  of  Colorado 
Medical  Center  in  order  to  help  to  find  indications, 
technical  requirements,  limitations,  causes  of  failure, 
and  results  at  one  institution."  The  book  succeeds  in 
doing  this  eminently  well.  It  is  to  be  enthusiastically 
recommended  for  anyone  having  special  interest  in 
this  field  as  well  as  for  those  whose  curiosity  attracts 
them  to  an  area  of  medical  activity  certain  to  have 
broad  implications  for  the  future. 

Cheves  McC.  Smythe,  M.  D. 


WINCHESTER  SURGICAL  SUPPLY  CO. 

“CAROLINAS  HOUSE  OF  SERVICE” 

200  S.  TORRENCE  ST.  CHARLOTTE,  N.  C. 


This  is  a photograph  taken  in  our  warehouse  of  10  sets  of — 

HAMILTON  STEELTONE  OFFICE  FURNITURE 

recently  sold  to; 

Drs.  Hendricks  - Durham  & Lee  Kings  Mountain,  N.  C. 

We  are  distributors  for,  Hamilton  Mfg.  Co.;  and  many  other  manufacturers  of  KNOWN 
BRANDS  of  PROVEN  QUALITY  merchandise. 
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Ames  Co.  12-A 

Appalachian  Hall  22-A 
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LOCATION  DESIRED — general  practice,  group  or 
individual.  Native  South  Carolinian,  graduate  of 
Medical  College  of  South  Carolina.  Will  com- 
plete military  service  July  31,  1965.  Write  or 
call  S.  C.  Medical  Association,  Florence,  S.  C. 
Tel.  669-8711. 


ANESTHESIOLOGIST,  10  years  experience  in  large 
city  group.  Training  received  at  well  known  New 
England  clinic.  Desires  relocation  to  small  com- 
munity. Reply,  Box  1,  Journal  of  the  S.  C.  Medi- 
cal Association,  309  W.  Evans  St.,  Florence, 
S.  C. 


WAVERLEY  SANITARIUM,  INC. 

(FOUNDED  IN  1914  BY  DR.  AND  MRS.  J.  W.  BABCOCK) 

HOSPITAL  CARE  AND  TREATMENT  OF  NERVOUS  AND  MENTAL  DISORDERS 
ADMISSIONS  LIMITED  TO  WHITE  WOMEN 

INCLUDES  OUT-PATIENT  DEPARTMENT  FOR  BOTH  SEXES 
Dr.  Chapman  J.  Milling,  Medical  Director 
Dr.  James  B.  Galloway  — Dr.  Penrod  G.  Hepfer 
Dr.  Frank  E.  O'Sheal 

FOR  RESERVATION  CALL  2727  FOREST  DRIVE 

SUPERINTENDENT  AL  2-4273  COLUMBIA.  S.  C. 

FIRE  SPRINKLER  SYSTEM  THROUGHOUT  HOSPITAL 
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TETRACYCLINE  HCI-ANTIHISTAMINE-ANALGESIC  COMPOUND 


Each  Tablet  contains:  Caffeine 30  mg. 

ACHROMYCIN^  Tetracycline  HCI  . . 125  mg.  Salicylamide  150  mg. 

Acetophenetidin  (Phenacetin)  ....  120  mg.  Chlorothen  Citrate 25  mg. 


Effective  in  controlling  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic  relief  in 
allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  are  drowsiness,  slight  gastric 
distress,  overgrowth  of  nonsusceptible  organisms.  Tooth  discoloration  may  occur  only  if  the  drug 
is  given  during  tooth  formation  (late  pregnancy,  the  neonatal  period,  early  childhood).  Reduce 
dosage  in  impaired  renal  function.  Average  Adult  Dosage:  2 Tablets  four  times  daily. 


IEDERLE  LABORATORIES.  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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PSYCHIATRY  FOR  THE  MEDICAL  PRACTITIONER 

New  Orleans,  Louisiana 
March  4-6,  1965 

Sponsored  by  the  DIVISION  OF  NEUROLOGY  AND  PSYCHIATRY  OF  TOURO  INFIRMARY  under  a 
National  Institute  of  Mental  Health  Grant. 


GUEST  LECTURERS  INCLUDE: 

Jack  Ewalt,  M.  D.,  Prof,  of  Psychiatry,  Harvard 
Med.  School,  Past  Pres,  of  American  Psychiatric 
Association,  Boston,  Mass. 

John  Lambert,  M.  D.,  Medical  Director,  Four 
Winds  Hospital,  Washington,  D.  C. 

Zigmond  Lebensohn,  M.  D.,  Chief,  Dept,  of  Psy- 
chiatry, Sibley  Memorial  Hospital,  Washing- 
ton, D.  C. 

William  Sheeley,  M.  D.,  Director  of  Psychiatry  & 
Medical  Practice  Project  of  the  A.P.A.,  Wash- 
ington, D.  C. 

Philip  Solomon,  M.  D.,  Chairman,  A.P.A.  Com- 
mittee on  Medical  Practice,  Boston,  Mass. 


Course  will  be  given  at  Jung  Hotel,  1500  Canal 
Street,  New  Orleans,  La.  Hotel  reservations  to  be 
made  directly  with  the  Jung  or  hotel  of  your 
choice.  Registrants  who  would  like  to  enjoy  Mardi 
Gras  (March  2)  are  urged  to  make  hotel  reserva- 
tions immediately. 

Guest  speaker  for  the  luncheon  on  March  4 will  be 
George  Burch,  M.  D.,  Henderson  Professor  and 
Chairman,  Dept,  of  Medicine,  Tulane  Medical 
School.  Subject:  “Emotions  and  Cardiovascular 
Disease.”  Cost  of  luncheon  included  in  registra- 
tion fee.  At  the  end  of  Friday’s  session,  there  will 
be  a dutch  treat  two-hour  cocktail  party  with 
George  Lewis  and  his  band  from  Preservation 
Hall  entertaining. 


AMONG  TOPICS  TO  BE  DISCUSSED: 
“Detection  of  Incipient  Psychiatric  Disorders 
During  a General  Medical  Examination” 
“Medical  Practitioners  and  Supportive  Handling 
of  Schizophrenia” 

“Adolescence — Disturbed  and  Disturbing” 

“The  Physician  and  His  Reaction  to  the  ‘Crock’  ” 
“Newer  Thoughts  About  the  Therapy  of  Alcohol- 
ism” 

“Medical  Conditions  with  Psychiatric  Manifesta- 
tions” 

“Recognition  and  Treatment  of  Depressive  Re- 
actions by  Medical  Practitioners” 

“Treatment  of  Emotional  States  by  the  Medical 
Practitioner” 


1 Gene  L.  Usdin,  M.  D„  Chief  I 

I Division  of  Neurology  & Psychiatry  . 

' Touro  Infirmary 
| 3516  Prytania  Street 

New  Orleans,  La.  70115  . 

. Enclosed  is  my  registration  fee  of  $20  for  the  | 

“Psychiatry  for  the  Medical  Practitioner” 

I course  to  be  given  March  4-6,  1965,  at  the  Jung  I 
■ Hotel.  (Checks  should  be  made  payable  to  the  | 
Touro  Infirmary.) 

Name | 

| Address i 

L_  _ -r  _ -i  zz— 


APPALACHIAN  HALL 

ESTABLISHED  —1916 

ASHEVILLE  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 


Of  507  patients  with  confirmed 
ear,  nose  and  throat  infections... 
465  or  91.7%  were  treated 
successfully  with  Signemycin 


Note: 

Adams,*  whose  50  patients 
included  20  with  ENT 
infections,  stated  that 
Signemycin  “was  particu- 
larly valuable  in  infections 
that  did  not  respond  to 
other  antimicrobial  agents, 
and  in  patients  to  whom 
penicillin  could  not  be 
given."  All  his  cases  re- 
sponded within  five  days; 
in  most  patients,  all  signs 
of  infection  disappeared  in 
three  days. 

'Adams,  J.:  J.  Term.  Med.  Ass. 
50  446,  Nov..  1957. 


Condition 

No.  of 

No.  Responded 

Patients 

To  Signemycin 

Otitis  media 

90 

86 

Pharyngitis  and  laryngitis 

162 

148 

Sinusitis 

68 

55 

Tonsillitis  and  peritonsillitis 

163 

153 

Various 

24 

23 

Totals 

507 

465  (91.7%) 

consistently  effective. ..often  when  others  fail 

Signemycin 

tetracycline  HCI,  167  mg.;  oleandomycin  P9  nQI  llPQ  l9RD  ITin  ^ 
as  triacetyloleandomycin,  83  mg.  OdfJOUIOD  V^uu  1 1 iy.; 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 


Science  for  the  world's  well-being® 


Since  1849 


PFIZER  LABORATORIES  Di  vision,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 


Patient  pleaser! 


First  exposure  to  Diet-Rite  produces  an  in- 
stant reaction... a big,  broad  grin.  Delicious 
taste  is  the  reason  why.  And  best  of  all  Diet- 
Rite  has  absolutely  no  sugar  and  less  than  1 
calorie  per  bottle.  The  pH  of  Diet-Rite,  about 
2.6  to  2.8,  represents  the  same  general  range 


of  acidity  as  other  cola  beverages  and  a num 
ber  of  fruit  juices.  ■ full  cola  pleasure. . . les 
than  1 calorie  per  bottle. . .no  sugar  at  all! 


diet-rite  cola 

A product  of  Royal  Crown  Cola  Co. 

Other  fine  products  of  Royal  Crown  Cola  Co.: 
Royal  Crown  Cola,  Nehi,  Upper  10,  Par-T-Pak. 


e®  Of  1,028  patients  with  confirmed 
* respiratory  infections... 

^ 954  or  92.8%  were  treated 
successfully  with  Signemycin® 


Note: 

Hammerl*  selected  his  pa- 
tients for  treatment  with 
Signemycin  on  the  basis 
of  demonstrated  bacterio- 
logical resistance  to  other 
antibiotics  or  failure  of 
previous  therapy.  Of  100 
patients  with  various  respi- 
ratory tract  infections,  95 
responded  to  Signemycin. 
Pathogens  isolated  in- 
cluded staphylococci  and 
Diplococcus  pneumoniae. 

•Hammerl,  H.:  Wien.  Med. 
Wschr.  108  629,  July  26,  '358. 


Condition 

No.  of 
Patients 

No.  Responded 
To  Signemycin 

Abscess,  pulmonary 

17 

16 

Bronchiectasis 

19 

13 

Bronchitis 

286 

267 

Bronchopneumonia 

192 

179 

Empyema 

12 

11 

Pneumonia,  lobar 

150 

146 

Pneumonia,  other  febrile 

160 

150 

Various  infected  pneumopathies 

192 

172 

Totals 

1,028 

954  (92.8%) 

consistently  effective. ..often  when  others  fail 

Signemycin 


tetracycline  HCI,  167  mg.; oleandomycin  PQnQI  llpQ  ( ORfl  mfl  ^ 
as  triacetyloleandomycin,  83  mg.  OCipoUICO  1 1 ILJ./ 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 
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Pfizer 


PFIZER  LABORATORIES  Division,  Chas  Pfizer  & Co., Inc  New  York,  New  York  1001 7 


uncommon 


cold|> 


Palmedico’s  New  ANTIBACTERIAL 
and  NASAL  DECONGESTANT 


Indicated  for  use  in  the  management 
of  colds,  coughs,  and  related  upper 
respiratory  tract  involvements  when  a 
secondary  bacterial  infection,  suscep- 
tible to  Sulfonamide  therapy,  threatens 
or  is  present.  AFLUHIST  gives  the 
economy  of  one  prescription  where  two 
would  otherwise  be  required.  Caution: 
exercise  the  usual  precautions  for 
antihistaminic  and  sympathomimetic 
agents.  Federal  law  prohibits  dispen- 
sing without  prescription.  Write  for 
complete  disclosure  information  and 
samples.  Available  in  bottles  of  100’s 
and  1,000's. 


EACH 

TABLET 

CONTAINS: 

Sulfadiazine  166.66  Mg. 

Sulfamethazine  166.66  Mg. 

Sulfamerazine  166.66  Mg. 

Pyrilamine  Maleate  6.25  Mg. 

Methapyrilene  Hydrochloride  6.25  Mg. 


PALMEDICO,  INC. 


Phenylephrine  Hydrochloride  5.00  Mg. 


BOX  3115  • COLUMBIA,  S.C. 


The  Journal  of  the  South  Carolina  Medical  Association 


Of  1,021  children  with 
various  confirmed  infections... 
950  or  93.0%  were  treated 
successfully  with  Signemycin 


Note: 

The  effectiveness  of 
Signemycin  was  demon- 
strated by  Chattas  and  his 
co-workers*  who  adminis- 
tered Signemycin  to  30 
children  with  serious 
staphylococcal  infections 
resistant  to  commonly 
used  antibiotics.  Only  one 
failed  to  respond.  In  each 
case  the  use  of  this  drug 
was  indicated  by  antibio- 
gram. Those  children 
treated  with  a nonselected 
antibiotic— for  comparative 
purposes— took  three 
times  longer  to  recover. 

Chattas.  A et  al.:  Antibiot. 
Med.  7:300.  May.  1960. 


Condition 

No.  of 
Patients 

No.  Responded 
To  Signemycin 

Eye,  ear,  nose,  throat  infections 

368 

343 

Respiratory  infections 

369 

346 

Gastrointestinal  infections 

42 

30 

Skin  and  soft-tissue  infections 

38 

37 

Deep-seated  or  generalized  infections 

47 

44 

Various  conditions 

157 

150 

Totals 

1,021 

950  (93.0%) 

consistently  effective. ..often  when  others  fail 


Signemycin 


tetracycline  HCI,  167  mg.; oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Signemycin  is  also  available  as  half-strength  Capsules, 
preconstituted  raspberry-flavored  Syrup  and  Pediatric  Drops 


Brief  Summary  and  Bibliography  follow. 
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SIGNENiYCIN^ 

Side  Effects:  Glossitis  and  allergic  reactions,  as 
well  as  severe  anaphylactoid  reactions,  have  been 
reported  as  rare  side  effects.  Should  significant 
reaction  or  idiosyncrasy  occur,  discontinue  medi- 
cation and  institute  countermeasures.  Use  of  tetra- 
cycline during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause 
discoloration  of  developing  teeth.  Reduce  usual 
oral  dosage  and  consider  serum  level  determina- 
tions in  patients  with  impaired  renal  function  to 
prevent  possible  liver  toxicity  due  to  excessive 
accumulation  of  antibiotic  in  the  serum. 

Precautions:  Overgrowth  of  nonsusceptible  orga- 
nisms may  occur.  In  such  cases,  discontinue  medi- 
cation and  institute  appropriate  specific  therapy  as 
indicated  by  susceptibility  testing.  Aluminum  hy- 
droxide gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 
The  coloring  agents  used  in  Signemycin  Syrup  and 
Pediatric  Drops  may  produce  red  discoloration 
of  stools. 

Triacetyloleandomycin,  a constituent  of 
Signemycin,  administered  to  adults  in  daily  oral 
doses  of  1.0  Gm.  (3  Gm.  Signemycin)  for  periods 
of  more  than  ten  days  may  produce  hepatic  dys- 
function and  jaundice.  In  the  rare  patient  who  re- 
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quires  this  high  dosage  level  of  Signemycin  initially, 
livor  function  should  be  carefully  followed  and  dos- 
age should  be  reduced,  as  promptly  as  possible,  to 
the  usual  recommended  range  of  1 .0  to  2.0  Gm.  per 
day.  Therefore,  Signemycin  is  recommended  pri- 
marily for  the  treatment  of  acute  or  severe  infec- 
tions, with  treatment  restricted  to  a ten-day  period. 
If  clinical  judgment  dictates  continuation  of  therapy 
beyond  ten  days,  serial  monitoring  of  the  liver  pro- 
file should  be  carried  out,  including  BSP,  transam- 
inase, and  cephalin  flocculation  tests.  Changes 
observed  in  liver  function  were  reversible  follow- 
ing discontinuation  of  the  drug. 

Formulas:  Capsules:  250  mg.  Signemycin  (167  mg. 
tetracycline  HCI  and  83  mg.  oleandomycin  as  tri- 
acetyioleandomycin). 

Capsules:  125  mg.  Signemycin  (83  mg.  tetracy- 
cline HCI  and  42  mg.  oleandomycin  as  triacetylo- 
leandomycin). 

Syrup:  125  mg.  Signemycin  (tetracycline  equiva- 
lent to  83  mg.  tetracycline  HCI  and  42  mg.  oleando- 
mycin as  triacetyloleandomycin)  per  5 cc. 

Pediatric  Drops:  100  mg.  Signemycin  (tetracy- 
cline equivalent  to  67  mg.  tetracycline  HCI  and  33 
mg.  oleandomycin  as  triacetyloleandomycin)  per  cc. 

More  detailed  professional  information  available 
on  request. 
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Of  5,057  patients  with  confirmed 
infections  of  all  body  systems... 
4,731  or  93.5%  were  treated 
successfully  with  Signemycin 


Note: 

The  high  rate  of  response 
to  Signemycin  in  these 
cases  is  noteworthy  be- 
cause the  totals  include 
many  patients  with 
difficult-to-treat  infec- 
tions, many  whose 
infections  had  proved 
resistant  to  other  agents, 
and  many  who  had  been 
treatment  failures  on 
other  therapy. 1-87 
In  addition  the  following 
criteria  were  used  for 
the  cases  cited:  (1)  only 
published  results  were 
used  (2)  results  were 
confirmed  by  clinical 
and/or  laboratory  find- 
ings (3)  patients  were 
cured,  not  "improved" 

(4)  dosage  conformed  with 
current  recommenda- 
tions in  the  United  States 

(5)  no  other  anti-infective 
agents  were  used  concomi- 
tantly (6)  no  instance  of 
prophylactic  use  was  in- 
cluded in  these  tabulations. 


Condition 

No.  of 
Patients 

No.  Responded 
To  Signemycin 

Ear,  nose  and  throat  infections 

507 

465 

Respiratory  infections 

1,028 

954 

Gastrointestinal  infections 

425 

387 

Genitourinary  infections 

748 

684 

Skin  and  soft-tissue  infections 

1,088 

1,036 

Bone  and  joint  infections 

71 

64 

Deep-seated  or  generalized  infections 

257 

251 

Obstetrical  & gynecological  infections 

341 

320 

Miscellaneous  conditions 

592 

570 

Totals 

5,057 

4,731  (93.5%) 

consistently  effective. ..often  when  others  fail 

Signemycin 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 


capsules  (250  mg.) 


Science  lor  the  world's  well-being 


Pfizer  Since  1849 


PFIZER  LABORATORIES  Division,Chas.Pfizer&Co.,lnc.NewYork,New  York  1001 7 


when  the  patient  asks 


'What  douche 
should  I use, 
Doctor?” 


ETHICALLY  PROMOTED 


Meta  Cine 


mucolytic,  acidifying,  physiologic  vaginal  douche 


SEND  FOR  SAMPLES 


Name. 


Address. 


City. 


State Zip. 


71  PHARMACEUTICAL 

CHATTANOOGA,  TENN.  37409 


c o. 


THE 

SILVER  HILL 
FOUNDATION 

Announces 

NEW  CANAAN 
CONNECTICUT 

THREE  YEAR 

A Psychotherapeutic 

RESIDENCY 

Unit  for  the  Study 
and  Treatment  of 

TRAINING 

the  Psychoneuroses 

PROGRAM 

IN  PSYCHIATRY 

Approved  by  the  American  Medical  Associa- 
tion and  the  American  Board  of  Psychiatry  and 
Neurology. 

Affiliated  with  Departments  of  Psychiatry  and 
Neurology  of  the  College  of  Physicians 
and  Surgeons,  Columbia-Presbyterian  Medical 
School,  New  York  City. 

First  year  spent  at  Medical  Center,  New  York, 
N.  Y.,  second  and  third  years  at  Silver  Hill, 
New  Canaan,  Connecticut.  Applicants  also  con- 
sidered who  have  completed  one  year  or  more 
of  training  elsewhere  for  the  second  and  third 
year  program. 

Emphasis  placed  on  training  of  physicians  for 
private  practice  of  psychiatry,  under  experi- 
enced preceptors,  Board  Diplomates,  with 
teaching  background. 

Generous  compensation,  opportunities  for  per- 
manent staff  appointment.  Only  outstanding 
applicants  accepted. 

For  further  information  and  application  form, 
write:  William  B.  Terhune,  M.  D.,  Medical 
Director,  The  Silver  Hill  Foundation,  Box  1177, 
New  Canaan,  Connecticut. 


Hygrotorr 

brand  of 
chlorthalidone 

the 

long-acting 

diuretic 

Indications 

Many  types  of  edema  involving  re- 
tention of  salt  and  water. 
Contraindications 
Hypersensitivity,  and  most  cases 
of  severe  renal  or  hepatic  disease. 
Precautions 

Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Discontinue  if  the  BUN 
rises  or  liver  dysfunction  is  aggra- 
vated. Electrolyte  imbalance  and 
potassium  depletion  may  occur; 
take  special  care  in  cirrhosis  or 
severe  ischemic  heart  disease, 
and  in  patients  receiving  cortico- 
steroids, ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended. 
Side  Effects 

Constipation,  dizziness,  dysuria, 
headache,  hyperglycemia,  hyper- 
uricemia, leukopenia,  muscle 
cramps,  nausea,  purpura,  throm- 
bocytopenia, transient  myopia, 
urticaria,  vomiting  and  weakness. 
Average  Dosage 
One  tablet  (100  mg.)  daily  with 
breakfast. 

Availability 

Tablets  of  100  mg.  in  bottles  of 
100  and  1000. 

For  full  details,  see  the  complete 
prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


How  does 
Hygroton® 

brand  of 
chlorthalidone 

stack  up 
against 
other 
diuretics? 

Not  very  high.  In  terms  of  one 
week’s  therapy,  that  is.  The 
usual  dosage  is  just  one  tablet 
per  day.  Very  often,  the  dosage 
is  even  lower.  So  a week’s  ther- 
apy doesn’t  amount  to  much. 

That’s  why  it’s  nice  to  work 
with  Hygroton®,  brand  of  chlor- 
thalidone. You  have  fewer  tab- 
lets to  prescribe.  Your  patients 
have  fewer  tablets  to  take.  And 
fewer  to  pay  for. 

For  sheer  diuretic  effective- 
ness, choose  Hygroton®,  brand 
of  chlorthalidone.  It  generally 
promotes  more  natruresis  per 
tablet  than  the  thiazides.  We’ll 
stack  it  up  against  any  diuretic. 


Geigy 


Your  patients  will  say 
“The  Pain  Is  Gone” 
when  you  prescribe 


4EMPIRIN,@  COMPOUND 
with  CODEINE  gr.  l/2 


‘EMPIRIN’  COMPOUND  with  CODEINE  gr.1/2  (No.  3) 
KEEPS  THE  PROMISE  OF  PAIN  RELIEF 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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epilepsy  may  limit 
opportunity... 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

extends  horizons 


This  agent  "...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients  With  judicious  use,  it  may  be 

said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent: 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 

•Roseman,  E.:  Neurology  1 1 :912,  1961.  3ieea 


PARKE-DAVIS 

PAfiKC.  DAVIS  A COMPANY.  Detroit, Michigan 4 B!37 


A 


for 

The  Age  of 
Anxiety 


LIBRIUM 

(chlordiazepoxide 
HCI) 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxi 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i 
Cautions  — Occasional  side  effects,  often  dose-related,  i 
drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregul 
ities,  nausea  and  constipation.  Paradoxical  reactions  n 
occasionally  occur  in  psychiatric  patients.  Individual  mair 
nance  dosages  should  be  determined.  Advise  patients  agai 
possibly  hazardous  procedures  until  maintenance  dosage 
established.  Though  compatible  with  most  drugs,  use  care 
combining  with  other  psychotropics,  particularly  MAO  inh 
tors  or  phenothiazines;  warn  patients  of  possible  combir 
effects  with  alcohol.  Observe  usual  precautions  in  impaii 
renal  or  hepatic  function,  and  in  long-term  treatment. 
Supp/Zed  — Capsules,  5 mg,  10  mg  and  25  mg,  bottles 
50  and  500. 


Roche  Laboratories,  Division  of  Hoffmann- La  Roche  I 
Nutley,  N.J.  07110 
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AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  an  absolute  contraindica- 
tion to  the  drug. 

Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  Warning-May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  Information 
available  to  physicians 
upon  request.  Eli  Lilly 
and  Company,  India- 
napolis 6,  Indiana. 


AMYTAL 

AMOBARBITAL 
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A rhinoiogic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 


A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 


B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 


hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 


sooner 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  1 U per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed, G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (V2%) 
and  children  (’/4°/o),  in  solutions  of  Vs,  V«  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 


l/jZ/nf/irop 
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A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group  oriented ; 
electro-shock  therapy ; carbon  dioxide  inhalation ; occupational  therapy ; medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 
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In  the  Relationship  of  the  Doctor  and  the  Public  . . . 


The  fact  that  over  1,300  South  Carolina  doctors  participate  in  the  Blue  Shield  program  is  dramatic 
proof  that  the  medical  profession  cares  about  the  public’s  problem  of  financing  medical  care  needs 
. . . That's  why  doctors  sponsor  Blue  Shield  . . . That's  why  doctors  guide  Blue  Shield  . . . That's  why 
doctors  recommend  Blue  Shield  . . . Blue  Shield  ...  A vital  link  in  a doctor's  relationship  with  the  pub- 
lic ..  . 

YOUR  SUPPORT  WILL  HELP  BLUE  SHIELD  GROW  . . . 


SOUTH  CAROLINA  MEDICAL  CARE  PLAN 
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Length — Short  articles  of  about  2,500  words  (about  8 typewritten  pages,  double 
spaced)  are  preferred.  Longer  articles  ordinarily  will  defer  to  the  shorter  ones  in 
schedule  of  publication. 

Manuscripts — Manuscripts  should  be  typewritten,  double  spaced,  and  the  original 
and  a carbon  copy  submitted. 

Illustrations — Ordinarily  publication  of  4 small  illustrations  or  the  equivalent 
accompanying  an  article  will  be  paid  for  by  The  Journal.  Any  number  beyond 
this  must  be  paid  for  by  the  author  except  under  unusual  conditions.  Illustrations 
should  be  sent  as  glossy  prints  or  graphs  in  black  ink  with  lettering  large  enough 
to  show  after  reduction. 

References — Should  conform  to  the  following  order:  surname  and  initials  of 
author,  title  of  article  in  small  letters,  name  of  periodical,  with  volume,  page, 
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Reprints — Reprints  will  be  made  for  the  author  at  established  standard  rates. 


I BHUABY,  1965 


5-A 


following 

infection 


II 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B)  (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B 1 2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin 

deficien- 

cies.  Supplied  in  decorative  “reminder" 

jars  of  30  (one  month’s  supply) 

and  100 

(three  months'  supply). 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y. 

; 8 6 9 3 ■! 


j better,  Mrs.  Smith? 


on:  Each  tablet  contains  chlorthalidone, 
d reserpine,  0.25  mg. 

'cations:  History  of  mental  depression, 
itivity,  and  most  cases  of  severe  renal 
diseases. 

Discontinue  2 weeks  before  general 
J,  1 week  before  electroshock  therapy, 
ression  or  peptic  ulcer  occurs, 
is:  Reduce  dosage  of  concomitant  anti- 
ve  agents  by  one-half.  Discontinue  if 
ises  or  liver  dysfunction  is  aggravated. 

3 imbalance  and  potassium  depletion 
take  particular  care  in  cirrhosis  or 


My,  yes!  I’m  not  tired  out  anymore. 


Mmm.  Normal.  Must  be  taking 
your  Regroton. 


Thanks  for  everything,  Doctor. 
See  you  on  the  3rd. 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Effects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescribing 
information. 


Headaches  still  bother  you? 


One  a day  at  breakfast. 
Sure  is  easy  on  me. 


...excellent  response  to  Regroton, 
from  196/1 20  to  145/90. 


Availability:  Bottles  of  100  and  1000  tablets. 
Average  Dosage:  One  tablet  daily  with  breakfast. 

’Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  plus 
reserpine  in  moderately  severe  and  severe  hyper- 
tension: A two  year  study.  Presented  at  the  7th 
Inter-American  Congress  of  Cardiology,  Montreal, 
June  14-19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation  (pigy 

Ardsley,  New  York  RE-3269 


igroton 


Superior  to  other  antihypertensives  in 
76  of  80  patients  during  a 2-year  study  * 


Geigy 


A 


Stelazine  brand  of  trifluoperazine 

will  calm  your  anxious  working  patient — 
with  little  or  no  drowsiness 

When  anxiety  interferes  with  work,  your  patient  needs 
a drug  that  will  calm  without  causing  undue  drowsiness. 
With  Stelazine  (trifluoperazine,  sk&f),  you  can  promptly 
control  the  anxiety  without  producing  the  sedation  seen 
with  certain  other  agents.  Anxious  patients  can  remain 
active  during  therapy. 

Stoll1  used  the  drug  in  50 
patients  with  anxiety,  and 
noted:  “There  was  no  drowsiness 
in  this  group  of  patients  and, 
because  of  their  alertness  and 
less  impaired  concentration, 
they  were  able  to  continue  with  and,  in  some  cases, 
return  to  their  daily  work.” 

Stelazine  (trifluoperazine,  sk&f]  produces  a fast 
therapeutic  response — often  within  24  to  48  hours. 

The  convenient  b.i.d.  regimen  frees  patients  from  the 
need  for  a midday  dose. 

Principal  side  effects,  usually  dose-related,  may  include 
mild  skin  reaction,  dry  mouth,  insomnia,  fatigue, 
drowsiness,  dizziness,  amenorrhea  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness, 
anorexia,  rash,  lactation  and  blurred  vision  may  also  be 
observed.  Blood  dyscrasias  and  jaundice  have  been  rare. 

Use  with  caution  in  patients  with  impaired  cardio- 
vascular systems.  Contraindicated  in  comatose  or  greatly 
depressed  states  due  to  CNS  depressants  and  in  cases  of 
existing  blood  dyscrasias,  bone  marrow  depression  and 
pre-existing  liver  damage. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 
Photograph  professionally  posed. 

1.  Stoll,  L.  J.:  The  Use  of  Trifluoperazine  [‘Stelazine’]  in  General 
Practice,  M.  Press  243: 578  (June  29)  1960. 

Smith  Kline  & French  Laboratories,  Philadelphia 
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kills  Haemophilus  influenzae 
in  respiratory  infections 


\lectron  micrograph  of  normal  H.  influenzae  organism.  Electron  micrograph  of  H.  influenzae  after  a 2-hour  exposure 

to  a therapeutic  (8y/ml.)  dose  of  PENBRITIN  (ampicillin) . 


\\eiv  broad-spectrum  penicillin: 

most  active  antibiotic  against  Haemophilus  influ- 
nzae13— a major  pathogen  in  chronic  bronchitis 

Ind  respiratory  infections  in  children 

demonstrated  clinical  efficacy  and  safety  in  chronic 
ronchitis410 

more  effective  than  tetracycline  in  reducing  spu- 
im  in  chronic  bronchitisr' 

\sual  Adult  Dosage:  250  mg.  every  six  hours.  Usual  Dos- 
I'/e  for  Children  — (under  13  years,  whose  weight  will  not 
;sult  in  a dosage  higher  than  that  recommended  for 
iults)  100  mg./Kg./day  in  divided  doses  every  six  or 
jght  hours  for  moderately  severe  infections;  200  mg./ 
ig./day  in  divided  doses  every  six  hours  for  severe 
ifections. 


Contraindications:  (1)  Hypersensitivity  to  penicillin. 
(2)  Infections  by  penicillinase-producing  staphylococci 
or  other  penicillinase-producing  organisms. 

Side  Effects:  Mild  effects,  such  as  skin  rashes,  diarrhea, 
nausea  and  vomiting,  have  occasionally  appeared. 

Precautions : As  with  other  antibiotics,  precautions  should 
be  taken  against  gastrointestinal  superinfection.  To  date, 
safety  for  use  in  pregnancy  has  not  been  established. 

Supplied:  No.  606  — Each  capsule  contains  250  mg.  of 
ampicillin.  Bottles  of  16  and  100. 

References:  1.  Millard,  E J.  C..  and  Batten,  J.  C.:  Brit.  M.  J.  i:1159  (April 
28)  1962.  2.  Ivler,  D.,  et  al.:  Abstracts,  Third  Interscience  Conference  on 
Antimicrobial  Agents  and  Chemotherapy,  October  1963,  p.  32.  3.  Stewart, 
G.  T.:  Pharmakotherapia  / : 197,  1963.  (Progress  in  Drug  Therapy).  4.  Grant, 

I.  W.  B.,  et  al.:  Brit.  M.  J.  ii:482  (Aug.  18)  1962.  5.  Millard,  E J.  C.,  and 
Batten,  J.  C.:  Brit.  M.  J.  i:644  (March  9)  1963.  6.  Oswald,  N.  C. : Postgrad. 
Med.  55:233  (March)  1964.  7.  Howells,  C.  H.  L.,  and  Tyler,  L.  E.:  Brit.  J. 
Clin.  Pract.  17: 321  (June)  1963.  8.  May,  J.  R.,  and  Delves,  D.  M.:  Thorax 

J. 9:298,  1964.  9.  May,  J.  R.,  et  al.:  Lancet  1 1 : 444  (Aug.  29)  1964.  10.  Pines, 
A.:  Lancet  ti : 445  (Aug.  29)  1964. 


KILLS  BACTERIA... DOES  NOT  JUST  SUPPRESS  THEM 

PENBRITIN' 

Brand  of  Ampicillin 


AYERST  LABORATORIES,  NEW  YORK,  N.Y. 

Distributors  for 

BEECHAM  RESEARCH  LABORATORIES  INC. 


for  fever  blisters 
and  canker  sores 
of  herpetic  origin 


ACTINEX 


TABLETS  & 


LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  bulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults.1,2,3,4 


Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin.4, 5’1 * * * *  6' 7 


No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 


Literature  on  indications  and  dosage 
available  on  request. 


(1)  Frykman,  H.M.:  Minn.  Med..  Vol.  38,  Jan.  1955. 

Poih,  E.J.:  The  J.A.M.A.,  Vol.  163,  No.  15,  April  13,  19. 

(5)  McGivney , J.:  Texas  State  Jour,  of  Med.,  Vol.  51,  No. 

Jan.  1955.  (4)  Stern,  F.  H.:  Jour,  of  The  Anter.  Ger.  Sc 
Vol.  11,  No.  3,  Mar.  1963.  ( 5 ) Weekes,  D.  J.:  N.Y.  St> 

Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  (6)  Abbott,  P.i 

Jour,  of  Ora!  Surg.,  Anes.  & Hosp.  Dental  Serv.,  Vol. 

July  1961.  (7)  Weekes , D.  J.:  E.E.N.T.  Digest,  Vol.  . 
No.  12,  Dec.  1963. 
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IF  YOU  COULD  BUT  SEE  PAIN 


If  you  could  see  pain  itself— not  merely  the  re- 
action to  pain— how  much  more  accurately  you 
could  appraise  it!  How  much  better  you  could 
note  the  effectiveness  with  which  codeine— in 
safe,  low  dosage— can  confer  full  codeine  bene- 
fits, when  its  action  is  potentiated  by  simple 
analgesics,  and  enhanced  by  phenobarbital! 
This  is  what  Phenaphen  with  Codeine  provides, 
to  enable  you  to  "get  the  best  out  of  codeine” 


with  maximal  safety  from  the  risk  of  incurring 
codeine  side  effects.*  •••••••••••• 

Contraindications:  Hypersensitivity  to  any  in- 
gredient. Precautions:  As  with  all  phenacetin- 
containing  products,  avoid  excessive  or  pro- 
longed use.  Side  effects:  Side  effects  are  un- 
common-nausea, constipation  and  drowsiness 
have  been  reported.  ••••••••••••• 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA. 


PHENAPHEN  WITH  CODEINE 

Provides  the  basic  Phenaphen  formula,  plus  Codeine  phosphate  (Warning:  may  be  habit  forming)  in  three  strengths:  Va  gr.  (Phenaphen 
No.  2);  V2  gr.  (Phenaphen  No.  3);  and  1 gr.  (Phenaphen  No.  4).  Basic  Phenaphen  formula:  Phenacetin  (3  gr.)  194.0  mg.;  Aspirin 
(2y2  gr.)  162.0  mg.;  Phenobarbital  (Va  gr.)  16.2  mg.  (Warning:  may  be  habit  forming);  and  Hyoscyamine  sulfate  0.031  mg. 


..nothing,  that  is,  except  the 

sedative-antispasmodic  action  of  DONNATAL ® 


Functional  disturbances  of  gastrointestinal 
tone  and  motility  present  the  physician  with  an 
all  too  common  reaction  to  the  stressful  dilem- 
mas and  frustrations  of  modern  living.3  6 

For  their  dependable  control,  no  better  spas- 
molytic has  ever  been  discovered  than  the  nat- 
ural belladonna  alkaloids  in  combination  with 
phenobarbital,  as  in  Donnatal. 

Phenobarbital,  as  a mild  sedative,  has  the  ben- 
efit of  long  use  and  a reassuring  record  of  free- 
dom from  unexpected  and  untoward  reactions. 
In  allaying  subjective  tension,  it  helps  to  pre- 
vent emotional  stimuli  from  provoking  or  in- 
tensifying visceral  spasm. 


The  natural  belladonna  alkaloids  in  Donnatal— 
conforming  to  the  classic  formulation  by  Voll- 
mer5  — selectively  include  only  the  therapeuti- 
callydesired  alkaloids  in  preciselyand  optimally 
balanced  ratio.  The  clinical  uncertainties  of  the 
variable  tincture  and  extract  of  belladonna  are 
thus  avoided. 

Further,  a recent  pharmacological  study  has 
confirmed  that  the  antispasmodic  effectiveness 
of  the  belladonna  alkaloids  in  Donnatal  is 
measurably  potentiated  by  the  presence  of  phe- 
nobarbital.8 

Over  the  years,  the  professional  consensus  has 
reflected  broad  clinical  confidence  in  the 
marked  benefits  to  be  achieved  by  Donnatal  in 
a wide  range  of  visceral  disorders ...  in  peptic 
ulcer,16  functional  bowel  distress,1  gastroin- 
testinal spasm  and  discomfort, 2and  other  func- 
tional disturbances  of  visceral  smooth  muscle. 


CONTRAINDICATIONS:  Glaucoma,  advanced  renal  or  he- 
patic disease  or  hypersensitivity  to  any  of  the  ingredients. 
PRECAUTIONS:  Administer  with  caution  to  patients  with 
incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy. 

SIDE  EFFECTS:  Blurring  of  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may  occur 
at  higher  dosage  levels,  rarely  at  the  usual  dose. 

♦This  one  at  Oak  Creek,  Castle  Rock.,  Arizona 


References:  1.  Hock,  C.  W.:  Clin.  Med.  8:1932,  1961.  2.  Marks,  L.: 
Am.  J.  Gastroenterol.  27:180,  1957.  3.  Palmer,  W.  L.,  and  Kirsner, 
J.  B.:  Therapeutics  in  Internal  Medicine,  2nd  ed.,  F.  A.  Kyser,  Ed., 
Hoeber,  New  York,  1953,  p.  368.  4.  Ryan,  J.  P.,  Jenkins,  H.  J.  and 
Robinson,  S.  M.:  J.  Pharmaceut.  Sciences  53(9):1084,  1964. 
5.  Vollmer,  H.:  Arch.  Neurol.  & Psychiat.  43:1057,  1940.  Abst. 
J A M. A.  115:333,  1940.  6.  Wharton,  G.  K.,  Balfour,  D.  C.,  Jr.,  and 
Osman,  K.  I.:  Postgrad  Med.  21:406,  1957. 

A.H.ROBINS  CO., INC., Richmond  20, Va. 


Prescribed  by  more  physicians 
than  any  other  antispasmodic 
— well  over  5 billion  doses! 


Donnatal 


In  each  Tablet,  Capsule 
or  5 cc.  Elixir 

0.1037  mg.  hyoscyamine  sulfate 

0.0194  mg.  atropine  sulfate 


In  each 
Exten  tab® 


0.3111  mg. 
0.0582  mg. 


In  each  Tablet,  Capsule  In  each 

or  5 cc.  Elixir  Extentab® 

0.0065  mg.  hyoscine  hydrobromide  0.0195  mg. 
16.2  mg.  gr.)  phenobarbital  (%  gr.)  48.6  mg. 

(Warning:  May  be  habit  forming.) 
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NEW  UNEXCELLED  TASTE 


SYRUP  OF  CHLORAL  HYDRATE 


NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 

lO  Grains  (U.  S.  P.  Dose)  of  palatable  lime  flavored 
chloral-hyd  rate  syrup  in  each  teaspoonful 

RAPID  SEDATION  WITHOUT  HANGOVER 
JONES  and  VAUGHAN,  Inc  . RICHMOND  26,  VA. 
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Now  you  and  your  patients  can  enjoy 
full,  rich  cola  flavor  in  a sugar-free 
beverage.  And  Diet-Rite  Cola,  with  no 
sugar  at  all,  contains  less  than  one 
calorie  per  bottle.  The  pH  of  this  prod- 
uct, about  2.6  to  2.8,  represents  the 
same  general  range  of  acidity  as  other 
cola  beverages  and  a number  of  fruit 
juices. 

Diet-Rite  Cola  is  a beverage  you  and 
your  patients  will  like  . . . and  go  on 
liking.  And  . . . there’s  no  extra  cost. 


A Product  of  Royal  Crown  Cola  Co. 

Also  available  in  handy  cans. 


Your  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

Regardless  of  the  etiology 
of  muscle  sprain  or  strain, 
'SOMA'  COMPOUND 
helps  relieve  pain  and  relax 
muscle.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


Soma  Compound 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


rational  combination  therapy  for  sprains  and  strains:  relaxes  muscle,  relieves 
pain.  Also  available  with  lA  gr.  codeine  as  'SOMA’  COMPOUND  with  CODEINE: 
carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg.,  codeine  phos- 
phate 16  mg.  (Warning:  may  be  habit-forming.) 

BRIEF  SUMMARY 

'SOMA'  COMPOUND;  'SOMA’  COMPOUND  plus  CODEINE:  carisoprodol,  acetophenetidin,  caffeine,  codeine 
phosphate.  Warning:  Codeine  may  be  habit-forming.  Indications;  'Soma'  Compound  and  'Soma' 
Compound  with  Codeine  are  indicated  for  relief  of  pain  and  stiffness  in  traumatic,  rheumatic  and  other 
similar  conditions.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol  or  codeine. 
Precautions:  Acetophenetidin— May  damage  the  kidneys  when  used  in  large  amounts  or  for  long  periods. 
Code/ne-Should  be  used  with  caution  in  addiction-prone  individuals.  Carisoprodol-Uke  other  central 
nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e g.,  meprobamate.  Side  effects:  Code/ne-Nausea,  vomiting,  constipation,  and  miosis.  Cari- 
soprodol—The  only  side  effect  reported  with  any  frequency  is  drowsiness,  usually  on  higher  than  recom- 
mended doses.  One  instance  each  of  pancytopenia  and  leukopenia  occurring  when  carisoprodol  was 
administered  with  other  drugs  has  been  reported  as  has  an  instance  of  fixed  drug  eruption  with  cariso- 
prodol and  subsequent  cross-reaction  to  meprobamate.  Rare  aflergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory  diffi- 
culty, both  reversed  with  appropriate  therapy.  Other  rarely  observed  reactions  have  included  dizziness, 
ataxia,  agitation,  increase  in  eosinophil  count,  and  gastrointestinal  symptoms.  Massive  overdosage  may 
produce  coma  and/or  mild  shock  and  respiratory  depression.  Dosage:  'Soma'  Compound  and  'Soma'  Com- 
pound with  Codeine,  one  or  two  tablets  three  times  daily  and  at  bedtime.  Supplied:  'Soma'  Compound, 
orange  tablets,  each  containing  carisoprodol  200  mg.,  acetophenetidin  160  mg.,  and  caffeine  32  mg. 
'Soma'  Compound  with  Codeine,  white,  lozenge-shaped  tablets,  each  containing  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg.  Narcotic  order  form  required. 
Before  prescribing,  consult  package  circular. 
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m WALLACE  LABORATORIES 
W.  Cranbury,  N.  J 


Bacterial  Discomfort  of 
U.R.I.  U.R.I. 


Wm  W 


Bring  the  treatment  together 
in  a sinqle  prescription 


Each  tablet  contains:  Caffeine 30  mg. 

ACHROMYCIN®  Tetracycline  HCI  ..  . 125  mg.  Salicylamide 150  mg. 

Acetophenetidin  (Phenacetin) 120  mg.  Chlorothen  Citrate 25  mg. 


Effective  in  controlling  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic  relief 
in  allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  are  drowsiness  (so  one 
should  not  drive  while  on  drug),  slight  gastric  distress,  overgrowth  of  nonsusceptible  organisms. 
Tooth  discoloration  may  occur  if  given  during  tooth  formation  (late  pregnancy,  the  neonatal 
period,  early  childhood).  Reduce  dosage  in  impaired  renal  function.  Increased  intracranial  pres- 
sure is  a possible  complication  in  infants.  Average  adult  dosage.-  2 tablets  four  times  daily,  given 
at  least  1 hour  before  or  2 hours  after  meals. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

8666-5 
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‘EMPRAZIL’ 


Each  layered  tablet  contains: 


TABLETS 


‘Sudafed'®  brand  Pseudoephedrine  Hydrochloride  20  mg. 


‘Perazil’®  brand  Chlorcyclizine  Hydrochloride.  . . 15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 


To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
...specify  ‘Emprazil’. 


Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 


Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine  — on  prescription  only  — as 

‘EMPRAZIL-C’®  tablets 


Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

.13^  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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not  all  but  zJ)(Cost 
bacterial  respiratory 
tract  infections 
yield  toM — > 


therapeutically 
the  zJtiCost  active 
erythromycin 


M 


* IIOSONE  1 


In  the  patient,  Uosone  eradicates,  rather  than  merely  inhibits,  streptococci  and  pneu- 
mococci. This  increased  action  is  due  to  the  fact  that  more  erythromycin  reaches 
the  infection  site  because  Uosone  (i)  is  acid  stable  in  the  stomach,  even  in  the  pres- 
ence of  food,  and  (2)  is  better  absorbed  from  the  intestine. 

Ilosone  produces  peak  levels  of  antibacterial  activity  two  to  jour  times  those  of 
other  erythromycin  preparations.  Furthermore,  these  peak  levels  are  attained  earlier 
with  Ilosone  and  are  maintained  much  longer. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract. 

Although  allergic  manifestations  are  uncommon 
with  the  use  of  erythromycin,  there  have  been 
occasional  reports  of  urticaria,  skin  eruptions, 
and, on  rare  occasions,  anaphylaxis.  Contraindi- 
cations: Ilosone  is  contraindicated  in  patients 
with  a known  history  of  sensitivity  to  this  drug 

Sfeey 


and  in  those  with  preexisting  liver  disease  or  dys- 
function. Dosage:  Children  under  25  pounds — 
5 mg.  per  pound  of  body  weight  every  six  hours. 
Children  25  to  50  pounds — 125  mg.  every  six 
hours.  Adults  and  children  over  50  pounds — 250 
mg.  every  six  hours.  For  severe  infections,  these 
dosages  may  be  doubled.  Ilosone  Chewable  tab- 
lets should  be  chewed  or  crushed  and  swallowed 
with  water. 

ILOSONE® 

ERYTHROMYCIN  ESTOLATE 

Additional  information  available  to  physicians 
upon  request. 


ELI  LILLY  AND  COMPANY 


INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


401296 


The  Journal 
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TERATOGENIC  DRUGS 

TREATMENT  FOR  MOTHER;  THREAT  TO  CHILD 

SARA  VERNA  HIOTT 

Medical  College  of  South  Carolina 
Charleston,  S.  C. 


For  the  last  thirty  years  there  have  been 
reports  in  the  literature  of  fetal  ab- 
normalities in  laboratory  animals  pro- 
duced by  various  drugs  and  chemicals. 
Occasionally  reported  were  drug-induced 
malformations  in  humans  that  accidentally 
resulted.  But  until  the  thalidomide  tragedy  of 
the  1959-1963  period  little  interest  was  con- 
centrated in  the  field  of  teratology. 

Before  thalidomide,  maternal  rubella  was 
the  agent  most  frequently  involved  in  con- 
genital malformations.  Only  two  other  diseases 
have  been  statistically  associated  with  con- 
genital malformations  — toxoplasmosis  and 
salivary  gland  virus  disease  (cytomegalic  in- 
clusion bodies).  Because  of  the  longer  history 
of  the  action  of  rubella  and  diseases  in  general 
in  developing  embryos,  a few  examples  of  the 
viral  malformations  and  their  mechanisms  will 
precede  the  consideration  of  drugs  as  terato- 
genic agents.  Since  all  teratogens  can  affect 
the  same  limited  number  of  tissues  and  since 
all  malformations  result  from  alterations  in 
the  embryo’s  development,  all  agents  capable 
of  causing  malformations  act  generally  in  the 
same  ways. 

Coffey  and  Jessop'  have  reported  that  with 
maternal  influenza  there  was  an  increased 
number  of  congenital  anomalies  among  the 


offspring;  this  was  especially  true  of  influenza 
occurring  in  the  first  trimester  of  pregnancy. 
Central  nervous  system  damage  was  pre- 
dominant. 

One  case  of  fetal  abnormality  was  reported' 
in  which  the  conception  occurred  after  a nor- 
mal menstrual  period  following  rubella.  It  is 
believed  that  the  virus  remains  in  the  cells  of 
the  host  for  varying  periods  of  time  following 
the  disease.3  For  this  reason  it  is  suggested 
that  pregnancy  be  delayed  for  a few  months 
following  rubella  infection. 

In  the  study  of  a fetus  aborted  10  days 
following  maternal  rubella  in  early  pregnancy, 
investigation  showed  virus  invasion  of  em- 
bryonic tissue.’  This  appears  to  be  a funda- 
mental event  in  the  production  of  fetal  ab- 
normalities in  rubella.  The  embryonic  cells  de- 
generate because  of  the  heavy  infection.  Prob- 
ably all  fetal  tissues  are  invaded  and  involve- 
ment varies  from  fetal  death  and  abortion 
through  malformations  in  the  surviving  fetus 
to  cases  with  no  obvious  anatomical  lesions  at 
all. 

Active  virus  can  be  found  in  tissue  cultures 
as  late  as  three  to  four  weeks  after  inocula- 
tion; this  discovery  of  the  long  survival  of 
rubella  virus,  mentioned  above,  accounts  for 
the  reported  cases  of  fetal  defects  where  the 
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maternal  infection  with  rubella  occurred  prior 
to  conception. 

Physical  agents  may  also  induce  abnormali- 
ties and  perhaps  many  produced  by  drugs  are 
the  result  of  physical  changes  in  the  fetal  en- 
vironment. Naujoks’  study,’  using  chick  em- 
bryos to  investigate  the  effects  of  hypoxia  on 
the  developing  animal,  revealed  that  oxygen 
deficiency  causes  a disturbance  of  the  metab- 
olism of  the  apical  ectodermal  ridge.  Further, 
limb  development  was  inhibited  at  this  point. 
Severe  cellular  and  nuclear  changes  were 
found  in  those  parts  of  the  body  which  were 
sensitive  to  the  teratogen  at  the  time  of  the 
experiment.  The  nuclear  changes  suggest  pos- 
sible needs  for  a chromosomal  analysis  of  all 
tissues  of  deformed  limbs,  regardless  of  the 
causative  agent. 

The  apical  ectodermal  ridge  is  present  on 
the  upper  extremities  of  human  embryos  dur- 
ing the  fifth  week  of  development.  The  lower 
extremities  lag  about  two  days  behind  in 
undergoing  the  same  changes.  The  action  of 
teratogenous  drugs  such  as  thalidomide,  ap- 
pears to  be  concentrated  in  many  cases  in  the 
limb  buds.  The  areas  around  the  tips  of  the 
malformed  limbs  in  experimental  animals  sub- 
jected to  the  influence  of  drugs  causing  such 
damage  should  be  examined  for  microscopic 
changes  as  well  as  macroscopic  appearance. 

Other  non-chemical  causes  of  limb  de- 
formities are  hypothermia  and  ionizing  radia- 
tion. The  mechanisms  of  action  in  these  cases 
is  probably  due  to  cellular  destruction  with 
failure  in  development. 

There  are  certain  principles  of  teratology 
that  it  is  advisable  to  understand  before  one 
attempts  to  delve  deeply  into  the  subject. 
These  are  as  follows: 

1.  “The  effect  of  a teratogenic  agent  de- 
pends on  the  developmental  stage  at 
which  it  is  applied.” 

2.  “The  effect  of  a single  teratogen  may 
vary  in  different  species  and  in  different 
genetic  strains  of  the  same  species.” 

3.  “Teratogenic  anomalies  may  be  indis- 
tinguishable from  hereditary  malforma- 
tions ( phenocopies ) .” 


4.  “Teratogenic  agents  increase  fetal  mortal- 
ity.” 

5.  “A  teratogenic  agent  may  produce  no  ap- 
parent maternal  disturbance.”1' 

Since  thalidomide  precipitated  the  current 
interest,  this  drug  will  be  discussed  first  and 
to  a greater  degree  than  the  rest. 

In  November,  1961,  Lenz  in  Germany  sug- 
gested that  the  epidemic  of  phocomelia  and 
related  abnormalities  was  due  to  the  use  of 
thalidomide,  the  new  sleeping  tablet. 

Thalidomide 

This  drug,  which  is  related  to  the  barbitu- 
rates, was  developed  by  a German  firm  and 
marketed  first  in  1958.  By  1960  thalidomide 
was  Germany’s  most  popular  tranquilizer  and 
sleeping  pill.  Because  it  was  non-addicting 
and  not  easily  used  to  attempt  suicide,  it  was 
sold  at  first  even  without  prescription.  When 
it  was  found  to  cause  polyneuritis  after  long- 
continued  use  it  was  placed  on  prescription 
but  still  was  used  quite  freely. 

A.  Spiers7  in  Scotland  found  positive  evi- 
dence in  his  practice  that  8 out  of  10  mothers 
of  malformed  infants  had  used  thalidomide 
during  pregnancy.  Other  practitioners  dis- 
covered similar  cases.  In  November,  1961, 
thalidomide  was  withdrawn  from  the  market. 

The  Thalidomide  Syndrome : The  presenting 
picture  of  the  “thalidomide  baby”  is  usually 
quite  characteristic.  Two-thirds  of  the  infants 
with  phocomelia  live.  Sometimes  their  arms 
are  rudimentary;  the  legs  may  be  affected 
also.  As  a rule  both  sides  are  involved,  usually 
one  side  to  a greater  degree  than  the  other.",  s 
Hobolth  reports  a case  in  which  the  entire 
syndrome  is  limited  to  one  side."  A central 
hemangioma  extending  from  the  forehead 
over  the  nose  to  form  a moustache  on  the 
upper  lip  is  characteristic  and  is  found  in 
about  a quarter  of  the  cases. 

There  may  be  other  malformations.  Saddle 
nose,  microtia,  or  even  anotia,  and  internal 
deformities  are  fairly  common.  Among  the 
internal  changes  possible  are  gut  malforma- 
tion, duodenal  stenosis,  anal  atresia,  asplenia, 
and  occasionally  malformations  of  the  heart. 
Mental  retardation  is  found  in  onlv  1%  of  the 
children. 
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A single  dose  of  thalidomide  has  been  suffi- 
cient to  damage  the  embryo.10  With  only  60 
mg  of  thalidomide  in  the  first  two  weeks  of 
pregnancy  the  following  deformities  were 
found:  severe  phocomelia,  a capillary  hem- 
angioma of  the  upper  lip,  nose,  and  frontal 
area,  a slight  malformation  of  the  left 
auricle,  and  coccygeal  fovea  were  found  in 
one  infant.11  Another  child  in  the  same  study 
was  exposed  to  a total  of  1300  mg  irregularly 
from  before  conception  until  the  third  month 
of  pregnancy  with  the  production  of  right 
cryptorchidism,  right  inguinal  hernia,  and  the 
absence  of  the  right  thenar  muscle.  This 
emphasizes  the  fact  that,  although  dosage  has 
thalidomide  embryonopathies.  The  same  time 
of  administration  and  possibly  other  factors 
such  as  genetic  makeup  of  both  parent  and 
child  and  the  state  of  nutrition. 

The  Sensitive  Period : Lenz  of  Hamburg12, 1:1 
and  others  have  described  a timetable  for  the 
thalidomide  embryonopathies.  The  same  time 
schedule  probably  would  apply  for  all 
teratogens,  assuming  they  manifest  themselves 
through  the  same  basic  mechanisms. 

The  possibility  of  anotia  being  the  earliest 
manifestation  of  thalidomide  damage  has  been 
suggested. 

34-38  day  ( after  conception ) — anotia, 
cranial  nerve  anomalies. 

40-45  — absence  of  the  gallbladder,  atresia 
of  the  duodenum,  congenital  dislocation 
of  hip. 

42  — phocomelia. 

44-48 — tibia  and  femur  absent. 

50  — triphalangism  of  the  thumb  and  ano- 
rectal stenosis;  this  is  believed  the  latest 
possible  manifestation. 

For  a drug  to  be  effective  as  a teratogen,  it 
must  be  given,  or  have  its  action,  during  the 
period  of  differentiation,  i.e.,  the  first  trimester 
of  a human  pregnancy.  The  earlier  it  is  given, 
the  more  likely  it  is  to  cause  damage.11  “The 
time  at  which  an  agent  is  administered  does 
not  necessarily  coincide  with  the  time  at  which 
it  exerts  its  deleterious  effects.  It  may  indeed 
be  necessary  for  administration  to  begin  be- 


fore pregnancy  in  order  to  achieve  a sufficient 
accumulation  of  teratogen  by  the  critical  per- 
iod.”15 Species,  age,  hormonal,  and  nutritional 
differences  contribute  to  the  presence  or 
absence  of  teratogenic  activity. 

Mechanism  of  Action:  From  the  end  result, 
the  malformed  child,  it  may  be  impossible  to 
tell  how  the  abnormality  arose.  The  same 
kinds  of  deformities  can  result  from  a variety 
of  pathogenetic  mechanisms.  It  is  possible  that 
only  a few  teratogens  act  directly  on  the 
dividing  cells;  perhaps  the  majority  act 
primarily  on  the  uterus  or  placenta  or  umbili- 
cal cord  to  produce  ischemia  or  some  other 
physical  change  in  the  fetal  environment.  This 
theory  could  explain  the  finding  that  in  most 
teratogens  there  is  little  selectivity  in  choice 
of  tissues  to  damage. 

Thalidomide  has  rather  specific  sites  of  ex- 
pression for  its  action.  It  is  generally  believed 
that  the  mechanism  involved  is  primarily  that 
of  inactivating  one  or  more  of  the  B-complex 
vitamins.  An  antagonism  of  riboflavin,  folic 
acid,  or  Be  has  been  suggested  by  a variety  of 
authors.  However,  there  is  also  much  evidence 
that  suggests  an  interference  with  the  cellular 
metabolism  of  glutamine.10  One  point  in  favor 
of  the  latter  is  the  experimental  finding  that 
giving  glutamine  to  animals  protected  the  off- 
spring from  malformations. 

There  are  few  drugs  which  are  not  tera- 
togenic at  some  stage  of  pregnancy  in  some 
animal.  Many  difficulties  exist  in  making  sure 
a drug  is  not  teratogenic  in  the  human.  A 
drug  cannot  be  evaluated  in  pregnancy  only 
by  the  congenital  anomalies  it  produces.  The 
possibility  exists  that  all  congenital  anomalies 
are  not  expressed  in  infancy.  For  example, 
perhaps  exposure  of  animals  in  the  fetal  stage 
to  hypertensive  agents  could  cause  them  to 
become  hypertensive  in  adult  lives;  sterility 
of  some  laboratory  animals  has  resulted  from 
prenatal  exposure  to  busulfan.'  Probably  the 
biggest  obstacle  in  checking  drugs  for  safe 
use  in  pregnancy  is  the  difficulty  in  finding  a 
suitable  test  animal. 

To  discuss  all  the  drugs  capable  of  causing 
malformations  is  beyond  the  scope  ol  this 
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paper.  However,  a few  of  the  newer  drugs 
which  have  been  claimed  to  be  teratogenic 
will  be  briefly  discussed. 

Anti-neoplastic  Drugs:  Families  faced  with 
the  prospect  of  losing  the  mother  from  leu- 
kemia or  Hodgkin’s  Disease  in  the  immediate 
future  also  bear  the  risk  of  her  having  a de- 
formed child  if  her  disease  is  treated  with  the 
chemotherapeutic  drugs.  The  cancer  chemo- 
therapeutic agents  are  of  four  general  vari- 
eties; 1)  alkylating  agents — nitrogen  mustard; 
2)  antimetabolvtes  — 6-mercaptopurine;  3) 
mitosis-blocking  agents  such  as  desacetyl- 
methvlcolchicine;  and  4)  tissue  poisons.  Their 
method  of  action  in  cancer  treatment  is  that 
each  exerts  its  maximal  effects  in  rapidly 
dividing  tissues  such  as  bone  marrow,  in- 
testinal epithelium,  and  the  reproductive 
organs.  The  fetus  also  has  a high  rate  of  cell 
division  and  herein  lies  the  possibility  of  fetal 
damage  in  treatment  of  the  mother’s  disease. 

As  stressed  previously,  the  time  at  which 
the  drug  is  given  in  pregnancy  is  one  of  the 
most  vital  factors,  since  the  greatest  damage 
to  the  fetus  results  in  the  first  trimester.  Other 
variables  are  the  dose  given,  the  drug  used 
(aminopterin  has  proved  to  be  abortifacient 
and  teratogenic  in  humans),  and  whether 
inore  than  one  drug  is  used  at  anv  one  time. 
It  has  been  found  that  the  incidence  of  fetal 
malformation  has  been  increased  if  two 
chemotherapeutic  agents  are  used  together  in 
the  first  trimester.  Possibly  there  is  a syner- 
gistic action. 

Apparently  there  is  either  a partial  block  in 
placental  transport  of  some  agents  or  else  the 
fetal  tissues  are  less  easily  damaged  than  are 
maternal  blood-forming  ones.  Sokal  and  Less- 
mann1  reported  a series  of  patients  from  the 
literature  who  had  leukemia  and  were  treated 
with  various  antineoplastic  drugs.  Their  con- 
clusions were  as  follows:  1.  No  congenital  ab- 
normalities seen  among  children  born  to 
women  treated  only  after  the  first  trimester. 

2.  With  the  exception  of  aminopterin,  fetal 
abnormalities  were  extremely  rare  when  one 
drug  alone  was  used  in  the  first  trimester. 

3.  Combinations  of  two  or  more  chemo- 


therapeutic drugs  increase  the  incidence  of 
anomalies. 

Cortisone:  Cortisone  is  believed  to  have 
produced,  in  a series  of  27  patients  treated 
for  hyperemesis  gravidarum,  four  congenital 
anomalies:  clubfoot,  coarctation  of  the  aorta, 
cryptorchidism,  and  cataracts."  Causation 
cannot  be  definitely  proven  or  disproven  in 
these  cases. 

Tetracycline:  There  is  a strong  suspicion 
that  tetracycline,  as  well  as  other  antibiotics 
(penicillin,  streptomycin,  and  cycloserine), 
can  produce  limb  deformities  in  man.  De- 
formities like  those  produced  by  thalidomide 
have  been  produced  experimentally  in  chick 
embryos.  The  apparent  mode  of  action  is  by 
interference  with  riboflavin  metabolism  to 
cause  a vitamin-B  deficiency."'  Higher  levels  of 
riboflavin  are  necessary  for  differentiation  of 
tissues  than  are  needed  for  normal  growth. 

The  teeth  develop  faster  in  the  seventh 
month  of  pregnancy;  they  are  probably  the 
most  sensitive  at  this  time  to  noxious  in- 
fluences. This  sensitivity  probably  explains 
the  reason  maternal  treatment  with  tetra- 
cycline even  in  the  last  trimester  can  cause 
enamel  discoloration  and  hypoplasia.20 

Anti-diabetic  Drugs:  It  has  been  found  in 
experimental  animals  that  high  doses  of  sul- 
phonylurea,"  and  to  a lesser  extent  the  digua- 
nidines and  insulin,  can  produce  fetal  ab- 
normalities. Sterne  reports  a study  in  women 
using  oral  anti-diabetic  drugs  during  preg- 
nancy which  showed  no  harmful  effects  on  the 
fetus  in  normal  dosage  ranges.21  His  sample 
was  small  because  few  women  of  child-bear- 
ing age  have  diabetes;  those  who  do  are 
rarely  controlled  by  anything  but  insulin;  in- 
sulin is  routinely  prescribed  in  pregnant  dia- 
betics; and  diabetic  women  are  usually  less 
fertile  than  normal.  Even  though  congenital 
abnormalities  are  more  common  in  diabetic 
pregnancies,  it  appears  that  there  is  little 
danger  to  the  fetus  from  oral  agents  taken 
early  in  pregnancy. 

Insulin  itself  can  be  teratogenic,  but  since 
the  diabetic  mother  must  be  given  insulin 
during  pregnancy,  the  chance  must  be  taken. 
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Summary 

In  this  paper  it  has  been  possible  to  present 
only  a few  of  the  teratogenic  agents  in  fre- 
quent use.  Most  substances  are  capable  of 
acting  as  teratogens  if  in  sufficient  quantity 
and  if  exposure  takes  place  at  the  right  time. 


Giving  new  drugs  to  pregnant  women  is  a 
dangerous  procedure.  No  drug  should  ever  be 
prescribed  during  pregnancy  without  care- 
fully weighing  the  necessity  of  using  it  against 
the  possibility  of  causing  terrible  damage  to 
the  fetus. 
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Myocardial  Degeneration  in  Myasthenia  Gravis. 
Dale  Groom,  M.  D.,  and  Edward  E.  McKee,  M.  D. 
(Charleston)  Sou  Med  J 57:708-710,  June  1964. 

A case  of  myasthenia  gravis  is  described  in  which, 
paralleling  neurologic  manifestations  of  the  disease, 
there  was  progressive  cardiac  impairment  culminating 
in  congestive  failure  and  death.  The  electrocardiogram 
disclosed  changes  consistent  with  those  seen  in  de- 
pletion of  intracellular  potassium.  The  unusual  find- 
ing at  autopsy  was  that  of  extreme  fatty  infiltration 
and  degeneration  of  the  myocardium  sufficient  to  ac- 
count for  the  observed  congestive  cardiac  failure. 


Scintillation  scanning  of  kidneys:  A pitfall  of  inter- 
pretation in  renal  insufficiency.  Maria  G.  Buse,  Dyrc 
F.  Sibrans,  John  Buse.  (Charleston)  Ann  Intern  Med 
60:857-865,  May  1964. 

Renal  scans  were  performed  on  four  patients  with 
uremia  50  minutes  after  the  injection  of  150  micro- 
curies  of  chlormerodrin-Hg203.  In  all  patients  the 
right  kidney  was  obscured  by  the  increased  radio- 
activity in  the  liver.  In  the  first  such  patient,  the  scan 
was  initially  interpreted  as  possible  right  renal  hyper- 
trophy. After  the  return  of  normal  renal  function  in 
one  uremic  patient,  two  normal  size  kidneys  were 
visualized  on  rescanning.  Scanning  24  hours  after  the 
injection  of  the  labeled  chlormerodrin-Hg203  does  not 
improve  the  resolution  of  the  renal  scan  in  uremic 
patients.  The  rate  of  disappearance  of  chlormerodrin- 
Hg203  from  the  blood  is  slower  in  uremic  patients 


than  in  normals.  The  increased  radioactivity  in  the 
liver  of  uremic  patients  is  a result  of  decreased  renal 
uptake  and  excretion  of  Hg203.  The  subsequent  in- 
creased blood  levels  of  Hg203  result  in  increased  up- 
take of  radioactivity  by  the  liver.  Renal  scans  per- 
formed with  chlormerodrin-Hg203  in  uremic  patients 
should  be  interpreted  with  caution,  especially  with 
respect  to  the  size  of  the  right  kidney.  The  visualiza- 
tion of  the  liver  on  a renal  scan  suggests  the  presence 
of  renal  failure. 


Calcium  regimen  in  allergy — A.  R.  Bernheim  ( 1009 
Park  Ave.,  New  York).  Ann  Allergy  22:449-459 
(Sept.)  1964. 

Thirty  patients  with  long-standing  allergy  were 
selected  for  treatment  with  calcium  plus  measures  to 
aid  calcium  absorption.  In  eight  of  these,  calcium 
had  previously  been  given  without  avail.  The  proper 
administration  of  calcium,  however,  given  in  inter- 
digestive periods  plus  vitamin  D and,  when  necessary, 
with  the  addition  of  hydrochloride  acid  or  lactose,  or 
both,  resulted  in  the  improvement  in  the  patients’ 
condition.  The  symptoms  were  relieved  in  80%  of 
the  patients  over  a follow-up  period  of  from  2 to  5 
years.  One  patient  with  severe  eczema,  hayfever  and 
asthma  was  chosen  for  a 75-day  calcium  balance 
study  in  order  to  note  the  effect  of  the  substances 
used.  There  was  an  increase  in  urinary  calcium  in  this 
patient,  and  the  symptoms  completely  disappeared 
for  the  first  time. 
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The  treatment  of  idiopathic  thrombocyto- 
penic purpura  is  difficult  to  assess  in 
v iew  of  the  relatively  high  incidence  of 
spontaneous  remission  as  well  as  the  pro- 
pensity for  relapses,  but  since  Kaznelson’s’ 
paper  in  1916,  splenectomy  has  been  a very 
important  form  of  therapy.  With  the  advent 
of  the  steroids,  another  tool  was  added  to  the 
armamentarium  which  has  markedly  reduced 
the  incidence  of  necessary  splenectomies. 
However,  when  splenectomy  has  been  indi- 
cated, preoperative  management  has  been 
made  much  more  simple  by  the  use  of  these 
agents. 

Unfortunately,  either  alone  or  in  combina- 
tion, the  above  forms  of  therapy  have  not 
yielded  uniformly  good  results.  Meyers,'' 
Scharfman, 1 and  Carpenter4  have  reported 
from  80  percent  to  85  percent  complete  re- 
missions following  splenectomy  in  the  chronic 
tvpe  of  idiopathic  thrombocytopenic  purpura 
and  a smaller  incidence  of  sustained  response 
after  steroids.  Improved  response  to  steroids 
after  splenectomy  as  compared  to  the  response 
prior  to  operation  has  also  been  reported  by 
Bunting,  et  aV' 

The  present  case  illustrates  the  problems 
inherent  in  a small  proportion  of  patients  with 
this  disease  who  do  not  respond  to  routine 
measures. 

Mrs.  J.O.S.,  a 49  year  old,  married,  mother  of  four 
children  was  first  seen  by  me  on  June  7,  1960,  at 
which  time  she  gave  the  history  of  having  noted  on 
April  15,  1960,  the  sudden  onset  of  multiple  spon- 
taneous ecchymoses  over  her  entire  body,  mainly  on 
the  legs  and  arms.  She  saw  her  local  physician  for 
this  and  was  treated  with  Rutin  with  no  improvement. 
She  denied  any  associated  bleeding  from  the  gums, 
nose,  vagina  or  gastro-intestinal  tract.  She  had  been 
taking  excessive  numbers  of  tablets  of  BC’s,  aspirin 
and  Anacin  because  of  a long  history  of  headaches. 

She  was  an  obese  woman  weighing  195  pounds, 
with  a blood  pressure  of  120  /80  mm  Hg.  There  were 
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many  ecchymoses  over  the  entire  body  but  particu- 
larly over  the  legs  and  the  dorsal  aspect  of  the  left 
arm.  The  liver,  spleen  and  kidneys  were  not  palpable. 
The  remainder  of  the  physical  examination  was  with- 
in normal  limits. 

At  that  time  her  red  count  was  4.54  million  with 
12.5  grams  of  hemoglobin  and  the  white  count  7,200 
witli  a normal  differential.  The  platelet  count  was 
only  42,000  and  the  bleeding  time  greater  than  18 
minutes  with  a normal  clotting  time. 

It  was  felt  that  this  lady  might  be  suffering  from  a 
toxic  form  of  thrombocytopenia  and  she  was  taken 
off  all  medications.  However,  with  the  cessation  of  her 
medications  there  was  no  improvement  in  her  bleeding 
tendency  and  the  platelet  count  gradually  fell  to  a low 
of  18,000.  Because  of  this,  bone  marrow  aspiration 
was  done  and  showed  the  typical  findings  of  idio- 
pathic thrombocytopenic  purpura  characterized  by  an 
increased  number  of  megakarocytes,  none  of  which 
was  producing  platelets.  On  June  22,  she  was  started 
on  Meticorten  and  was  followed  for  three  months  on 
this  medication.  During  this  time  she  continued  to 
have  excessive  bleeding  and  no  rise  in  the  platelet 
count.  The  hemoglobin,  red  count,  white  count  and 
differential  however  remained  normal. 

On  October  1,  1960,  a splenectomy  was  performed 
and  accessory  spleens  searched  for  and  none  found. 
By  the  sixth  post-operative  day  the  platelet  count  had 
risen  to  160,000  and  by  October  20,  1960,  had  risen 
to  its  peak  at  278,000.  All  of  her  bleeding  manifesta- 
tions had  cleared  by  that  time  and  the  bleeding  time 
as  well  as  the  Rumpel-Leede  test  were  both  normal. 
However,  five  weeks  later,  on  November  3,  1960,  she 
returned  with  a complaint  of  widespread  petechial 
eruption  with  many  ecchymoses  primarily  located  on 
the  forearms  but  also  across  the  abdomen.  The  only 
change  in  her  medications  was  to  start  taking  some 
Empirin  No.  3 for  her  headaches.  Once  again  the 
Rumpel-Leede  test  was  positive  and  the  platelet  count 
had  fallen  to  50,000.  Because  of  this  she  was  put 
back  on  Meticorten  in  a dose  of  40  mg  a day,  then 
20  mg  a day  and  on  this  improved,  with  clearing  of 
the  petechiae.  However,  when  the  dose  of  steroids 
was  reduced  still  further  she  had  a recurrence  of  her 
ecchymoses  and  had  to  return  to  large  doses.  After 
another  month  however  even  this  was  of  no  value  in 
controlling  her  bleeding  tendencies  and  her  platelet 
count  had  fallen  to  10,000. 

Because  of  the  progressive  downhill  course  with 
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increasing  bleeding,  it  was  felt  that  we  had  to  con- 
sider the  possibility  of  an  accessory  spleen,  so  she  was 
given  Thorotrast  intravenously  on  three  successive 
days  and  then  films  of  her  abdomen  as  well  as  her 
chest  were  taken.  This  unfortunately  did  not  show 
any  evidence  of  an  accessory  spleen.  Her  bleeding 
manifestations  slowly  progressed  in  severity  and  she 
began  to  have  a good  deal  of  bleeding  in  her  mouth 
with  huge  blood  blisters  forming  there.  She  was 
therefore  started  on  massive  doses  of  steroids,  100  mg 
a day,  to  see  if  any  further  improvement  could  be  ob- 
tained. This  produced  only  equivocal  results  and  was 
discontinued  after  ten  days.  On  September  20,  1961, 
she  was  admitted  to  the  Roper  Hospital  at  which 
time  a platelet  transfusion  was  given  but  this  was 
not  successful  in  producing  any  observable  rise  in 
her  platelet  count  or  any  control  over  the  gross 
hematuria  which  had  developed  just  prior  to  her  ad- 
mission. In  view  of  this  complete  lack  of  response,  she 
was  sent  to  the  Mayo  Clinic  in  October  of  1961  for 
further  evaluation  and  there  developed  a severe 
epistaxis  which  required  almost  an  entire  week  to  con- 
trol. She  was  treated  intensively  with  intravenous 
ACTH  after  a myriad  of  studies  had  been  done  and 
found  negative.  At  that  time  the  bone  marrow  aspira- 
tion showed  a cellular  marrow  with  abundant  mega- 
karocytes.  It  was  recommended  that  the  patient  be 
continued  on  intravenous  ACTH  since  there  seemed 
to  be  some  improvement  with  this  form  of  medication, 
but  this  too,  was  of  no  value  over  a prolonged  period 
of  time.  During  this  time  her  hemoglobin  slowly  be- 
gan to  fall  because  of  the  rather  profuse  bleeding 
which  she  was  developing  and  this  could  only  be 
partially  controlled  with  the  use  of  oral  iron. 

In  January  of  1962  because  of  a marked  increase 
in  the  amount  of  her  bleeding,  particularly  in  the  sub- 
cutaneous tissues  of  her  legs,  she  was  put  in  the  hos- 
pital for  two  weeks  for  intravenous  ACTH  therapy 
and  once  again  had  some  control  of  this  bleeding 
tendency.  It  was  difficult  to  be  sure  whether  or  not 
this  was  due  to  the  bed  rest  and  elevation  of  the  in- 
volved extremities  or  from  the  intravenous  ACTH. 
She  next  complained  of  a peculiar  numb  feeling  in 
her  left  leg  and  the  sensation  that  her  left  knee  was 
buckling  under  her. 

In  February’  of  1962  on  questioning,  she  also  ad- 
mitted to  some  numbness  in  the  right  middle  finger 
and  at  that  time  was  noted  to  have  a reticulocyte 
count  of  4.4%.  This  raised  the  interesting  possibility 
as  to  whether  she  might  be  having  an  atypical  form 
of  thrombotic  thrombocytopenic  purpura,  but  there 
was  little  else  to  support  this. 

In  the  early  part  of  April,  1962,  she  began  to  have 
unexplained  episodes  of  fainting  associated  with  some 
increasing  headache  and  questionable  difficulty  in 
focusing  her  eyes.  At  that  time  again  physical  ex- 
amination revealed  an  extremely  obese  female  with 
a blood  pressure  of  110/60.  There  were  a tremendous 
number  of  petechiae  and  ecchymoses  over  her  entire 


body.  The  eyes,  ears,  nose  and  throat  however  were 
not  remarkable  except  for  the  petechiae.  The  heart 
and  lungs  were  clear  to  percussion  and  auscultation. 
Neurological  examination  did  not  reveal  any  ab- 
normality. 

At  this  time  her  red  count  was  5.01  million  with 
11.3  grams  of  hemoglobin,  the  white  count  9,800,  the 
platelet  count  was  32,000  and  the  reticulocyte  count 
1.9%.  With  still  absolutely  no  response  to  any  of  the 
various  therapeutic  regimens  she  had  been  put  on,  it 
was  decided  to  start  her  on  6-mercaptopurine  on  the 
basis  of  the  use  of  anti-metabolites  in  auto  immune 
diseases.  She  was  kept  on  a dose  of  50  mg  three  times 
a day  and  symptomatically  did  better  although  there 
was  no  appreciable  change  in  her  platelet  count  which 
remained  from  20,000  to  25,000.  She  remained  on 
the  6-mercaptopurine  for  a total  of  eight  weeks  but 
this  was  discontinued  on  June  22,  1963,  because  of  no 
observable  improvements.  When  next  checked  the  pa- 
tient did  feel  that  her  petechiae  and  ecchymoses  were 
more  pronounced  but  this  was  purely  a subjective 
evaluation. 

On  July  25,  1963,  she  was  readmitted  to  the  hos- 
pital because  of  the  sudden  onset  of  a severe  head- 
ache associated  with  nausea  and  vomiting.  The  family 
stated  that  the  vomitus  contained  coffee  ground 
material.  On  examination  she  was  found  to  have  once 
again  extensive  purpura,  was  mentally  obtunded,  and 
complained  of  severe  occipital  headaches.  The  fundi 
were  negative  and  the  neck  was  not  stiff.  There  were 
no  localized  neurological  signs  on  admission  and  the 
reflexes  were  normal.  Her  red  count  on  admission 
was  3.8  million  with  11.7  grams  of  hemoglobin  and 
the  white  count  12,000.  The  platelet  count  was 
14,000.  Soon  after  her  admission  to  the  hospital  she 
became  increasingly  comatose,  with  dilated  pupils. 
Twelve  hours  after  admission  she  developed  a large 
hemorrhage  under  the  right  disc  as  well  as  bilateral 
Babinski’s  signs.  She  expired  quietly  15  hours  after 
admission  without  regaining  consciousness. 

A post  mortem  examination  was  done  on  the  day 
of  death  and  no  accessory  spleen  was  found  despite 
an  intensive  search.  There  were  approximately  1500 
ml  of  coffee  ground  material  in  the  stomach.  On 
sectioning  of  the  cerebral  hemispheres  there  was  a 
large  hemorrhagic  and  necrotic  spot  at  the  area  of  the 
central  sulcus.  The  brain  stem  and  cerebellum  showed 
no  gross  abnormality.  Histological  sections  confirmed 
the  above  and  showed  no  evidence  of  thrombotic 
thrombocytopenic  puqiura. 

Discussion 

Although  this  progressive  unrelenting  form 
of  the  disease  is  not  common,  when  it  does 
occur  it  presents  a difficult  problem  in  man- 
agement. The  first  possibility  entertained  to 
explain  the  lack  of  sustained  response  in  this 
patient  was  the  presence  of  an  accessory 
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spleen.  In  view  of  her  critical  situation,  it  was 
felt  justified  to  use  Thorotrast  (thorium  di- 
oxide sol.)  in  the  hopes  of  outlining  an  ac- 
cessory spleen  as  reported  by  Loeb,  et  al 
This  was  done  despite  the  well  reported  car- 
cinogenic effects  of  Thorotrast,  for  her  best 
hope  of  remission  lay  in  finding  an  accessory 
spleen.7’ 8’ 0 

M assive  doses  of  Meticorten,  100  mg  a day, 
were  next  tried  for  ten  days  but  were  then  dis- 
continued due  to  lack  of  improvement  as  well 
as  the  potential  toxic  side  effects.  There  was 
not  only  no  change  in  the  platelet  count  with 
this  regimen  but  no  change  in  the  hemorrhagic 
manifestations  either. 

Finally,  anti-metabolites  were  tried  in  view 
of  the  work  of  Dameshek10  on  human  auto- 
immune disease.  After  eight  weeks  of  therapy 
no  response  either  objective  or  subjective  was 


seen  and  this  treatment  was  discontinued.  No 
toxic  side  effects  relative  to  the  6-mercapto- 
purine  were  noted. 

Her  terminal  event  was  a massive  intra- 
cerebral hemorrhage  27  months  after  the  onset 
of  symptoms.  Her  post  mortem  examination 
did  not  reveal  any  evidence  of  a primary 
cause  for  her  thrombocytopenia  nor  any 
changes  to  suggest  the  diagnosis  of  throm- 
botic thrombocytopenic  purpura. 

Summary 

A patient  with  refractory  idiopathic 
thrombocytopenic  purpura  is  presented.  Splen- 
ectomy, the  diagnostic  use  of  Thorotrast,  and 
the  therapeutic  use  of  massive  doses  of 
steroids  and  antimetabolites  were  used  with- 
out success  in  controlling  the  thrombocyto- 
penia or  the  bleeding. 
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Maternal  mortality  has  proved  to  be  the 
most  significant  indicator  of  the  ade- 
quacy of  maternity  care.  Statistical 
analyses  of  maternal  mortality  indicate  the 
most  frequent  factors  involved  and  point  to 
the  areas  of  maternity  care  that  warrant 
special  attention. 

This  analysis  was  undertaken  through  the 
South  Carolina  Medical  Association’s  Mater- 
nal Health  Committee.  Data  reported  were 
obtained  through  the  Committee’s  standard 
form  for  reporting  maternal  deaths  and,  with 
the  help  of  the  State  Hoard  of  Health,  from 
the  maternal  death  certificates.  The  definition 
of  maternal  death  which  was  used  is  that 
adopted  bv  the  Committee  on  Maternal  and 
Child  Care  of  the  Council  on  Medical  Service 
of  the  American  Medical  Association;  that  is, 
“the  death  of  any  woman  dying  of  any  cause 
whatsoever  while  pregnant  or  within  ninety 
days  of  the  termination  of  pregnancy,  irre- 
spective of  the  duration  of  the  pregnancy  at 
the  time  of  the  termination  or  the  method  by 
which  it  was  terminated.”  When  several  fac- 
tors were  said  to  have  contributed  to  death, 
the  primary  cause  of  death  is  listed  according 
to  which  of  these  was,  in  our  opinion,  most 
significant.  It  is  well  recognized  that  occa- 
sional errors  in  assignment  may  have  been 
made  because  of  the  problems  inherent  in 
such  a retrospective  review. 

During  the  year  1962  there  was  58,144  live 
births  and  42  maternal  deaths.  By  comparison, 
in  1961  there  were  59,930  live  births  and 
40  maternal  deaths:  in  1960,  59,702  live 
births  and  42  maternal  deaths.  Of  the  total  in 
1962,  34,180  were  white  and  23,964  non-white. 
The  maternal  deaths  are  listed  in  Table  1 ac- 
cording to  race  and  legitimacy. 


TABLE  I 

Race  No.  Legit.  Illegit.  Unknown 

Negro  36  20  7 9 

White  6 6 0 0 

The  overall  rate  or  incidence  of  maternal 
death  per  10,000  live  births  was  7.2  as  com- 
pared to  6.8  in  1961  and  7.3  in  1960.  This  gives 
an  incidence  of  one  maternal  death  in  every 
1,389  live  births.  Of  the  total  white,  there  was 
one  maternal  death  in  every  5,555  live  births, 
and  of  the  non-white,  one  death  in  every  667 
births. 

Table  II  shows  the  age  and  parity  distribu- 


tion: 

TABLE  II 

Negro 

White 

Age 

15-41 

23-41 

Avg. 

27.4 

31.7 

Primi. 

7 

1 

Secund. 

3 

0 

Multip. 

21 

3 

Unknown 

5 

2 

In  Table  III  are  listed  the  primary  causes 
of  maternal  death  and  the  incidence  of 


autopsies: 

TABLE  III 

Negro 

Toxemia  9 

White 

0 

Autopsy 

2 

Hemorrhage 

7 

2 

0 

Sepsis 

5 

2 

3 

Cerebral  vascular 

5 

0 

1 

Renal  failure 

3 

0 

0 

Pulmonary  embolus 

2 

1 

1 

Coronary  occlusion 

1 

1 

0 

Cardiac  arrest,  operative 

1 

0 

0 

Air  embolus 

1 

0 

1 

Amniotic  fluid  embolus 

1 

0 

0 

Rheumatic  heart  disease 

1 

0 

0 

Toxemia  was  recorded  as  the  primary  cause 
of  death  in  nine  cases.  Five  of  these  patients 
died  in  acute  pulmonary  edema.  By  compari- 
son toxemia  was  known  to  be  present  in  19  of 
the  patients. 


TABLE  IV 


Eclampsia 

Negro 

7 

White 

0 

Pre-eclampsia 

9 

0 

HVD 

3 

0 

Unknown 

10 

2 

No  toxemia 

7 

4 
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The  nine  deaths  attributable  to  hemorrhage 
deserve  further  analysis.  A breakdown  of  the 
causes  of  hemorrhage  is  shown  in  Table  V: 


Postpartum  uterine  atony  5 

Ruptured  uterus  2 

Abruptio  placentae  1 

Carcinoma  of  the  uterus  1 


Two  of  the  cases  of  uterine  atony  were 
associated  with  hypofibrinogenemia.  One 
case  of  ruptured  uterus  occurred  after  four 
and  one-half  hours  of  labor  in  a patient  with 
three  previous  cesarean  sections.  The  other 
followed  a breech  delivery  of  an  anencephalic 
fetus  in  a 38  year  old  gravida  7.  The  death 
due  to  abruptio  placentae  occurred  before  the 
patient  could  be  brought  to  a hospital.  The 
uterine  carcinoma  was  found  at  hysterectomy 
for  what  was  thought  to  be  a ruptured  uterus. 

The  deaths  due  to  sepsis  included  two  in- 
fected abortions.  One  patient  died  of  septi- 
cemia seven  days  after  delivery  and  at  autopsy 
was  found  to  have  peritonitis  with  a ruptured 
uterus  and  a large  hematoma.  Another  de- 
veloped intestinal  obstruction  and  peritonitis 
following  a neglected  ruptured  tubal  preg- 
nancy. Two  patients,  one  a diabetic,  developed 
septicemia  following  severe  amnionitis  and 
endometritis.  The  last  patient  in  this  group 
died  of  pneumonia  29  days  after  cesarean 
section  and  following  a very  stormy  post-op- 
erative course. 

Of  the  patients  with  renal  failure,  two  had 
severe  toxemia  and  the  third  had  a prolonged 
episode  of  hemorrhagic  shock.  All  five  pa- 
tients with  cerebrovascular  deaths  were  known 
to  have  toxemia. 

Table  VI  shows  the  outcome  of  the  preg- 
nancy: 


TABLE  VI 

Negro  White 

Delivered  27  4 

Not  delivered  6 1 

Abortion  2 1 

Ectopic  1 0 


Information  was  available  regarding  the  in- 
fants in  28  of  these  delivered  patients.  There 
were  17  living  infants  delivered  and  11  were 
stillborn.  Three  of  these  living  infants  died 
within  a few  hours. 

In  Table  VII  is  an  analysis  of  the  time  of 
death  in  relation  to  labor: 


MATERNAL  MORTALITY 

TABLE  VII 


Antepartum  6 

Intrapartum  2 

Postpartum  30 

Abortion  3 

Ectopic  1 


The  discrepancy  between  the  30  postpartum 
deaths  and  the  31  delivered  pregnancies  is 
due  to  one  post-mortem  cesarean  section 
which  produced  a liv  ing  infant. 

There  was  a striking  paucity  of  prenatal  care 
in  these  42  patients  who  died,  as  can  be  seen 
from  Table  VIII: 

TABLE  VIII 

Prenatal  V Nits 

6 or 

0 1-2  3-5  more  unknown 

Negro  19  2 6 2 7 

White  10  12  2 

Also  of  note  is  the  fact  that  of  the  16  pa- 
tients with  toxemia  for  whom  data  is  available 
and  of  whom  eight  died  as  a direct  result  of 
their  toxemia,  only  five  had  any  prenatal  care 
at  all. 

On  the  basis  of  the  information  at  hand,  an 
attempt  was  made  to  determine  which  of 
these  maternal  deaths  were  preventable.  This 
is  summarized  in  Table  IX: 

TABLE  IX 

Preventable  19 

Not  preventable  23 

It  must  be  stressed  that  this  assignment  of  pre- 
ventability  was  based  on  ideal  circumstances, 
whereas  it  is  realized  that  in  many  situations 
the  physician  was  laboring  under  severe 
handicaps.  Thus,  those  cases  of  death  due  to 
toxemia  in  patients  who  had  no  prenatal  care 
were  judged  to  be  preventable  in  that  ade- 
quate care  should  have  precluded  the  develop- 
ment of  severe  toxemia.  Also,  the  majority  of 
hemorrhagic  deaths  were  judged  preventable 
in  that  ideally  blood  should  have  been  more 
readily  available. 

South  Carolina  retains  its  unenviable  posi- 
tion as  a national  leader  in  maternal  deaths.  In 
1962  only  two  states  ranked  lower.  Our  rate 
of  7.2  maternal  deaths  per  10,000  live  births 
compares  very  unfavorably  with  the  national 
rate  of  3.5  per  10,000.  In  the  past  this  has 
been  glibly  attributed  to  the  large  number  of 
pregnancies  in  indigent  and  Negro  mothers 
and  the  preponderance  of  their  deliveries 
occurring  in  the  home  and  attended  by  mid- 
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wives.  However,  in  this  group  of  42  maternal 
deaths,  there  were  onlv  two  deliveries  not  at- 
tended by  a physician.  These  occurred  in  the 
home  with  no  trained  personnel  present,  and 
both  patients  died  apparently  of  hemorrhage. 
In  no  case  was  a midwife  involved.  Thirty- 
seven  of  the  deaths  occurred  in  hospitals  and 
the  remaining  three  occurred  at  variable  inter- 
vals postpartum,  following  hospital  delivery 
and  discharge. 


During  the  past  few  decades  there  has  been, 
nationally  as  well  as  locally,  a marked  decrease 
in  maternal  morbidity  and  mortality,  due  pri- 
marily to  better  prenatal  care,  the  avail- 
ability of  blood,  and  the  development  of 
antibiotics.  Nonetheless,  the  three  entities  to- 
ward which  these  efforts  are  directed — that  is, 
toxemia,  hemorrhage,  and  sepsis — persist  as 
the  leading  causes  of  maternal  death  in  South 
Carolina. 


Developmental  patterns  of  coronary  and  aortic 
atherosclerosis  in  young  Negroes  of  Haiti  and  the 
United  States,  by  Dale  Groom,  E.  E.  McKee,  W.  Y. 
Adkins,  V.  Pean  and  E.  Hudicourt.  Ann  Intern  Med 
61:900-913,  Nov.  1964. 

Hearts  and  aortas  from  177  routine  autopsies  of 
Haitian  and  American  Negroes  below  30  were  ex- 
amined by  the  same  pathologist,  their  individual  age, 
sex,  and  country  of  origin  unknown  to  him.  Gross 
grading  of  degrees  of  atheromatous  involvement  dis- 
closed that  the  previously  observed  greater  incidence 
and  severity  of  coronary  artery  atherosclerosis  among 
adults  of  the  U.  S.  as  compared  to  the  Haitian  does 
extend  down  in  age  at  least  to  adolescence.  Yet 
grades  of  the  aortas  of  the  same  subjects  showed 
little  or  no  quantitative  difference  between  these 
genetically  similar  populations. 

Microscopic  studies  of  the  coronary  vessels  revealed 
a general  progression  with  age  of  proliferative  thick- 


ening of  the  intima,  fraying  and  fragmentation  of  the 
elastica  interna  beginning  in  early  childhood.  These 
microscopic  changes  showed  a similar  difference  in  de- 
gree between  subjects  of  the  primitive  and  of  the 
American  civilization,  paralleling  remarkably  the  gross 
findings  in  the  adults.  Their  significance  remains  un- 
certain, but  if  they  do  represent  early,  nonlipid  phases 
of  atherogenesis,  confirmation  of  such  a population 
dissimilarity  should  direct  investigative  interest  to- 
ward the  early  years  of  life. 

This  apparent  predisposition  of  the  American  group 
to  coronary  but  not  to  aortic  atherosclerosis  suggests 
the  importance  of  factors  other  than  dietary  fats  in 
the  etiology  of  coronary  heart  disease.  Observed 
differences  both  among  individuals  and  contrasting 
civilizations  in  the  selective  involvement  of  the  diverse 
vascular  beds  of  the  body  may  afford  a promising 
clue. 


The  Goddess  Tiazolteotl 


Courtesy  of  the  National  (iallery  of  Art. 
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J.  W.  JERVEY,  JR.,  M.  D. 

Greenville,  South  Carolina 


It  may  come  as  a shock  that  an  ophthalmolo- 
gist is  recommending  the  treatment  of 
eyes  by  the  general  practitioner.  Well, 
here  we  go! 

While  the  eye  is  in  a measure  the  most 
delicate  and  highly  responsive  organ  of  special 
sense,  it  is,  on  the  other  hand,  an  amazingly 
tough  member  of  the  human  body.  Here  it 
will  be  pointed  out  that  there  are  various  con- 
ditions, involving  the  eye,  that  can  well  be 
managed  by  the  general  practitioner  who  has 
just  a little  interest  in  this  area. 

Injuries  to  the  eye  quite  naturally  are  looked 
upon  with  grave  concern  by  the  patient  and 
his  family.  This  spreads  to  the  family  physi- 
cian, and  indeed  in  many  instances  even  to 
the  ophthalmologist;  and  small  wonder,  since 
it  is  almost  invariably  the  rule  that  the  injured 
one  would  prefer  to  lose  any  other  sense  than 
that  of  vision.  Yet  this  concern  can  be  held  to 
a minimum,  and  the  case  handled  by  the  gen- 
eral practitioner  if  a few  simple  truths  are  re- 
membered. 

To  begin  with,  the  eye  is  a very  difficult 
organ  to  infect.  This  is  due  in  part  to  the  high 
prophylactic  quality  of  the  tears  which  God 
in  His  wisdom  has  provided,  and  accounts  for 
many  near  miracles  which  all  have  observed 
in  the  healing  of  an  eye  following  what  would 
appear  to  be  an  injury  which  would  result  in 
certain  loss.  However,  once  the  eye  tissues  do 
become  infected  it  is  quite  likely  to  become  a 
serious  matter  so  far  as  vision  is  concerned. 
This  of  course  tends  to  make  one  wary  of 
undertaking  treatment  in  the  first  place.  Rut 
this  need  not  be  so. 

Let  us  take  for  example  the  matter  of  the 
removal  of  simple  foreign  bodies  from  the  eye. 
The  foreign  particle  may  be  seen  on  the  tarsal 


surface  of  the  everted  lid  and  can  be  easily 
removed  in  almost  any  manner  you  choose, 
preferably  with  a moist  cotton  swab.  Or  the 
foreign  body  may  be  stuck  on  the  cornea,  in 
which  case  it  is  usually  thought  by  the  patient 
to  be  beneath  the  upper  lid.  Here  again  gentle 
efforts  with  moist  swab  or  sterile  hypodermic 
needle  may  safely  be  made.  Not  infrequently 
the  particle  itself  is  easily  removed  but  leaves 
a ring,  partial  or  complete,  of  stained  material 
in  the  tissues.  This  may  be  so  slight  as  to  be 
undiscernable  except  under  magnification. 
While  it  is  preferable  that  all  this  be  removed, 
generally  it  will  work  itself  out  in  a few  days 
anyway,  and  if  prophylactic  treatment  ( some- 
thing like  Gantrisin®  or  Neo-sporin®  drops)  is 
prescribed  there  is  little  probability  of  severe 
infection.  If  the  patient  does  not  do  well  in 
24  hours  it  is  likely  that  all  the  foreign 
material  has  not  been  removed,  and  it  may  be 
best  to  refer  the  case  to  an  ophthalmologist.  I 
have  frequently,  and  on  purpose,  left  such 
material  in  the  cornea  rather  than  curette  too 
deeply,  and  I have  yet  to  see  a resultant  cor- 
neal ulcer.  Vegetable  foreign  bodies  and  in- 
juries are  much  more  likely  to  give  trouble 
than  metallic  ones.  Preventive  medication  is 
always  used,  and  almost  always  after  a few 
days  the  residual  objectionable  matter  can  be 
easily  lifted  out  en  masse.  Drops  are  used  every 
2 hours;  hot  applications  (clean  wash  cloth 
and  tap  water  for  20  to  30  minutes ) as  often  as 
desired  are  very  comforting;  the  eye  may  be 
left  open  or  patched,  whichever  is  more 
comfortable,  although  I prefer  to  leave  them 
open.  Kaufman  and  co-workers  have  recently 
shown  that  there  is  presumptive  evidence  that 
closure  of  the  eyes  (rabbits)  appears  to  de- 
crease the  concentration  of  enzymes  required 
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for  oxidative  metabolism  and  to  cause  a mod- 
est delay  in  corneal  repair.  DNA  synthesis 
was  shown  by  these  authors  to  be  consider- 
ably inhibited  by  the  anoxia  of  lid  closure  as 
compared  with  controls.  Dark  glasses,  (any 
cheap  variety),  are  most  acceptable.  Do  not 
prescribe  local  anesthetics  for  prevention  of 
pain.  Any  local  anesthetic,  no  matter  what  the 
variety,  will  slow  down  the  processes  of  re- 
pair, and  after  a few  applications  the  pain  will 
actually  be  increased.  On  several  occasions  it 
has  been  found  that  simple  omission  of  a pre- 
scribed anesthetic  agent  has  been  all  that  is 
necessary  to  bring  comfort  to  an  abraded  cor- 
nea. Do  not  fail  to  consider  the  beneficial 
effects  of  so  simple  and  cheap  a medicine  as 
aspirin  taken  at  frequent  intervals  with  the  pa- 
tient at  rest.  It  is  good  for  the  inflammation 
itself  and  is  an  excellent  anodyne. 

If  there  is  an  injury  involving  the  lid  margin, 
or  if  there  is  the  possibility  of  a penetrating 
wound  of  the  globe,  or  an  intra-ocular  foreign 
body,  or  if  there  is  loss  of  the  fundus  reflex, 
the  case  might  well  be  referred  to  someone  of 
greater  experience. 

Ordinary  acute  conjunctivitis  is  usually 
readily  distinguished  from  acute  iritis  or  acute 
glaucoma.  It  yields  quickly  to  local  medica- 
tion (steroids  are  not  necessary  or  even  de- 
sirable) and  is  not  painful,  whereas  in  acute 
iritis  there  is  pain  and  photophobia,  and  in 
acute  glaucoma  there  is  usually  extreme  pain 
often  with  nausea  and  vomiting  and  there  is 
diminution  of  vision. 

Allergic  conjunctivitis  may  be  a little  con- 
fusing, but  is  almost  always  accompanied  by 
itching.  Here  is  one  place  where  the  local  use 
of  steroids  is  invaluable.  In  spite  of  all  the 
warnings  about  the  use  of  steroids,  they  are 
not  as  dangerous  as  might  appear  provided  a 
patient  who  is  not  at  once  relieved  is  properly 


referred.  The  only  dangers  are  their  use  in 
dendritic  keratitis  (but  this  patient  will  be 
referred  because  he  is  not  quickly  cured)  and 
in  their  prolonged  local  use  which  can  result 
in  increased  intra-ocular  tension.  However 
this  tension  is  rapidly  relieved  on  discon- 
tinuance of  the  therapy. 

Lid  lesions  are  easily  recognized  as  a rule 
and  present  problems  only  when  they  fail  to 
respond  to  treatment,  when  consultation  is 
desirable.  There  is  no  reason  why  any  physi- 
cian should  not  open  and  curette  a simple 
chalazion.  Styes  yield  readily  to  hot  com- 
presses and  local  antibiotic  (not  penicillin) 
ointments. 

With  a minimum  of  expense  and  with  very 
little  instruction  anyone  who  is  interested  can 
be  taught  the  elements  of  simple  refraction 
and  the  prescribing  of  glasses.  This  would  be 
an  enormous  service  to  many  who  do  not  have 
access  to  an  eye  physician.  By  the  simple 
method  of  trial  and  error  (with  a few  well 
placed  admonitions ) one  can  arrive  at  a rea- 
sonable and  comfortable  glass  for  anyone  in 
need  of  reading  help  or  better  vision  in  the 
absence  of  eye  disease.  It  is  quite  permissable 
to  suggest  to  anyone  that  he  might  try  “dime 
store”  glasses.  This  is  veiy  practical  advice  for 
improvement  of  vision  and  it  is  often  all  that 
is  necessary,  and  the  best  of  it  is  that  such 
trial  can  do  no  possible  harm  to  any  eye.  At 
the  same  time  it  is  important  to  point  out  that 
such  a procedure  resulting  in  better  vision  is 
in  no  way  connected  with  proper  eye  examina- 
tion for  the  prevention  and  cure  of  disease. 

The  history  of  ophthalmology  has  been  that 
of  a “gigantic  conflict  between  mystic  preju- 
dice and  practical  necessity.”  Let  us  get  away 
from  some  of  our  fears  about  so  tough  an 
organ  as  the  eye,  and  get  on  with  the  job  of 
doing  more  for  the  individual  patient. 
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POISONOUS  PLANTS  IN  SOUTH  CAROLINA.  1. 


J.  HAMPTON  HOCH,  D.Sc. 

School  of  Pharmacy , Medical  College  of  S.  C., 
Charleston,  S.  C. 


CA  ertain  plants  growing  in  South  Carolina 
^ can  harm  humans  by  contact  or  inges- 
tion. Some  of  these  are  native  species; 
others  have  been  introduced.  Sometimes  intro- 
duced plants  escape  from  cultivation  and  be- 
come established  as  wild-growing  plants.  Most 
exotic  species,  however,  occur  only  as  orna- 
mental or  specimen  plants  in  parks  and  gar- 
dens. 

The  potential  hazard  from  any  poisonous 
plant  is  influenced  by  its  accessibility  to  chil- 
dren or  others.  Home  gardens  include  some 
very  toxic  plants. 

Plants  which  are  capable  of  producing  dis- 
tressing symptoms,  pathology,  or  death  by  in- 
jury to  normal  body  processes,  when  eaten 
in  amounts  that  would  usually  be  consumed, 
are  commonly  called  “poisonous.”  A few 
species  exert  their  deleterious  effects  in- 


Cvcas  revoluta,  seed-bearing  cone  showing 
mature  fruit.* 


directly,  i.e.  by  way  of  milk  or  other  products 
from  animals  which  have  eaten  them. 

The  poisonous  plants  to  be  presented  in 

*From  EXOTICA  3 PICTORIAL  CYCLOPEDIA 
OF  EXOTIC  PLANTS  by  Alfred  Byrd  Graf. 
Rutherfort,  New  Jersey:  Roehrs  Company,  1963. 


A cycad,  Cycas  revoluta,  in  cultivation.** 


this  series  will  be  restricted  to  seed  plants — 
native,  naturalized,  or  cultivated  exotics — 
which  are  most  likely  to  injure  man.  Plants 
whose  parts  produce  mechanical  injury  will 
not  be  included,  even  though  they  can  be 
deleterious. 

The  sequence  of  presentation  will  follow  a 
botanical  classification  of  the  seed-bearing 
groups,  starting  with  the  gymnosperms. 

Cycads 

The  cycads  are  a group  of  dioecious  shrubs 
and  trees  belonging  to  Gijmnospennae.  These 
palm-like  plants  have  long  and  stiff  pinnate 
leaves  emerging  from  the  stem  or  trunk  in 
rosettes.  Some  of  them  are  cultivated  as  speci- 
men plants  in  parks  and  gardens. 

Most  species  of  cycads  contain  poisonous 
principles  in  their  roots,  leaves  and  seeds.  The 

**From  PLANT  CLASSIFICATION  by  Lyman 

Benson.  Boston:  D.  C.  Heath  and  Company, 

1957. 
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Ginkgo  hiloba,  tip  of  spur  shoot  with  mature 
foliage  leaves  and  ripening  seeds.* 


Crozier  Cycas  ( Cycas  circinalis  L. ) and  the 
“Sago  Palm  ’’(Cycas  revoluta  Thunb.)  may  be 
found  as  specimen  plantings.  A few  species 
of  Z amia  are  native  plants  in  Florida. 

The  seed  kernels  of  both  the  Cycas  species 
mentioned  contain  a toxic  glucoside,  cycasin. 
Adults  as  well  as  children  have  eaten  the 
fresh  “nuts”  of  these  plants  with  resultant 
gastrointestinal  irritation,  vomiting,  abdominal 
cramps,  and  bloody  diarrhea.  Vertigo,  stupor 
and  muscular  paralysis  from  the  lumbar  re- 

*From  COMPARATIVE  MORPHOLOGY  OF 
VASCULAR  PLANTS  by  Adriance  S.  Foster 
and  Ernest  M.  Gifford,  Jr.  San  Francisco:  W. 
H.  Freeman  and  Company,  1959. 


gion  downward  may  result.  Liver  damage 
produces  a yellowish  tinge  to  the  sclera.  The 
severity  of  the  symptoms  and  effects  depends 
on  the  amount  ingested. 

Clinical  and  laboratory  data  on  human 
poisonings  are  practically  nonexistent.  Animal 
experiments  have  demonstrated  the  liver 
damage  but  there  is  no  evidence  relating  the 
paralysis  to  specific  components  in  the  plants. 

Ginkgo 

The  Maidenhair  Tree,  Ginkgo  biloba  L.,  is 
often  called  a “living  fossil”  because  it  is  the 
only  surviving  representative  of  a group  of 
plants  which  flourished  back  in  the  Carboni- 
ferous era.  It  is  a dioecious  gymnosperm 
which  is  planted  as  a street  tree  or  an  orna- 
mental shade  tree.  Male  trees  are  used  more 
often  because  the  female  trees  develop  seeds 
which  are  surrounded  by  an  irritant  pulp  with 
a disagreeable  odor. 

The  pulp  or  “flesh”  contains  the  irritant  sub- 
stances called  bilobol  and  ginkgolic  acid. 
These  phenolic  compounds  are  very  similar 
to  the  irritants  found  in  the  cashew  family 
( Anacardiaceae ).  Mere  contact  with  the  pulp 
can  evoke  severe  dermatitis.  If  ingested  the 
alimentary  tract  irritation  is  like  that  from 
cantharidin  (corrosion  of  the  mouth,  tongue 
and  palate,  tenesmus,  diarrhea  and  bloody 
stools).  Gastric  lavage,  administration  of  de- 
mulcents, and  necessary  supportive  measures 
are  routine. 

(To  continue) 


Mercury  embolism  of  the  central  retinal  artery.  Val- 
lotton,  W.  W.  and  Stokes,  Hunter  R.  (Charleston). 
Amer  J Ophth  57:476-479  (Mar.)  1964). 

A case  report  is  reviewed  which  describes  an 
embolus  of  mercury  to  the  central  retinal  artery  in 
the  left  eye  as  a complication  of  cardiac  catheteriza- 
tion. X-ray  studies  revealed  mercury  to  be  present 
also  in  the  heart,  lungs,  skin,  kidneys  and  intestines. 
Vasodilator  agents,  as  well  as  attempts  to  lower  intra- 
ocular pressure  with  carbonic  anhydrase  inhibitors, 
were  used  but  the  patient  never  regained  vision  in 
the  left  eye.  A fundus  photograph,  shown  in  the 
article,  demonstrated  the  mercury  in  the  retinal 


arteriolar  tree.  Also  skull  x-ray  films  demonstrated  a 
mass  of  mercury  in  the  ophthalmic  artery. 

The  various  ways  in  which  the  central  retinal 
artery  may  become  occluded  ( spasm,  thrombosis, 
embolus ) were  mentioned  and  it  was  pointed  out 
that  actually  a true  embolus  to  the  central  retinal 
artery  is  rare  in  clinical  experience.  It  is  diagnosed 
much  more  often  than  it  occurs.  Reports  of  various 
causes  of  embolization  were  reviewed. 

The  pathophysiology  and  treatment,  as  unsuccessful 
as  it  usually  is,  of  embolization  were  discussed 
briefly. 
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As  we  visit  the  American  Medical  Association  meet- 
ings in  Los  Angeles,  San  Francisco,  Chicago,  meetings  of 
the  State  Presidents,  and  other  progressive  nationwide 
meetings,  we  discuss  with  the  representatives  of  the  various  states  their  headquarters.  In  prac- 
tically every  instance  they  have  a headquarters  building  of  their  own,  ranging  in  cost  from 
$75,000.00  to  over  a million  dollars.  In  the  case  of  every  one  that  we  talked  to,  the  head- 
quarters was  in  the  capital  city  of  the  state  and  the  exception  was  located  in  a city  that  was 
the  center  of  the  doctor  population  of  that  state. 


President’s  Page 

The  Blue  Cross-Blue  Shield  is  building  a million  dol- 
lar building  to  house  its  growing  organization.  The  state 
of  South  Carolina  is  building  a multi-million  dollar  build- 
ing for  the  State  Board  of  Health.  According  to  state  law, 
the  South  Carolina  Medical  Association  is  the  State 
Board  of  Health  and  the  South  Carolina  Medical  Asso- 
ciation is  at  least  the  God-father  of  Blue  Shield,  yet  the 
South  Carolina  Medical  Association  is  without  its  own 
headquarters  building. 


The  advantages  of  a centrally  located  State  Headquarters  for  our  State  Association  are  too 
many  to  be  discussed  in  this  “Page,”  but  will  be  brought  out  later.  At  this  time  let  me  ask  that 
you  inquire  among  your  friends  in  other  states  and  give  the  matter  your  consideration.  Our 
State  Association  represents  an  important  part  of  the  population  and  economy  of  South  Caro- 
lina and  we  should  have  a headquarters  building  in  keeping  with  the  responsibility  and  pres- 
tige we  deserve. 


Frank  C.  Owens,  M.  D. 

President,  S.  C.  Medical  Association 
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The  President’s  Proposal  for  the 
Postponement  of  Death 

Mr.  Johnson’s  Committee  for  the  Control 
of  Heart  Disease,  Cancer  and  Stroke,  condi- 
tions which  cause  70%  of  deaths  in  this  coun- 
try, hard  on  the  echo  of  the  President’s  an- 
nouncement has  made  available  a large  book- 
let of  114  pages  outlining  a “practical”  cam- 
paign for  conquest  of  these  our  major  diseases. 

The  paper  is  not  pink  but  the  contents  are. 
The  plan  involves  great  sums  of  Federal 
money  to  improve  education,  research,  treat- 
ment, and  construction  to  bolster  the  present 
establishments  of  the  already  powerful  and 
extensive  Veteran’s  Hospital  empire,  the  Pub- 
lic Health  Service  activity,  and  the  farflung 
workings  of  the  Department  of  Health,  Educa- 
tion, and  Welfare.  Since  all  of  these  are 
dubbed  inadequate,  it  is  proposed  to  construct 
and  operate  numerous  centers  for  study  and 
care  of  the  Three  Horsemen  of  today,  in 
short,  to  develop  an  enormous  Federal  pro- 
gram with  Federal  money,  Federal  control, 
Federal  absorbtion  of  much  of  our  already 
scanty  supply  of  physicians.  As  with  other 
Federal  programs,  this  would  undoubtedly 
find  the  fourth  Horseman  and  his  companions 
for  every  one  unhorsed,  and  in  time  would 
free  us  from  disease,  death,  and  the  demo- 
cratic life,  presumably  move  us  into  a social- 
istic, government-controlled  Utopia. 

The  scheme  is  grand,  the  prospects  vague. 
One  does  not  easily  buy  the  conquest  of  a 
disease  by  appropriating  large  sums  of  money 
or  by  monopolizing  the  field  under  Federal 
control.  There  are  innumerable  non-govern- 
mental projects  and  many  workers  who  could 
be  aided  with  Federal  funds,  and  actually 
have  been  in  the  past.  HEW  recently  had  so 
much  money  to  spend  on  research  that  it  had 
the  greatest  difficulty  in  finding  a sufficiency 
of  promising  projects  to  utilize  the  funds. 

Will  a gigantic  scheme  such  as  this  one  pro- 
duce more  originality,  more  freedom  of  in- 


vestigation, or  will  it  produce  a tremendous 
bureaucratic  medical  structure  which  will 
stifle  the  kind  of  work  which  has  brought  us 
so  far  along  in  recent  years? 

This  would  be  a giant  step  toward  social- 
ization of  medicine,  a condition  much  desired 
by  many  of  our  liberals.  With  present  pros- 
pects, this  state  of  affairs  might  not  be  too  far 
distant. 


Shattered  Illusion 

Because  of  the  record  of  drivers’  accidents, 
this  year  in  many  states  auto  insurance  pre- 
miums will  be  lower  for  certain  women  than 
for  men.  However,  the  beneficiaries  have  to 
confess  to  being  between  the  ages  of  30 
through  64.  This  may  save  the  insurers  a lot 
of  money. 


VD  On  The  Increase 

Up  to  not  too  many  years  ago  venereal  dis- 
ease was  discussed  by  the  public  in  backhand 
whispers  and  dubious  innuendos.  It  took  the 
strenuous  efforts  of  Dr.  Thomas  Parran,  who 
at  that  time  was  the  surgeon  general  of  the 
Public  Health  Service,  to  bring  the  word 
syphilis  into  common  public  recognition  and 
usage.  From  the  frank  and  healthy  discussion 
of  the  subject  much  good  resulted  in  control- 
ling the  disease. 

Venerea]  disease  is  definitely  and  danger- 
ously on  a rapid  increase.  This  we  physicians 
read  in  medical  reports,  but  of  this  mounting 
trend  the  public  seems  to  know  relatively 
little.  Perhaps  we  need  another  publicizer. 

A recent  editorial  in  The  Saturday  Review 
comments  on  the  loss  of  an  opportunity  for 
television  to  make  a contribution  to  the  solu- 
tion of  this  problem.  A carefully  worded 
drama  concerning  a high  school  boy  who  had 
contracted  venereal  disease  was  written  for 
production  on  the  programs  which  show  Mr. 
Novak  and  Dr.  Kildare,  but  in  spite  of  the 
urging  of  the  American  Public  Health  Associa- 
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tion  and  the  Surgeon  General  of  the  United 
States,  it  was  rejected.  Considering  the  non- 
sense that  fills  the  television  screens,  it  seems 
a pity  that  a worthwhile  educational  message 
could  not  have  been  given  to  help  in  the  ed- 
ucation of  the  youngsters  who  are  now  con- 
tracting venereal  disease  in  this  country  at  the 
rate  of  1500  a day. 

A word  from  the  physician  to  his  local  TV 


stations  would  help  to  convert  them  to  a more 
satisfactory  attitude. 


Titles  to  Titillate 

“Surgery  for  Rectal  Prolapse  in  the  Soviet  Union.” 
Maybe  that’s  a worse  place  than  usual  to  have 
such  troubles. 

“New  Technique  for  Urinary  Incontinence.” 

As  if  the  old  ones  weren’t  bad  enough. 


The  Interim  President  of  The  Medical 
College 

William  Mellen  McCord,  age  57,  is  a descendant 
of  the  McCord  family  who  settled  in  the  area  now 
known  as  Charlotte  early  in  the  seventeen  hundreds. 
His  father  was  a medical  missionary  in  South  Africa 


for  many  years,  operating  a hospital  for  the  Zulus. 
Dr.  William  McCord  started  his  teaching  career  in 
the  hospital  and  medical  school  operated  by  his 
father,  teaching  chemistry  and  history  to  the  Zulu 
nurses  and  medical  students  during  the  early  days  of 
those  institutions  at  the  tender  age  of  fifteen  years. 
Subsequently  he  returned  to  the  United  States,  gradu- 
ating from  Oberlin  College  with  an  A.  B.  degree, 
from  Yale  University  with  a Ph.  D.  degree  in  chem- 
istry and  from  Louisiana  State  University  with  an 
M.  D.  degree.  He  served  an  internship  at  Charity 
Hospital  in  New  Orleans.  He  taught  in  the  Louisiana 
State  University  Medical  School  for  eleven  years  in 
the  Biochemistry  Department.  In  1942  he  went  into 
the  Army  in  the  Medical  Corps  for  about  four  years 
serving  in  the  United  States  and  as  a transport  sur- 
geon on  the  high  seas.  In  late  1945  he  was  appointed 
Professor  of  Chemistry  and  head  of  the  department  at 
the  Medical  College  of  South  Carolina  and  has  served 
in  this  capacity  since  that  time.  He  has  been  privileged 
to  teach  many  of  the  physicians  now  in  practice  in 
South  Carolina  and  also  in  Louisiana.  He  has  pub- 
lished numerous  papers  in  the  scientific  journals  and 
has  spoken  before  many  learned  societies.  He  and  his 
wife,  Evangeline  Andrews  McCord,  have  two  children, 
James  and  Marilyn.  His  son,  James,  recently  gradu- 
ated from  medical  school  himself.  Dr.  McCord  has 
served  as  President  of  The  Charleston  County  Medical 
Society,  and  as  President  of  several  scientific  societies 
active  in  this  area.  He  is  a member  of  a number  of 
societies  including  the  American  Medical  Association, 
the  American  Chemical  Society,  the  Society  of 
Nuclear  Medicine,  the  Federation  for  Clinical  Re- 
search, Sigma  Xi  and  Alpha  Omega  Alpha. 


Scientific  Program  — Annual  Meeting 

The  program  has  not  been  completely  filled.  Anyone  desiring  to  present  a paper  should 
get  in  touch  with  Dr.  0.  R.  Talbert,  Medical  College  Hospital,  55  Doughty  Street,  Charleston, 
S.  C.,  29401. 
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Reprints  on  Birth  Defects 

The  National  Foundation  — March  of  Dimes  is 
pleased  to  announce  a new  Birth  Defects  Reprint 
Series.  The  reprints  are  of  articles  which  have  ap- 
peared in  scientific  and  medical  literature  published 
in  the  United  States  and  abroad.  The  first  group  of 
reprints  is  ready  for  distribution. 

Write  to:  Medical  Department,  The  National 

Foundation  — March  of  Dimes,  800  Second  Avenue, 
New  York,  New  York  10017 


ENT  Seminar 

The  Medical  College  of  South  Carolina,  the 
Division  of  Postgraduate  Education,  and  the 
Department  of  Ear,  Nose  and  Throat  will  pre- 
sent a Seminar  in  ENT  on  March  8-9  at  the 
Medical  College  Hospital.  Dr.  R.  W.  Hanckel 
of  the  Medical  College  is  Program  Chairman. 
Other  speakers  include  Dr.  J.  A.  Harrill, 
Winston-Salem,  North  Carolina;  Dr.  John 
Faust,  Charlotte,  North  Carolina;  and  Drs.  W. 
Steve  Lang,  Hiram  Curry,  G.  Walker  Bates, 
Redden  Parramore,  and  Mr.  Neil  Young,  all  of 
Charleston.  Registration  should  be  made  in 
advance.  Further  information  can  be  obtained 
from  Dr.  R.  W.  Hanckel,  Medical  College  Hos- 
pital, 55  Doughty  Street,  Charleston,  S.  C. 
29401 


Honored  by  College  of  Physicians 

Five  South  Carolina  physicians  have  been  honored 
by  the  American  College  of  Physicians. 

Elected  as  a fellow  was:  Dr.  Louis  P.  Jervey  of 
Charleston. 

Elected  as  associates  were:  Drs.  Charles  H.  Banov, 
and  Charles  P.  Summerall,  III,  both  of  Charleston, 
Dr.  Clyde  W.  Harper,  of  Greenville,  and  Dr.  Clar- 
ence B.  Johnson,  of  Orangeburg. 


Dr.  Edmonds  Takes  Post  At  Hospital 

Dr.  Marian  Edmonds,  M.  D.,  a native  of  Abbeville, 
has  assumed  her  duties  as  head  of  the  Kershaw 
Count)-  Memorial  Hospital’s  Anesthesia  Department. 

Dr.  Edmonds  is  a graduate  of  the  College  of 
Charleston  and  the  Medical  College  of  South  Caro- 
lina. She  spent  two  years  at  Duke  University  study- 
ing her  specialty.  For  the  past  year  she  has  been  on 
the  staff  at  the  Crawford  W.  Long  Memorial  Hos- 
pital in  Atlanta,  Ga. 


Dr.  Ira  Barth  Head  Of  Big  Brothers 

Dr.  Ira  Barth,  a Marion  physician,  was  elected 
president  of  the  Pee  Dee  Area  Big  Brother  Associa- 
tion for  1965  at  a business  session  of  the  association 
December  10th. 


Greenville  County  Medical  Society 

The  following  officers  were  elected  by  the  Green- 
ville County  Medical  Society.  Dr.  J.  K.  Webb,  Presi- 
dent; Dr.  Robert  C.  Brownlee,  Vice  President  and 
President  Elect;  Dr.  Emmett  K.  Bearden,  Secretary; 
Dr.  John  Holliday,  Treasurer;  Dr.  Donald  G.  Kilgore, 
Jr.,  Editor  of  the  Bulletin;  Dr.  R.  M.  Pollitzer,  Co- 
Editor;  Dr.  Thomas  E.  Whitaker,  new  member  of 
Society  Foundation. 


American  Academy  of  Pediatrics 

The  1965  Spring  Session  will  be  April  26  to  29  at 
the  Americana  Hotel,  Bal  Harbour,  Fla.,  which  is 
adjacent  to  Miami  Beach. 

The  preliminary  program  and  registration  and 
hotel  forms  will  be  mailed  to  all  members  shortly. 

All  pediatricians  are  welcomed. 


The  Southeastern  Surgical  Congress 
Thirty-Third  Annual  Assembly 

March  29,  30,  31,  April  1,  1965 
(Monday,  Tuesday,  Wednesday,  Thursday) 
STATLER  HILTON  HOTEL 
WASHINGTON,  D.  C. 


Dr.  Groom  Named  To  AMA  Post 

Dr.  Dale  Groom,  associate  professor  of  medicine  at 
the  Medical  College  of  South  Carolina,  has  been  ap- 
pointed to  the  Council  of  Postgraduate  programs  of 
the  American  Medical  Association. 

The  appointment  was  made  on  the  basis  of  Dr. 
Groom’s  pioneering  work  in  South  Carolina’s  Educa- 
tional Television  films  made  at  the  Medical  College  in 
Charleston. 

The  films  have  been  used  by  other  colleges,  medi- 
cal associations,  and  medical  societies.  They  have 
been  loaned  to  organizations  in  New  York  City, 
Jacksonville,  the  University  of  Oklahoma,  University 
of  Utah  and  the  Maine  Medical  Association,  among 
others. 


Mental  Retardation  Traineeships 

The  Mental  Retardation  Branch,  Division  of 
Chronic  Diseases,  is  one  of  the  newest  programs  in 
the  Public  Health  Service,  and  the  only  one  whose 
work  consists  exclusively  of  providing  assistance  in 
the  overall  development  of  services  for  the  mentally 
retarded.  The  shortage  of  professional  personnel  is 
acute,  and  provision  for  professional  training  has  high 
priority  in  this  Program. 

SENIOR  CLINICAL  TRAINEESHIPS: 

The  Senior  Clinical  Traineeship  Program  is  de- 
signed to  provide  opportunity  for  qualified  physicians 
to  obtain  additional  training  in  the  field  of  mental  re- 
tardation, with  major  emphasis  on  the  clinical  man- 
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agement  of  mentally  retarded  patients,  and  also 
experience  and  training  in  associated  areas,  e.g., 
neurology,  psychology,  psychiatry,  audiology  and 
speech  pathology  and  genetics.  Support  for  basic 
residency  training  is  not  available  tinder  this  Program. 

Stipends  are  available  of  $6,000  - $10,000  per  year 
plus  a $500  allowance  for  each  dependent. 

Anyone  who  may  be  interested  in  applying  for  such 
a traineeship  may  obtain  further  information  and 
application  forms  by  writing  to: 

Senior  Clinical  Traineeships 
Mental  Retardation  Branch 
Division  of  Chronic  Diseases 
U.  S.  Public  Health  Service 
Washington,  D.  C.  20201 


New  Director  Named  To  Veterans  Hospital 

Dr.  Karl  Morgan  Lippert,  formerly  of  Lancaster, 
has  been  selected  to  succeed  Dr.  Chalmers  DaVee  as 
director  of  the  Columbia  Veterans  Hospital. 

Dr.  DaVee  has  been  appointed  director  of  the 
Veterans  Hospital  at  Phoenix,  Ariz.,  VA  officials  said. 


USC  Will  Add  Second  Physician  To 
Its  Staff 

The  University  of  South  Carolina  will  add  a sec- 
ond full-time  physician  to  its  staff. 

Dr.  Richard  B.  Josey,  a Columbia  native,  is  closing 
his  private  practice  in  Columbia  to  join  the  Univer- 
sity’s student  health  service. 


ACP  Meeting  to  Commemorate 
Golden  Anniversary 

Tlie  Golden  Anniversary  Session  of  the  American 
College  of  Physicians  ( ACP ) will  be  held  in 
Chicago,  March  22-26,  at  the  Conrad  Hilton  Hotel. 
Highlights  of  the  meeting  will  be  presentations  by 
prominent  internists  who  received  top  awards  from 
ACP  in  1933,  1949  and  1957  and  an  emphasis  on  the 
relationship  of  psychiatry  to  internal  medicine. 

Write:  Edward  C.  Rosenow,  Jr.,  M.  D.,  4200  Pine 
Street,  Philadelphia,  Pa.,  19104. 


McLeod  Infirmary  Selects  Dr.  Ellis 

Dr.  N.  D.  Ellis,  Florence  gynecologist  and  surgeon, 
was  elected  chief  of  staff  at  the  annual  meeting  of  the 
McLeod  Infirmary  medical  staff. 

Dr.  Ellis  succeeds  Dr.  James  Greiner.  Also  elected 
at  the  meeting  were:  Dr.  L.  D.  Lide,  vice  chief;  Dr. 
John  Hunter,  secretary;  and  Dr.  James  Owens,  treas- 
urer. 


Way  Named  President 

Dr.  Roger  Way  is  the  new  president  of  Spartan- 
burg County  Medical  Society. 

He  succeeds  Dr.  Furman  Wallace. 

Also  elected  at  the  Society’s  annual  business  meet- 
ing were  Dr.  James  Duncan,  president-elect;  Dr.  Ver- 
non Jeffords,  vice  president;  and  Dr.  Melvin  Medlock, 
treasurer. 


Symposium  on  Practical  Endocrinology  and  Metabolism 

Columbia  Hotel 
Columbia,  South  Carolina 
Wednesday,  March  24,  1965 

TOPICS 

1.  “Stimulation  and  Arrest  of  Growth.” 

2.  “The  Hirsute  Female.” 

1.  “Current  Concepts  Concerning 
Hyperparathyroidism." 

2.  “Cushing’s  Disease.” 


SPEAKERS 

Robert  B.  Greenblatt,  M.  D. 
Professor  and  Chairman 
Department  of  Endocrinology 
Medical  College  of  Georgia 

John  Buse,  M.  D. 

Professor  of  Medicine 
Medical  College  Hospital 


James  H.  Hamlin,  M.  D. 

Medical  College  of  Georgia 

Ernest  C.  Brown,  M.  D. 

Endocrine  Clinic 
Johns  Hopkins  Hospital 

Luncheon  Speaker  — Dr.  Greenblatt 
“Endocrine  Problems  of  Biblical  Characters’ 


1.  “The  Metabolism  of  Fat  as  a Fuel.” 

2.  “Current  Concepts  of  Lipids  and 
Atherosclerosis.” 

1.  “Current  Use  of  Oral  Hypoglycemic 
Agents.” 

2.  “The  Association  of  Diabetes  and 
Thyroid  Disease.” 


ONE  DAY  PROGRAM  — MORNING  AND  AFTERNOON  SESSION.  EACH  TALK  TO 
BE  APPROXIMATELY  30  MINUTES  DURATION.  EACH  SESSION  TO  BE  FOLLOWED 
BY  30-40  MINUTE  PANEL  DISCUSSION  AND  QUESTION  - ANSWER  PERIOD. 


,.DBI  lowers  high  blood 
ugars  without  promoting 
at  synthesis,  encourages 
radual  weight  loss2'9 


to  manage  the  overweight  stable  adult  diabetic  unresponsive  to  diet  alone 

DBi:  DBI-TDe 

tablets  25  mg.  timed-disintegration  capsules  50  mg. 

BRAND  OF  PHENFORMIN  HCI 

DBI  promotes  glucose  utilization  via  the  physiologic  Embden-Meyerhof  pathway... 
reduces  high  blood  sugars,  lowers  toward  normal  elevated  blood  insulin  levels,  encour- 
ages gradual  weight  reduction.  For  the  ketoacidosis-prone  diabetic,  however,  insulin 
is  still  the  essential  hypoglycemic  agent. 

side  effects:  Gastrointestinal,  occurring  more  often  at  higher  dosage  levels,  abate  promptly 
upon  dosage  reduction  or  temporary  withdrawal,  precautions:  Occasionally  an  insulin- 
dependent  patient  will  show  “starvation”  ketosis  (acetonuria  without  hyperglycemia)  which 
must  be  differentiated  from  “insulin-lack”  ketosis  which  is  accompanied  by  acidosis,  and 
treated  accordingly.  Lactic  acidosis  has  been  reported  in  non-diabetics  and  diabetics  treated 
with  insulin,  with  diet,  and  with  DBI.  Question  has  arisen  regarding  possible  contribution 
of  DBI  to  lactic  acidosis  in  patients  with  renal  impairment  and  azotemia  and  also  those  with 
severe  hypotension  secondary  to  myocardial  or  bowel  infarction.  Periodic  B.U.N.  determina- 
tions should  be  made  when  DBI  is  administered  in  the  presence  of  chronic  renal  disease. 
DBI  should  not  be  used  when  there  is  significant  azotemia.  Any  cardiovascular  lesion  that 
could  result  in  severe  or  sustained  hypotension,  which  may  itself  lead  to  development  of  lactic 
acidosis,  should  be  considered  cause  for  immediate  discontinuation  of  DBI  at  least  until 
normal  blood  pressure  has  been  restored  and  is  maintained  without  vasopressors.  Should 
lactic  acidosis  occur  from  any  cause,  vigorous  attempts  should  be  made  to  correct  circulatory 
collapse,  tissue  hypoxia,  and  pH.  contraindications:  Severe  hepatic  disease,  renal  disease  with 
uremia,  cardiovascular  collapse.  Not  recommended  without  insulin  in  acute  complications  of 
diabetes  (metabolic  acidosis,  coma,  severe  infections,  gangrene,  surgery),  pregnancy  warning: 
During  pregnancy,  until  safety  is  proved,  use  of  DBI,  like  other  oral  hypoglycemic  drugs,  is 
to  be  avoided.  Consult  product  brochure  for  full  information. 

1.  Gordon,  E.S.:  Metabolism  11:819,  1962.  2.  Grodsky,  G.M.  et  al.:  Metabolism  12:278,  1963. 

з.  Weller,  C.  et  al.:  Scientific  Exhibit,  A.M.A.,  June  1962.  4.  Sadow,  H.S.:  Metabolism  12:333,  1963. 
5.  Faludi,  G.:  J.  Am.  Med.  Women's  Assoc.  18:722.  1963.  6.  Faludi.  G Geriatrics  18  452,  1963 
7.  Williams.  R.H  : Textbook  of  Endocrinology,  Ed.  3,  Saunders,  Phila.,  1962,  p.  610.  8.  Weller,  C.  and 
Linder,  M : Am.  Therap.  Soc.,  June  1963.  9.  Moss,  J.  M.  et  al.:  Med.  Times,  July  1964. 

и.  s.  vitamin  & pharmaceutical  corp.  • soo  second  Ave.,  New  York,  n.y.  10017 


Business  Man’s  View 

Apparently  the  nation’s  independent  business  pro- 
prietors believe  that  the  Kerr-Mills  Act  which  provides 
for  joint  Federal-State  programs  to  provide  medical 
care  for  the  indigent  aged  is  the  most  feasible  way  to 
handle  the  problem. 

This  attitude  seems  to  be  reflected  in  a just  recently 
completed  poll  by  the  National  Federation  of  In- 
dependent Business  on  the  issue  whether  or  not  the 
Congress  should  provide  financial  aid  to  retired 
people  who  desire  to  enroll  in  privately  operated 
medical  insurance  programs,  but  lack  the  means  with 
which  to  pay  the  premiums. 

The  independent  businessmen  voted  against  this 
proposal,  which  is  one  of  the  plans  being  proposed, 
by  a majority  of  68%,  with  26%  in  favor,  and  6% 
undecided. 

Previously  the  businessmen  have  voted  against  the 
medicare  plan  by  a majority  of  83%. 

“There  seems  to  be  some  feeling  among  the  in- 
dependent business  proprietors,"  C.  Wilson  Harder, 
president  of  the  Federation,  reports,  “That  before 
anything  else  is  done,  the  Kerr-Mills  Act  should  be 
given  an  opportunity  to  fully  function  in  all  states  to 
see  if  this  is  not  only  the  most  humane,  but  also  the 
most  practical  way  to  handle  the  problem.” 


Dr.  Kay  Begins  Practice  In  Belton 

Doctor  William  P.  Kay,  Jr.  has  begun  the  practice 
of  general  medicine  in  Belton.  He  is  associated  with 
Dr.  Leonard  W.  Douglas. 

Dr.  Kay  was  graduated  from  Clemson  University  in 
1957.  He  received  his  medical  degree  from  the  Medi- 
cal College  of  South  Carolina  in  1961.  He  interned 
at  Columbia  Hospital  and  upon  the  termination  of  his 
internship,  entered  the  Lb  S.  Army,  serving  with  the 
Medical  Corps  at  Fort  Meade,  Md.  At  Fort  Meade  he 
had  further  special  pediatric  training,  and  remained 
assigned  to  Kimbrough  Hospital  for  the  two  years 
duration  of  his  term  of  service. 


Physician’s  Aid  - Carlson  Fund 

The  formation  of  the  “Physician’s  Aid  - Carlson 
Fund,"  a memorial  fund  founded  by  the  Los  Angeles 
County  Medical  Association  and  the  Los  Angeles 
County  Physician’s  Aid  Association  to  benefit  the  wife 
and  children  of  Doctor  Carlson,  is  announced.  Doctor 
Carlson  was  a Los  Angeles  Medical  Missionary  who 
was  killed  November  24  by  rebel  forces  in  the  Congo. 
Surviving  are  his  wife  and  two  small  children.  Doctor 
Carlson  had  practiced  medicine  for  only  a short  time 
before  he  volunteered  to  go  to  the  Congo  and  his 
assets  are  very  small.  All  donations  received  will  be 
used  for  the  benefit  of  the  Carlson  family. 


Checks  should  be  made  out  to  the  Physician’s  Aid  - 
Carlson  Fund.  The  address  is  1234  North  Vermont, 
Los  Angeles  29,  California. 


Georgia  Society  of 
Ophthalmology  and  Otolaryngology 

The  annual  meeting  of  the  Society  will  be  held 
April  1,  2 and  3,  1965  at  Callaway  Gardens,  Pine 
Mountain,  Ga. 

The  guest  Eye  speakers  will  be  Dr.  Lester  T.  Jones, 
Portland,  Oregon,  Dr.  Robert  Sexton,  Miami,  Florida 
and  Dr.  Phillip  Thygeson,  San  Francisco,  California. 
The  guest  ENT  speakers  will  be  Dr.  Eugene  S.  Hopp, 
San  Francisco,  California,  Dr.  John  R.  Ausband, 
Winston-Salem,  North  Carolina  and  Dr.  Joseph 
Sataloff,  Philadelphia,  Pennsylvania. 


The  Committee  on  Historical  Medicine  is 
preparing  a second  volume  on  the  history  of 
medicine  in  South  Carolina,  and  earnestly  re- 
quests information  and  correspondence  on  the 
subject. 

J.  I.  Waring,  M.  D.,  Chairman 
82  Rutledge  Avenue 
Charleston,  South  Carolina  29401 


A Correction 

Thomas  Brockman,  M.  D.,  subject  of  a recent  article 
in  this  journal,  calls  to  the  editor’s  attention  the  fact 
that  Dr.  Thompson  Green  of  Elloree  was  his  partner 
in  the  project  of  giving  certain  material  assistance  to 
Dr.  Francis  L.  Parker  in  his  medical  studies.  He 
further  notes  that  the  photograph  is  seventeen  years 
younger  than  he  is  now  at  83,  rather  than  81. 

More  power  to  Dr.  Brockman  in  many  happy  years 
to  come! 


SURO-ERV 
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ACCIDENTAL  POISONING  OF  THE  MONTH 
ARSENICAL  INSECTICIDE 


MARGARET  Q.  JENKINS,  M.  D. 

Charleston,  S.  C. 


Eighty-six  per  cent  of  the  cases  of  acci- 
dental poisonings  occur  in  pre-school 
children  who  mistake  the  poisonous  sub- 
stance for  some  item  of  food  or  drink  or  who, 
because  of  natural  behavior  in  this  age,  put 
everything  into  their  mouths.  Only  about  15% 
of  accidental  poisonings  occur  in  older  chil- 
dren and  adults.  The  majority  of  these  are  due 
to  mistaken  identity  of  the  substance,  as  is 
illustrated  by  the  following  case. 

Case  Report 

This  seven  year  old  white  male  went  into  an  un- 
lighted  kitchen  and  took  a teaspoonful  of  ant  poison 
from  a bottle  on  top  of  a cabinet,  mistaking  it  for 
cough  syrup.  He  was  afraid  to  tell  his  parents  until 
vomiting  and  abdominal  cramps  became  so  severe 
that  the  parents  were  aware  of  his  being  ill  ( about  2 
hours  after  ingestion).  They  took  him  to  the  Emer- 
gency Room  where  gastric  lavage  was  done  and  the 
patient  returned  home.  Severe  abdominal  pain  re- 
turned and  the  patient  vomited  “greenish-yellow  and 
“coffee  ground”  material  with  flecks  of  fresh  blood. 
He  was  admitted  to  the  hospital  at  11  P.  M. 

He  was  a well  developed  and  nourished  white 
male,  well  oriented,  weight  48%  pounds.  His  skin 
was  slightly  pale,  his  pupils  round,  regular  and 
equal,  and  reacted  to  light  and  accommodation. 
Bloody  material  was  present  in  his  right  nostril.  The 
liver  edge  was  palpable  3 cm  below  the  right  costal 
margin;  the  spleen  was  not  felt.  Other  findings  were 
normal. 

Laboratory  Findings:  The  vomitus  showed  arsenic. 
Urinalysis  the  morning  after  admission  showed  a trace 
of  albumin,  sugar  3+,  and  occasional  WBCs.  Two 
days  later  urinalysis  was  essentially  negative.  On  the 
morning  following  admission  the  hemoglobin  was 
13  Gm,  RBC  4.51  million,  WBC  18,600,  77% 
polys,  15%  lymphs,  8%  monos.  Two  days  after  ad- 
mission BUN  was  10.5  mg/100  ml,  fasting  blood 
sugar  78  mg.  Four  days  after  admission  cephalin 
flocculation  was  negative,  serum  bilirubin  0.6%. 
The  stool  was  benzidine  positive  1 +,  guac  negative. 
Urine  was  collected  for  first  24  hours  after  admission 
and  contained  arsenic  4.8  mg/day.  A 24-hour  urine 
specimen  four  days  after  admission  showed  urine 

Department  of  Pediatrics,  Medical  College  Hospital 
of  South  Carolina. 


porphyrins  1 +,  arsenic  1.843  mg/day,  no  lead  or 
thallium. 

Hospital  Course:  On  admission  intravenous  5% 
dextrose  in  Hartmann’s  solution  was  given  immedi- 
ately, followed  by  Electrolyte  #48.  He  was  also 
started  on  dimercaprol  ( BAL ) 50  mg  q6h,  and  12.5 
mg  ephedrine  sulfate  with  each  dose  of  dimercaprol. 
Following  admission  the  patient  vomited  small 
amounts  of  yellow  fluid  at  frequent  intervals  until 
about  2 A.  M.  He  also  complained  of  a good  bit  of 
abdominal  pain.  At  4 A.  M.  he  said  that  he  was  no 
longer  nauseated  and  complained  of  no  more  pain. 
Intravenous  solutions  were  discontinued  12  hours 
following  admission,  as  the  patient  was  taking  fluids 
well  orally  and  vomiting  had  ceased.  He  was  voiding 
freely.  He  was  put  on  a low-fat,  high  carbohydrate 
diet  two  days  after  admission:  lie  ate  and  retained 
this  well.  Three  days  after  admission  the  dimercaprol 
was  reduced  to  50  mg  ql2h,  and  two  days  later  re- 
duced to  50  mg  daily.  The  patient  was  discharged 
six  days  after  admission  with  no  signs  of  any  toxic 
effects  of  the  arsenic. 

The  ant  poison  ingested  by  this  child  con- 
tained arsenic  in  the  amount  of  50  mg  per  5 
ml.  The  lethal  dose  of  arsenic  trioxide  is  about 
120  mg.  The  usual  early  symptoms  in  acute 
poisonings  include  those  of  violent  gastro- 
enteritis, weakness,  or  paralysis  and  shock 
leading  to  circulatory  failure  and  death.  Con- 
vulsions and  coma  may  occur  terminally.  If 
death  is  not  immediate,  jaundice  and  anuria 
appear  within  three  days. 

Arsenic  presumably  causes  toxicity  by  com- 
bining with  sulphydrvl  (SH)  enzymes  and 
interfering  with  cellular  metabolism.  Patho- 
logic findings  in  deaths  due  to  arsenic  poison- 
ing are  inflammation  and  partial  desquama- 
tion of  the  gastrointestinal  tract  and  degenera- 
tive changes  in  the  liver  and  kidneys.  Survival 
for  one  week  after  acute  poisoning  is  usually 
followed  by  complete  recovery.1 

REFERENCE 

1.  Dreisbach,  R.  H.  Handbook  of  Poisoning:  Diag- 
nosis' and  Treatment.  3rd  Edition.  Los  Altos,  Calif., 

Lange  Medical  Publications,  1961,  page  159. 


February,  1965 


53 


Deaths 


Dr.  M.  H.  Allen 

Dr.  Mitchell  Hurst  Allen,  60,  of  Spartanburg,  died 
December  19  after  a brief  illness. 

He  attended  the  University  of  North  Carolina,  and 
was  a graduate  of  Emory  University  Medical  School. 
Dr.  Allen  practiced  in  Cramerton,  N.  C.  until  1946. 


Dr.  T.  Willis  Martin 

Dr.  T.  Willis  Martin,  a general  practitioner  of 
Belton  for  many  years,  died  December  30,  1964. 

Dr.  Martin  was  a graduate  of  Tulane  (1926)  and 
was  a member  of  the  SCMA. 


Dr.  R.  A.  Allgood 

Dr.  Reese  Alexander  Allgood,  75,  retired  Pickens 
physician,  died  at  a Pickens  hospital  after  three  years 
of  declining  health  and  a brief  illness. 

Born  in  Pickens  County,  Dr.  Allgood  attended 
Wofford  College  and  Atlanta  Medical  College  before 
he  was  graduated  in  1912  from  the  University  of 
Maryland  Medical  College. 

He  began  his  38-year  practice  of  medicine  in 
Fayetteville,  N.  C.  and  returned  to  Pickens  County 
in  1954,  where  he  maintained  a practice,  though  in 
semi-retirement  until  his  death. 

He  was  a member  of  the  Pickens  County  and  North 
and  South  Carolina  medical  associations. 


Dr.  D.  0.  Holman 

Dr.  David  O’Neal  Holman,  a Timmonsville  physi- 
cian, died  November  13  at  the  Medical  College  Hos- 
pital, after  a long  illness. 


Dr.  Holman  was  born  September  19,  1900,  in 
Cameron.  He  was  a graduate  of  the  Medical  College 
of  South  Carolina,  served  his  internship  at  the 
McLeod  Infirmary,  and  in  July  1926  began  the  gen- 
eral practice  of  medicine  at  Timmonsville. 

Dr.  Holman  was  a member  of  the  Florence 
County  Medical  Association,  the  Pee  Dee  Medical 
Association,  the  South  Carolina  Medical  Association, 
the  John  L.  Dawson  Clinical  Society  and  the  Theta 
Kappa  Psi  Medical  Fraternity. 


Dr.  A.  B.  Preacher 

Dr.  A.  B.  Preacher,  57,  died  in  Brevard,  N.  C.,  at 
the  home  of  a relative  on  December  28. 

He  was  a graduate  of  the  University  of  South 
Carolina.  He  graduated  from  the  University  of  Ten- 
nessee School  of  Medicine  in  1933. 

For  several  years  after  graduation.  Dr.  Preacher 
practiced  medicine  at  Moncks  Corner  and  at  Ashepoo. 

He  moved  to  Allendale  in  1938  where  he  had  prac- 
ticed until  his  death  with  the  exception  of  several 
years  during  World  War  II.  He  enlisted  in  the  U.  S. 
Navy  in  1942.  Dr.  Preacher  was  a lieutenant  com- 
mander and  saw  service  in  the  Pacific  Theater  until 
the  spring  of  1945.  At  that  time,  he  resumed  his  medi- 
cal practice  in  Allendale. 

Dr.  Preacher  was  a member  of  the  Allendale  County 
Medical  Association,  the  Edisto  Medical  Association, 
the  South  Carolina  Medical  Association,  the  American 
Medical  Association  and  the  American  Academy  of 
General  Practice.  He  was  area  doctor  for  the  Southern 
Railway  Co. 


Book  Reviews 


ZINSSERS  MICRO- 
BIOLOGY, by  Smith,  Con- 
ant  and  Overman,  13th 
edition.  Appleton,  Century 
and  Croft,  New  York. 
1964.  1214  pp.  $17.75. 

The  thirteenth  edition  of 
this  established  text  of 
medical  microbiology  for 
medical  students  has  been 
greatly  revised,  areas  of 
small  import  condensed 
and  topics  of  current  con- 

The  chapters  on  the  physiology  of  bacteria, 
antigen-antibody  interactions  and  immunology, 
allergy  and  mycology  have  been  increased  in 
length  and  scope  in  order  to  include  more  modern 
concepts  on  the  basic  nature  of  these  organisms. 


In  the  immunology  section,  a new  chapter  in 
tissue  transplantation  immunity  has  been  in- 
corporated. Although  the  section  on  viruses  has 
not  been  extended,  the  chapters  on  the  physical, 
chemical  and  biological  nature  of  viruses  has  been 
completely  rewritten,  bringing  the  most  recent 
concepts  of  this  rapidly  changing  field  into  mod- 
ern perspective. 

Though  this  text’s  primary  consideration  is  of 
the  basic  nature  of  microorganisms,  the  human 
pathogens  are  also  discussed  in  light  of  their 
clinical  significance,  epidemiology  and  treatment. 

It  is  best  considered  an  excellent  reference  text, 
though,  if  one  is  interested  in  developing  a basic 
understanding  of  bacteria,  viruses,  fungi  or  im- 
munology, the  introductory  chapters  to  these 
various  sections  afford  very  good  reading  and 
initiation  augmented  by  ample  references. 

John  P.  Manos 
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Stamp  of  Approval 

on  Virtually  any  Ulcer  Regimen- 

PRO-BANTHlNU 

(propantheline  bromide) 


Historically,  reduction  of  acid  and  motility 
in  peptic  ulcer  has  been  approached  through 
the  use  of  antacids,  dietary  management 
and  surgery. 

Since  1953,  however,  Pro-Banthine  used 
alone  or  in  addition  to  other  measures  has 
contributed  importantly  to  achieving  both 
of  these  goals.  It  has  been  shown  repeatedly 
that  adequate  doses  of  Pro-Banthine  will  sig- 
nificantly inhibit  gastric  acid  secretion  and 
reduce  gastrointestinal  motility. 

So  dependable  have  these  actions  been  that 
now,  for  many,  standard  treatment  of  peptic 
ulcer  and  several  allied  conditions  has  be- 
come antacids  plus  Pro-Banthine,  dietary 
management  plus  Pro-Banthine,  surgery 
plus  Pro-Banthine,  or  some  combination  of 
the  three. 

Pro-Banthine  has  become  the  most  widely 


prescribed  anticholinergic  for  patients  with 
peptic  ulcer,  functional  hypermotility,  irri- 
table colon,  pylorospasm  and  biliary  dyski- 
nesia because  patients  respond  favorably  to 
its  therapeutic  actions. 

Side  Effects  and  Precautions  — Urinary  hesitancy, 
xerostomia,  mydriasis  and,  theoretically,  a 
curare-like  action  may  occur.  The  drug  is 
contraindicated  in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage— The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  tablets  daily  in  divided 
doses.  In  severe  conditions  as  many  as  four  tab- 
lets may  be  given  four  times  daily.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

SEARLE 

Chicago,  Illinois  60680 
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RESPIRATORY  FUNCTION  IN  DISEASE.  An 
Introduction  to  the  Integrated  Study  of  the  Lung. 
David  V.  Bates  and  Ronald  V.  Christie.  W.  B. 
Saunders  Company,  Philadelphia  and  London, 
1964.  $15.50. 

Increasing  interest  and  emphasis  on  chronic  lung 
disease,  and  extensive  investigation  in  the  area  of 
pulmonary  function  in  disease  in  recent  years  have 
stimulated  the  publication  of  a number  of  books  on 
pulmonary  psysiology  in  health  and  disease.  As  the 
subtitle  in  this  volume  implies,  the  authors  have  com- 
posed what  is  in  many  aspects  an  excellent  integration 
of  pulmonary  function,  pathology,  radiology  and 
symptomatology  in  most  of  the  well-recognized  pul- 
monary disorders.  Though  discussions  of  etiology, 
pathogenesis,  radiographic  findings,  as  well  as  clini- 
cal picture  and  treatment  are  included,  the  major 
emphasis  is  on  the  disturbed  physiology  and  its  effects 
on  pulmonary  function.  Case  reports  of  representative 
patients  with  most  of  the  disorders  discussed  are  in- 
cluded. 

Though  the  material  in  general  is  so  presented  that 
the  practicing  physician  will  find  it  interesting  and 
informative,  much  of  the  chapter  on  methods,  dis- 
cussing the  various  pulmonary  function  techniques,  is 
quite  technical  and  detailed,  perhaps  beyond  the 
interest  of  many,  but  nevertheless  valuable  for  the 
clinical  pulmonary  physiologist  and  the  physician 
especially  interested  in  pulmonary  disease.  The  book 
is  well  organized  and  well  written  by  men  eminently 
qualified  for  such  an  undertaking.  It  is  an  excellent 
addition  to  volumes  already  available  which  empha- 
size primarily  normal  pulmonary  physiology  and  pre- 
sent only  sketchily  findings  in  disease.  It  is  to  be 
highly  recommended  for  the  clinician  interested  in 
lung  disease. 

Kelly  T.  McKee,  M.  D. 


POLYPOID  LESIONS  OF  THE  GASTRO- 
INTESTINAL TRACT.  By  Claude  E.  Welch.  W. 
B.  Saunders  Company,  Philadelphia,  London,  Eng- 
land. 1964.  148  pages.  $7.50. 

Polypoid  lesions  of  the  gastrointestinal  tract  have 
been  classified  according  to  the  modern  pathological 
concept.  The  clinical  course  of  the  different  groups 
is  given  with  special  consideration  of  their  malignant 
propensity.  Deductions  are  made  as  to  guide  lines  for 
clinical  management  of  the  various  type  of  polypoid 
lesions.  Great  dependence  is  placed  upon  radio- 
logical and  histological  examinations.  Of  particular 
significance,  the  author  points  out  that  the  benign 
adenomatous  polyp  on  a stalk  rarely  becomes 
metastasizing  carcinoma,  also  that  in  lesions  of  less 
than  1 cm  in  diameter  the  risk  of  death  following 
laparotomy  may  outweigh  the  risk  that  the  lesion  is 
cancer.  Regardless  of  the  above,  he  warns  that  a 
careful  follow  up  is  essential  to  avoid  serious  errors. 

The  book  is  highly  recommended. 

William  H.  Prioleau,  M.  D. 


PEDIATRIC  PROCEDURES,  by  Walter  T. 
Hughes,  Jr.,  M.  D.  W.  B.  Saunders  Company, 
Philadelphia  and  London.  1964.  Pp.  208.  $7.50. 

This  handbook  describes  and  pictures  in  detail  the 
ordinary  procedures  used  in  pediatric  practice.  It 
should  be  valuable  chiefly  for  the  medical  student  or 
house  officer  who  is  not  experienced  in  these  meas- 
ures. The  book  is  well  organized  and  covers  its 
designated  field  very  nicely.  In  addition  to  the  ordi- 
nary diagnostic  techniques,  other  procedures  such  as 
resuscitation,  tracheostomy,  and  cardiac  massage  are 
described.  The  chapters  are  followed  with  references 
without  specific  identification  with  the  statements  in 
the  text. 

JIW 


CORNEAL  CONTACT  LENSES,  by  Louis  J. 
Girard,  M.  D.  The  C.  V.  Mosby  Company,  St. 
Louis,  Mo.  1964.  $19.75. 

This  volume  of  329  pages  is  the  latest  and  probably 
one  of  the  few  published  in  this  country  by  an 
ophthalmologist  on  this  subject. 

Dr.  Girard  and  other  contributors  who  are  mem- 
bers of  the  contact  lens  section  of  the  department  of 
ophthalmology,  Baylor  University  College  of  Medi- 
cine, have  produced  an  excellent  treatise  on  corneal 
contact  lenses. 

They  have  approached  the  subject  from  a medical 
and  therefore  highly  scientific  level.  Without  equivo- 
cation they  point  out  the  responsible  role  the  ophthal- 
mologist must  play  in  this  area  of  his  practice. 

The  material  presented  is  well  organized.  Each 
chapter  is  followed  by  a list  of  references.  The  chap- 
ter on  keratometry  and  especially  topographical 
keratometry  wherein  the  topogometer  is  utilized  is  a 
unique  and  valuable  contribution  to  contact  lens  fit- 
ting. 

The  illustrations  are  numerous  and  well  done. 
Many  of  the  beautiful  colored  plates  are  from 
photographs  made  by  Dr.  Girard. 

This  book  should  receive  enthusiastic  and  wide 
acceptance  by  all  ophthalmologists. 

Pierre  G.  Jenkins,  M.  D. 


SCINTILLATION  SCANNING  IN  CLINICAL 
MEDICINE,  Edited  by  James  L.  Quinn,  III,  M.  D„ 
W.  B.  Sanders  Co.,  Philadelphia  and  London, 
1964.  Pp.  278.  $11.50. 

This  book  is  based  upon  a symposium  sponsored 
by  the  department  of  Radiology  of  the  Bowman  Gray 
School  of  Medicine.  The  methods  of  scanning  and 
interpretation  for  each  organ  system  to  which  scan- 
ning is  applicable  are  presented  by  an  authority  who 
originated  or  pioneered  the  particular  method. 

For  the  radiologist  or  other  physician  working  with 
radioisotopes,  this  book  will  save  many  hours  of 
searching  in  the  library  for  journal  references.  As  well 
as  can  be  defined,  this  is  the  only  publication  of  this 
type  yet  available. 

Howard  Snyder,  M.  D. 
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Stolen  Drugs  at  Bargain  Prices 

Recently  a major  American  pharmaceutical  firm 
was  successful  in  suing  a former  employee  for  selling 
secrets  of  research  and  production  of  an  antibiotic  to 
an  Italian  drug  manufacturer  — however,  not  until 
long  after  the  Italian  firm,  whose  research  and  de- 
velopment costs  had  thus  been  paid  by  the  American 
competitor,  had  underbid  the  same  firm  in  a large 
sale  of  this  drug  back  to  the  United  States  govern- 
ment. . . Vigorous  protests  by  many  persons  and  or- 
ganizations are  now  being  made  against  purchases  by 
our  government  of  foreign  drugs  produced  on  the 
basis  of  formulae  and  methods  stolen  from  ethical 
American  manufacturers. — Editorial,  in  Rocky  Moun- 
tain Medical  Journal,  61:  10,  (Oct.)  1964. 


“Portable  Bulletin  Board”  of  Medicine 

Essentially  the  state  journal  is  the  tie  that  binds. 
It  is  the  visible  thread  that  runs  from  one  corner  of 
the  state  to  the  other.  It  is  the  only  such  ligature.  It 
is  an  opinion  medium  for  legislative,  medicolegal,  or- 
ganizational, economic,  and  administrative  topics.  It 
is  the  officers’  way  of  reaching  the  membership;  and 
it  is  the  members’  way  of  letting  the  officers  know 
what  they — the  members — think.  It  is  a portable  bul- 
letin board  for  telling  the  readers  what’s  going  on. 
Without  this  liaison  among  members,  their  esprit-de- 
corps,  their  feeling  of  professional  identification,  and 
their  sense  of  organizational  identity  might  well 
atrophy. — Henry  A.  Davidson,  M.  D.  in  Journal  of 
the  Medical  Society  of  Neic  Jersey,  61:1  (Jan)  1964. 


Dangers  of  FDA  Advertising  Controls 

If  one  stops  to  think  about  it,  the  effect  of  govern- 
ment-muzzled ( drug ) advertising  is  one  that  curtails 
not  only  advertising,  but  also  independent  text  which 
it  monetarily  supports.  In  other  words,  it  tends  to 
abolish  freedom  of  the  press.  We  begin  to  wonder  it 
this  had  been  one  of  the  diabolical  aims  of  the  Fedi- 
care  faction.  That  is,  not  so  much  to  protect  people 
from  poisonous  potions  as  to  strip  power  of  the  Ameri- 
can medical  professions;  not  so  much  to  bless  people 
as  to  boss  them. — Editorial  in  Northern  Virginia  Medi- 
cal Bulletin,  September,  1963. 


Hospital  Labor  Costs 

Hospital  labor  costs — the  prime  factor  in  rising 
hospital  costs — have  increased  545  per  cent  since 
World  War  II,  the  American  Hospital  Association 
disclosed  recently  in  its  annual  survey  of  the  na- 
tion’s hospitals. 

Largely  as  a result  of  increased  wage  costs,  the 
average  cost  to  the  hospital  for  each  day  a patient 
spends  in  the  hospital  has  risen  from  $9.39  in  1946 
to  $38.91  in  1963,  an  increase  of  314  per  cent,  the 
survey  shows. 

During  this  same  period,  the  total  expense  of  an 
average  stay  in  the  hospital,  slightly  more  than  a 
week,  increased  from  $85  to  $298,  the  Association 
reports. 


THE  MY O-CERVIC AL  COLLAR 


Adjustable  as  to  Height,  Degree  of  Hyperextension,  and  for  Cases  of  Torticollis,  and  for 
Whip-cord  Injuries  of  the  Neck,  Arthritic  Necks,  Wry  Necks,  or  to  Generally  Support,  Stabil- 
ize, Immobilize,  or  to  Hyperextend  the  Neck  in  Cases  Where  Rigid  Cast  or  Bracing  Is  Not 
Indicated. 

Lower  Perimeter  Adjusts  Automatically  to  Contour  of  Sternum  and  Clavicle. 

Light,  Cool,  Comfortable,  and  Washable. 

Positive  Support. 

These  are  the  GENUINE  ORIGINAL  MYO  Collars. 

Our  NEW  low  prices  to  Physicians,  $7.50  each,  3 for  $21.00. 

“ask  us  for  quantity  prices  on  doz.  or  more’’ 

Sizes:  Large  — Medium  — Small  — Give  Neck  Size  When  Ordering. 

Ask  our  salesman  for  SPECIAL  price  on  1 doz.  or  more. 

WINCHESTER  SURGICAL  SUPPLY  CO. 


‘CAROLINAS  HOUSE  OF  SERVICE” 


200  S.  TORRENCE  ST. 


CHARLOTTE,  N.  C. 


February,  1965  21-A 


THE 

SILVER  HILL 

FOUNDATION 

Announces 

NEW  CANAAN 

THREE  YEAR 

CONNECTICUT 

A Psychotherapeutic 

RESIDENCY 

Unit  for  the  Study 

TRAINING 

and  Treatment  of 

the  Psychoneuroses 

PROGRAM 

IN  PSYCHIATRY 

Approved  by  the  American  Medical  Associa- 
tion and  the  American  Board  of  Psychiatry  and 
Neurology. 

Affiliated  with  Departments  of  Psychiatry  and 
Neurology  of  the  College  of  Physicians 
and  Surgeons,  Columbia-Presbyterian  Medical 
School,  New  York  City. 

First  year  spent  at  Medical  Center,  New  York, 
N.  Y.,  second  and  third  years  at  Silver  Hill, 
New  Canaan,  Connecticut.  Applicants  also  con- 
sidered who  have  completed  one  year  or  more 
of  training  elsewhere  for  the  second  and  third 
year  program. 

Emphasis  placed  on  training  of  physicians  for 
private  practice  of  psychiatry,  under  experi- 
enced preceptors,  Board  Diplomates,  with 
teaching  background. 

Generous  compensation,  opportunities  for  per- 
manent staff  appointment.  Only  outstanding 
applicants  accepted. 

For  further  information  and  application  form, 
write:  William  B.  Terhune,  M.  D.,  Medical 
Director,  The  Silver  Hill  Foundation,  Box  1177, 
New  Canaan,  Connecticut. 


It's  your  professional  privilege 
to  replenish  your  ranks . . . 

Give  to 

medical  education 
through  AMA-ERP 

American  Medical  Association 
Education  and  Research  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  Illinois 
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WAVERLEY  SANITARIUM,  INC. 

(FOUNDED  IN  1914  BY  DR.  AND  MRS.  J.  W.  BABCOCK) 

HOSPITAL  CARE  AND  TREATMENT  OF  NERVOUS  AND  MENTAL  DISORDERS 
ADMISSIONS  LIMITED  TO  WHITE  WOMEN 

INCLUDES  OUT-PATIENT  DEPARTMENT  FOR  BOTH  SEXES 
Dr.  Chapman  J.  Milling.  Medical  Director 
Dr.  James  B.  Galloway  — Dr.  Penrod  G.  Hepfer 
Dr.  Frank  E.  O'Sheal 

FOR  RESERVATION  CALL  2727  FOREST  DRIVE 

SUPERINTENDENT  AL  2-4273  COLUMBIA.  S.  C. 

FIRE  SPRINKLER  SYSTEM  THROUGHOUT  HOSPITAL 


Nick  Cunningham,  M.D.,  was 
eminently  qualified  for  any  number 
of  promising  medical  posts  here  at 
home.  Harvard  pre-med.  Hopkins 
medical.  London’s  Guys  Hospital. 
New  York’s  Presbyterian  Hospital. 

Yet,  with  this  rich  professional 
background,  Nick  Cunningham  chose 
to  become  one  of  the  first  volunteer 
doctors  in  the  Peace  Corps. 

He  preferred  to  go  to  an  African 
nation  where 
there  is  one 
physician 


for  every  80,000  people.  Where 
modern  medicine  is  all  but  unknown. 
Where  the  most  stubborn  clinical 
problems  exist.  Cholera,  trachoma, 
encephalitis,  leprosy  and  a horde  of 
other  debilitating  diseases. 

And  for  his  two-year  stretch 
as  a Peace  Corps  doctor, 

Nick  Cunningham’s  pay  was  only 
$75  a month  — plus  living  expenses. 
One  reason  why  his  colleagues 
called  him  crazy. 

But  Dr.  Cunningham  saw  and 
realized  other  compensations  in  his 
Peace  Corps  assignment.  A chance  to 
take  the  best  in  American  medicine 
to  a country  desperately  needing  it. 

A rare  opportunity  for  professional, 
cultural  and  personal  growth. 

If  you’ve  some  of  the  spirit  and 
dedication  of  Nick  Cunningham,  the 
Peace  Corps  needs  you.  There  are 
many  more  requests  from  nations 
around  the  world  than  doctors 
to  fill  them. 

If  you  think  you  could  tackle  one 
of  the  most  challenging  and 
rewarding  openings  in  medicine  today, 
get  in  touch  with  us. 

Write:  THE  PEACE  CORPS, 
Washington,  D.C.  20525.  ... 

©• 


Published  as  a public  service 
in  cooperation  with  the  Advertising  Council. 


“My  colleagues 
thought  1 was 

i” 

crazy ! 


call  for  the  therapeutic  vitamin  formula 


©Him 

Best  Economical  Stress  Tablet  Available 

Economical  high  potency  BESTA  with  C (300  mgm 
ascorbic  acid)  is  indicated  when  patients  need  thera- 
peutic amounts  of  B and  C vitamins.  BESTA  is 
especially  suitable  during  the  “flu”  and  “u.r.i.” 
seasons,  or  other  periods  of  illness  or  stress  such 
as  chronic  or  acute  infections,  burns,  surgery,  toxic 
conditions,  alcoholism,  and  conditions  involving 
special  diets.  Literature  and  samples  available  upon 
request. 

Dosage:  one  to  two 
tablets  daily. 


PALMEDICO,  INC. 


• BOX  3115 


COLUMBIA,  S.C. 


The  Journal  of  the  South  Carolina  Medical  Association 


Your  patients  will  say 
“The  Pain  Is  Gone” 
when  you  prescribe 

‘EMPIRIN’^COM  POUND 
with  CODEINE  gr.  l/2 


‘EMPIRIN’  COMPOUND  with  CODEINE  gr.1/2  (No.  3) 
KEEPS  THE  PROMISE  OF  PAIN  RELIEF 


-LU  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


Febkuahy,  1965 


25-A 


neo  Bromth® 

in  premenstrual  tension 


Complete  information  and  clinical  samples  will  be 
sent  upon  request. 

Name 

Address 

City State Zip . 

PHARMACEUTICAL  CO. 

CHATTANOOGA,  TENN.  37409 


IMMUNIZE  YOURSELF 

from  the  constant  worry  of  liability 
suits  with  The  St.  Paul’s  Profes- 
sional Liability  Coverage.  Protects 
you  from  all  acts  of  alleged  or 
actual  negligence  arising  from  your 
professional  services.  Easily  com- 
bined with  other  insurance  cover- 
ages in  a single  St.  Paul  Multicover 
Plan.  Offers  most  complete,  most 
convenient  coverages  available  with 
just  one  agent  or  broker,  one  pre- 
mium, one  convenient  package. 


Approved  Carrier  of  the 

South  Carolina  Medical  Association 


SOUTH  CAROLINA  OFFICES 

Palmetto  State  Life  Bldg.,  P.  0.  Box  955 
Columbia  1,  So.  Car.,  Alpine  3-8391 


HOME  OFFICE 

385  Washington  St.,  St.  Paul  2,  Minn. 


YOUR  OWN  ORGANIZATION  SPONSORED 


INCOME  PROTECTION  PLAN 

HAS  PAID  OVER 


$87,800 

OF  BENEFITS  TO  MEMBERS  OF  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

FOR  TIME  LOST  DUE  TO  DISABILITY 
MORE  THAN  350  MEMBERS  NOW  COVERED 


LEARN  HOW  YOUR 


S.C.M.A.  INCOME  PROTECTION  PLAN 

CAN  HELP  YOU,  TOO 

PREMIUMS  FOR  ALL  INSUREDS  WERE  REDUCED  IN  1963 


CHARLES  W.  DUDLEY,  236  Ashley  Ct.,  Florence,  S.  C. 
Looks  Forward  to  Greeting'  You  at  Your  Annual  Convention 
Ask  Him  For  Full  Details 


EDUCATORS  MUTUAL  LIFE  INSURANCE  COMPANY 

HOME  OFFICE,  LANCASTER,  PENNA. 


in  maintenance  therapy... 
a working  analgesic 
for  the 

active  arthritic 


ARTHRALGEN® 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


a working  analgesic  for  the  active  arthritic 

— rapidly  relieves  early  morning  stiffness  and  arthritic  pain.  It 
promises  a quicker  response  in  most  patients  because  its  anal- 
gesic ingredients  need  no  metabolic  conversion  before  they  act. 
As  a combination  of  two  prominent  analgesic  drugs,  Arthralgen 
can  often  establish  smoother,  more  complete  pain  relief  because 
it  synergistically  produces  more  efficient  analgesia  on  lower 
dosage  levels  of  each. 

two  proven  pain  relievers 

Arthralgen  combines  two  better-tolerated,  time-tested  analgesics, 
acetaminophen  and  salicylamide,  into  a pharmacologically  sound 
and  therapeutically  effective  formulation.  As  Arthralgen,  it  pene- 
trates tissues  promptly  and  relieves  pain  rapidly  with  less  likeli- 
hood of  gastric  irritation  than  aspirin. 


BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are 
indicated  in  the  management  of 
rheumatoid  arthritis,  acute  gouty 
arthritis,  rheumatoid  spondylitis, 
osteoarthritis,  bursitis,  fibrositis, 
and  neuritis.  Arthralgen  may  be 
used  for  analgesia  in  colds,  flu,  and 
various  myalgias. 

DOSAGE:  One  or  two  tablets  four 
times  a day.  After  remission  of 
symptoms  dosage  should  be 
reduced  to  the  minimum  mainte- 
nance level. 

SIDE  EFFECTS:  Nausea,  Gl  upset, 
or  mild  salicylism  may  rarely  occur. 
Symptoms  of  hypercorticoidism 
dictate  reduction  of  dosage  of 
Arthralgen-PR. 

PRECAUTION:  Reduction  in  dos- 
age of  Arthralgen-PR  given  over  a 
long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS:  Hypersen- 
sitivity to  any  ingredient. 


sodium-free 

Arthralgen  contains  no  sodium.  Therefore,  it  is  often  a safer  and 
more  suitable  analgesic  for  use  in  the  long-term  treatments  of 
arthritic  patients  who  have  other  conditions  which  require  sodium 
restriction.' 

ARTHRALGEN®-PR  (Arthralgen  with  prednisone) 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 

Prednisone 1 mg. 


To  help  provide  dosage  flexibility  in  patients  who  require  steroids, 
the  basic  Arthralgen  formula  is  also  available  combined  with 
prednisone  as  Arthralgen-PR.  Prednisone  is  favored  as  the  more 
advantageous  steroid  for  use  in  Arthralgen-PR  because  it  shows 
less  tendency  toward  sodium  retention,  potassium  excretion,  and 
steroid-induced  hypertension  than  that  which  often  accompanies 
the  use  of  cortisone  and  ACTH.3 


A.  H.  ROBINS  COMPANY,  INCORPORATED/RICHMOND,  VIRGINIA 


As  with  any  drug  containing  pred- 
nisone, Arthralgen-PR  is  contra- 
indicated, or  should  be  adminis- 
tered only  with  care,  to  patients 
with  peptic  ulcer,  tuberculosis, 
nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing’s  syndrome 
(or  Cushing’s  disease),  overwhelm- 
ing spreading  (systemic)  infection, 
or  predisposition  to  thrombophle- 
bitis. 

Arthralgen  PR  is  generally  contra- 
indicated in  patients  with  uremia 
and  viral  infections,  including  po- 
liomyelitis, vaccinia,  ocular  herpes 
simplex,  and  fungus  infections  of 
the  eye.  It  is  also  contraindicated 
in  patients  with  chicken  pox  or 
susceptible  persons  exposed  to  it. 

SUPPLY.  Arthralgen  (white,  scored) 
and  Arthralgen-PR  (yellow,  scored) 
tablets  are  available  in  bottles  of 
100  and  500. 

REF:  1.  Boreus  & Sandberg,  ACTA. 
PHYSIOL.  SCAND.,  28:266,  1953. 
2.  Cohen,  et  al.:  J A M A.,  165:225, 
1957. 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE  MARK  ® 


things  go 

better,! 

^with 

Coke 


APPALACHIAN  HALL 

ESTABLISHED  — 1916 

ASHEVILLE  NORTH  CAROLINA 


Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 


Ming  better  is  part  of  getting  better 

Hasamal 


to  relieve  the  discomforts  of 
upper  respiratory  infections 


Each  HASAMAL  Tablet  contains:  16  mg.  (14  gr.)  phenobar- 
bital  (Warning:  May  be  habit  forming),  162  mg.  (214  gr.) 
acetophenetidin,  162  mg.  (214  gr.)  acetylsalicylic  acid,  0.0325 
mg.  hyoscyamine  HBr,  0.0011  mg.  hyoscine  (scopolamine) 
HBr,  0.00065  mg.  atropine  sulfate. 

The  HASKELL  family  of  graduated  analgesics  . . . select  the 
analgesic  according  to  the  degree  of  pain:  HASAMAL— 
Formula  above.  HASACODE— Hasamal  formula  with  % gr. 
Codeine  Phosphate,  or  HASACODE  “STRONG"— Hasamal 
formula  with  14  gr.  Codeine  Phosphate.  (Warning.  May  be 
habit  forming.)  Narcotic  order  required  for  HASACODE  and 
HASACODE  “STRONG". 

Dose:  One  or  2 tablets  every  3 or  4 hours. 
Contraindications:  Do  not  use  in  patients  with  glaucoma  or 
in  elderly  patients  with  prostatic  hypertrophy. 

Precautions:  With  therapeutic  dose,  usually  no  side  actions 
are  observed.  However,  in  occasional  patients,  dryness  of 
mouth,  and  blurred  vision  may  be  encountered.  Should 
these  symptoms  occur,  the  dose  should  be  reduced.  Should 
soporific  action  or  sedation  be  encountered,  such  patients 
should  be  cautioned  against  driving  an  automobile  or  operating 
machinery. 


• relieve  pain  and  tensions 

• reduce  fever 

• stop  excessive  nasal  secretions 

• without  unwanted  diaphoresis 
(especially  important  for  ambulant  patients) 

original  Haskell  formulation 


ARNAR-ST0NE  LABORATORIES,  INC. 

CHARLES  C.  HASKELL  & COMPANY,  DIV. 

Mount  Prospect,  Illinois  • Richmond,  Virginia 


Important 

Information 

About 

MENTAL  ILLNESS 
that  Everyone 
Should  Know 

You  can  get  your  free  copy  from 
your  local  mental  health  asso- 
ciation. Other  services  of  the 
association  include: 

• Research. 

• Volunteer  services  for  the 
hospital  patients. 

• Rehabilitation  services  for 
the  returned  patient  to  help 
him  stay  well. 

• Treatment  and  schooling  for 
mentally  sick  children. 

Your  help  is  needed  to  carry  on 
these  programs.  Please  give  to 
your  local  mental  health  asso- 
ciation, an  affiliate  of  the 


For  free  leaflet  call 
your  local  mental 
health  association  or 
write  National  Asso- 
ciation for  Mental 
Health,  10  Colum- 
bus Circle,  New 
York  19,  N.Y. 


Hygrotoir 

brand  of 
chlorthalidone 

the 

long-acting 

diuretic 

Indications 

Many  types  of  edema  involving  re- 
tention of  salt  and  water. 
Contraindications 
Hypersensitivity,  and  most  cases 
of  severe  renal  or  hepatic  disease. 
Precautions 

Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Discontinue  ifthe  BUN 
rises  or  liver  dysfunction  is  aggra- 
vated. Electrolyte  imbalance  and 
potassium  depletion  may  occur; 
take  special  care  in  cirrhosis  or 
severe  ischemic  heart  disease, 
and  in  patients  receiving  cortico- 
steroids, ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended. 
Side  Effects 

Constipation,  dizziness,  dysuria, 
headache,  hyperglycemia,  hyper- 
uricemia, leukopenia,  muscle 
cramps,  nausea,  purpura,  throm- 
bocytopenia, transient  myopia, 
urticaria,  vomiting  and  weakness. 
Average  Dosage 
One  tablet  (100  mg.)  daily  with 
breakfast. 

Availability 

Tablets  of  100  mg.  in  bottles  of 
100  and  1000. 

For  full  details,  see  the  complete 
prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


How  does 
Hygrotorr 

brand  of 
chlorthalidone 

stack  up 
against 
other 
diuretics? 

Not  very  high.  In  terms  of  one 
week’s  therapy,  that  is.  The 
usual  dosage  is  just  one  tablet 
per  day.  Very  often,  the  dosage 
is  even  lower.  So  a week’s  ther- 
apy doesn’t  amount  to  much. 

That’s  why  it’s  nice  to  work 
with  Hygroton®,  brand  of  chlor- 
thalidone. You  have  fewer  tab- 
lets to  prescribe.  Your  patients 
have  fewer  tablets  to  take.  And 
fewer  to  pay  for. 

For  sheer  diuretic  effective- 
ness, choose  Hygroton®,  brand 
of  chlorthalidone.  It  generally 
promotes  more  natruresis  per 
tablet  than  the  thiazides.  We’ll 
stack  it  up  against  any  diuretic,  j 


Geigy 


TUBERCULIN, TINETEST 

(Rosenthal)  Lederle 

ideally  suited  for  routineTB  screening 

accurate— comparable  to  the  older  standard  intradermal  tests 

practical— can  be  administered  by  nurses  or  other  personnel 

convenient— no  refrigeration  or  other  storage  precautions 

economical— stable  for  2 years,  self-contained  disposable  unit 

Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  Site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CVANAMID  COMPANY,  Pearl  River,  New  York 

9635-5 


Of  425  patients  with  confirmed 
G.l.  infections... 

387  or  91.1%  were  treated 
successfully  with  Signemycin 


Note: 

Loughlin  and  co-workers* 
achieved  cure  (absence  of 
parasites)  in  all  100  of 
their  patients  with  chronic 
amebic  colitis.  Feces  be- 
came negative  in  all  within 
the  planned  ten-day 
period  of  Signemycin  ad- 
ministration. Upon  re-ex- 
amination of  the  feces  six 
weeks  later,  the  offending 
pathogen  (E.  histolytica) 
had  reappeared  in  only  7 
cases. 

'Loughlin.  E.  H et  al.  Anti- 
biot.  Med.  7 739,  Dec.,  1960 


Condition 

No.  of 

No.  Responded 

Patients 

to  Signemycin 

Amebiasis 

237 

222 

Cholecystitis  and 
cholangitis 

105 

97 

Enteritis 

41 

31 

Peritonitis 

15 

14 

Various,  including 
pancreatitis,  appendicitis 
and  colitis 

27 

23 

Totals 

425 

387  (91.1%) 

consistently  effective. ..often  when  others  fail 


Signemycin 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 


capsules  (250  mg.) 


Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 
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PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co  , Inc.  New  York,  New  York  1 001  7 


A CONSERVATIVE  Rx 
FOR  A CLASSIC  Dx 


Sudden  onset 
Anterior 

Vague  in  character 
Effort 

SuBSTERNAL 


MILT  RATE 

meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 


Effective  tranquilization 
plus 

long-acting  coronary  vasodilation 

for 

prophylaxis  of  pain  in  angina  pectoris 


Indications:  ‘Miltrate’  is  useful  for  prophylaxis  of  pain  in  angina  pectoris  and  coronary  insufficiency,  especially  where  anxiety 
is  a factor.  Contraindications:  Like  all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for 
patients  with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions: 
Meprobamate  — Patients  engaged  in  activities  requiring  alertness  should  be  warned  of  drowsiness.  Meprobamate  may  increase 
the  effects  of  excessive  alcohol,  and  the  possibility  of  dependence  should  be  considered,  particularly  in  patients  with  a history  of 
drug  or  alcohol  addiction.  Sudden  withdrawal  may  result  in  reactions,  rarely  epileptiform  seizures.  Grand  mal  attacks  may  be 
precipitated  in  persons  susceptible  to  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with 
suicidal  tendencies.  Side  effects:  Pentaerythritol  tetranitrate  — The  most  common  side  effects  are  transient  headache,  nausea,  and 
rash.  Weakness,  palpitation,  flushing,  gastrointestinal  distress,  and  lightheadedness  have  been  reported  on  a few  occasions. 
Meprobamate  — May  cause  drowsiness  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dosage.  Allergic  or  idiosyncratic 
reactions  are  rare,  generally  developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  include  urticarial  or  maculopapular 
rash.  Serious  reactions,  rarely  encountered,  include  dermatological  effects,  acute  nonthrombocytopenic  purpura,  chills,  fever, 
fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crisis,  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treat- 
ment should  be  symptomatic,  and  the  drug  not  be  reinstituted.  Dosage:  Usual  dosage  is  one  or  two  tablets  before  meals  and 
at  bedtime.  Individualization  of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  twelve  tablets  daily  are 
not  recommended.  Supplied:  White  tablets,  each  containing  meprobamate  200  mg.  and  pentaerythritol  tetranitrate  10  mg. 
Before  prescribing,  consult  package  circular. 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 


CML-  4087 


34-A 


The  Journal  of  the  South  Carolina  Medical  Association 


Note: 

The  efficacy  of  Signemycin 
was  shown  in  a study  of 
nongonococcal  urethritis 
involving  over  1600  pa- 
tients.* A comparison  of 
the  cure  rates  of  sixteen 
antibiotic  and  chemothera- 
peutic agents  revealed 
that  Signemycin  had  the 
highest  incidence  of  suc- 
cessful response.  One  hun- 
dred and  six  patients  were 
treated,  of  which  82  were 
followed,  with  cures  in  70. 

•Willcox,  R.  R.  and  Rosedale. 
N Brit.  J.  Vener.  Dis.  3819, 
Mar.,  1962. 


Of  748  patients  with  confirmed 
G.U.  infections... 

684  or  91.4%  were  treated 
successfully  with  Signemycin 


Condition 

No.  of 
Patients 

No.  Responded 
to  Signemycin 

Cystitis 

29 

25 

Pyonephritis 

30 

28 

Pyelocystitis 

119 

112 

Prostatitis 

14 

13 

Gonorrhea 

66 

64 

Lymphogranuloma  venereum 

96 

96 

Syphilis 

31 

31 

Urethritis,  nonspecific 

149 

131 

Various,  including  infections 
seen  with  impaired  urinary 
flow  or  lithiasis 

214 

184 

Totals 

748 

684  (91 .4%) 

consistently  effective. ..often  when  others  fail 

Signemycin 


capsules  (250  mg.) 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 
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SIGNEMYCIN^ 

Side  Effects:  Glossitis  and  allergic  reactions,  as 
well  as  severe  anaphylactoid  reactions,  have  been 
reported  as  rare  side  effects.  Should  significant 
reaction  or  idiosyncrasy  occur,  discontinue  medi- 
cation and  institute  countermeasures.  Use  of  tetra- 
cycline during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause 
discoloration  of  developing  teeth.  Reduce  usual 
oral  dosage  and  consider  serum  level  determina- 
tions in  patients  with  impaired  renal  function  to 
prevent  possible  liver  toxicity  due  to  excessive 
accumulation  of  antibiotic  in  the  serum. 

Precautions:  Overgrowth  of  nonsusceptible  orga- 
nisms may  occur.  In  such  cases,  discontinue  medi- 
cation and  institute  appropriate  specific  therapy  as 
indicated  by  susceptibility  testing.  Aluminum  hy- 
droxide gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 
The  coloring  agents  used  in  Signemycin  Syrup  and 
Pediatric  Drops  may  produce  red  discoloration 
of  stools. 

Triacetyloleandomycin,  a constituent  of 
Signemycin,  administered  to  adults  in  daily  oral 
doses  of  1.0  Gm.  (3  Gm.  Signemycin)  for  periods 
of  more  than  ten  days  may  produce  hepatic  dys- 
function and  jaundice.  In  the  rare  patient  who  re- 


quires this  high  dosage  level  of  Signemycin  initially, 
liver  function  should  be  carefully  followed  and  dos- 
age should  be  reduced,  as  promptly  as  possible,  to 
the  usual  recommended  range  of  1 .0  to  2.0  Gm.  per 
day.  Therefore,  Signemycin  is  recommended  pri- 
marily for  the  treatment  of  acute  or  severe  infec- 
tions, with  treatment  restricted  to  a ten-day  period. 
If  clinical  judgment  dictates  continuation  of  therapy 
beyond  ten  days,  serial  monitoring  of  the  liver  pro- 
file should  be  carried  out,  including  BSP,  transam- 
inase, and  cephalin  flocculation  tests.  Changes 
observed  in  liver  function  were  reversible  follow- 
ing discontinuation  of  the  drug. 

Formulas:  Capsules:  250  mg.  Signemycin  (167  mg. 
tetracycline  HCI  and  83  mg.  oleandomycin  as  tri- 
acetyloleandomycin). 

Capsules:  125  mg.  Signemycin  (83  mg.  tetracy- 
cline HCI  and  42  mg.  oleandomycin  as  triacetylo- 
leandomycin). 

Syrup:  125  mg.  Signemycin  (tetracycline  equiva- 
lent to  83  mg.  tetracycline  HCI  and  42  mg.  oleando- 
mycin as  triacetyloleandomycin)  per  5 cc. 

Pediatric  Drops:  100  mg.  Signemycin  (tetracy- 
cline equivalent  to  67  mg.  tetracycline  HCI  and  33 
mg.  oleandomycin  as  triacetyloleandomycin)  per  cc. 

More  detailed  professional  information  available 
on  request. 
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Of  5,057  patients  with  confirmed 
infections  of  ail  body  systems... 
4,731  or  93.5X  were  treated 
successfully  with  Signemycin 


Note: 

The  high  rate  of  response 
to  Signemycin  in  these 
cases  is  noteworthy  be- 
cause the  totals  include 
many  patients  with 
difficult-to-treat  infec- 
tions, many  whose 
infections  had  proved 
resistant  to  other  agents, 
and  many  who  had  been 
treatment  failures  on 
other  therapy.  1-87 
In  addition  the  following 
criteria  were  used  for 
the  cases  cited:  (1)  only 
published  results  were 
used  (2)  results  were 
confirmed  by  clinical 
and/or  laboratory  find- 
ings (3)  patients  were 
cured,  not  "improved'' 

(4)  dosage  conformed  with 
current  recommenda- 
tions in  the  United  States 

(5)  no  other  anti-infective 
agents  were  used  concomi- 
tantly (6)  no  instance  of 
prophylactic  use  was  in- 
cluded in  these  tabulations. 


Condition 

No.  of 
Patients 

No.  Responded 
To  Signemycin 

Ear,  nose  and  throat  infections 

507 

465 

Respiratory  infections 

1,028 

954 

Gastrointestinal  infections 

425 

387 

Genitourinary  infections 

748 

684 

Skin  and  soft-tissue  infections 

1,088 

1,036 

Bone  and  joint  infections 

71 

64 

Deep-seated  or  generalized  infections 

257 

251 

Obstetrical  & gynecological  infections 

341 

320 

Miscellaneous  conditions 

592 

570 

Totals 

5,057 

4,731  (93.5%) 

consistently  effective... often  when  others  fail 

Signemycin 


capsules  (250  mg.) 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 


Science  lor  the  world's  well-being  ® 


Pfizer 


Since  1849 


PFIZER  LABORATORIES  Division, Chas.  Pfizer&Co.Inc.NewYork.New  York  1001 7 


“the  same  old  story,  doctor— indigestion” 


The  patient’s  complaint  is  indigestion .. .especially  of  intolerance  to  fried 
foods... aggravated  by  stress.  You  diagnose  functional  G.l.  disturbance  and 
associated  stress... as  manifested  by  flatulence,  “nervous”  indigestion  and 
constipation.  Prescribe 


DECHOLIN-BB 

(Hydrocholeretic  • Antispasmodic  • Sedative,  AMES) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM 15  mg  (*4  gr) 

(Warning:  May  be  habit  forming)  (q  ease  nerVOUS  tension 

DEHYDROCHOLIC  ACID 250  mg  (3%  gr) 

to  produce  large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  the  in- 
testinal mucosa 

BELLADONNA  EXTRACT 10  mg  (y6  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  adult  dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  period- 
ically for  increased  intraocular  pressure  and  bar- 
biturate habituation  or  addiction.  Caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehy- 
drocholic  acid  may  cause  transitory  diarrhea; 
belladonna  — blurred  vision,  dry  mouth.  Contra- 
indications: Biliary  tract  obstruction, 
acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia.  Available  through 
your  regular  supplier:  Decholin-BB, 
bottles  of  100  tablets.  7266« 


Ames  Company,  Inc.,  Elkhart,  Indiana,  ames 
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epilepsy  may  limit 
opportunity... 


Dilantin 

(diphenylhydantoin) 


PARKE-DAVIS 


extends  horizons 


This  agent  “...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients  With  judicious  use,  it  may  be 

said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood...to  prove  his  worth. ..and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent: 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 

"Roseman,  E.:  Neurology  1 1 :912,  1961.  jjcm 


PARKE-DAVIS 

PAPKE,  DAVIS  i COMPANY,  Dtlroif,  48337 


When  psychic  tension  mounts 

Valium*  (diazepam) 

useful  in  alleviating 

-psychic  tension  mixed  with  depressive  symptoms 
-psychic  tension  in  the  common  psychoneuroses 
-psychic  tension  intensified  by  concomitant 
somatic  disorders 


How  to  prescribe  Valium  (diazepam) 

Indications:  Valium  (diazepam)  is  of  use  in  dealing  with  anxiety  reac- 
tions stemming  from  stressful  circumstances  or  whenever  somatic  com- 
plaints are  concomitants  of  emotional  factors,  it  is  useful  in  psycho- 
neurotic states  manifested  by  anxiety,  tension,  fear  and  fatigue. 

Valium  (diazepam)  may  also  be  useful  in  acute  agitation  due  to  alcohol 
withdrawal. 

Valium  (diazepam)  may  be  of  use  to  alleviate  muscle  spasm  associated 
with  cerebral  palsy  and  athetosis. 


Dosage  and  administration 

Mild  to  moderate  psychoneurotic  reactions:  Mani- 
fested by  anxiety-tension  alone  or  with  depressive 
symptomatology,  agitation,  restlessness,  psycho- 
physiological  disturbances 

Severe  psychoneurotic  reactions:  Where  severe 
anxiety,  fear,  agitation,  aggression  or  hostility  ex- 
ist alone  or  with  depressive  symptoms 

Alcoholism:  As  an  aid  in  symptomatic  relief  of 
acute  agitation,  tremor,  impending  or  acute  de- 
lirium tremens  and  hallucinosis 


Usual  daily  dose 
2 mg  to  5 mg, 

2 or  3 times 
daily 


5 mg  to  10  mg, 

3 or  4 times 
daily 

10  mg,  3 or  4 
times  during  the 
first  24  hours; 
reducing  to  5 mg, 
3 or  4 times 
daily  as  needed 


Muscle  spasm  associated  with  cerebral  palsy  or  2 mg  to  10  mg, 
athetosis  3 or  4 times  daily 

Contraindications:  Valium  (diazepam)  is  contraindicated  in  infants,  pa- 
tients with  a history  of  convulsive  disorders  or  patients  with  a history  of 
glaucoma. 

Warning:  Valium  (diazepam)  is  not  of  value  in  the  treatment  of  psy- 
chotic patients,  and  for  this  reason  should  not  be  employed  in  lieu  of 
appropriate  treatment. 

Precautions:  In  elderly  or  debilitated  patients,  it  is  important  to  limit  the 
dosage  to  the  smallest  effective  amount  to  preclude  the  development  of 
ataxia  or  oversedation  (not  more  than  1 mg,  1 or  2 times  daily  initially, 
to  be  increased  gradually  as  needed  and  tolerated).  As  is  true  of  all 
CNS-acting  drugs,  until  the  correct  maintenance  dosage  is  established, 
patients  receiving  Valium  (diazepam)  should  be  advised  against  pos- 
sibly hazardous  procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  an  automobile  during  the  period  of  Valium 


(diazepam)  therapy  is  not  recommended.  In  general,  the  concurrent 
administration  of  Valium  (diazepam)  and  other  psychotropic  agents  is 
not  recommended.  If  such  combination  therapy  is  used,  careful  consid- 
eration should  be  given  to  the  pharmacology  of  the  agents  to  be  em- 
ployed with  Valium  (diazepam)  — particularly  with  known  compounds 
which  may  potentiate  the  action  of  Valium  (diazepam),  such  as  pheno- 
thiazines,  barbiturates,  MAO  inhibitors  and  other  antidepressants. 

Since  Valium  (diazepam)  has  a central  nervous  system  depressant  ef- 
fect, patients  should  be  advised  against  the  simultaneous  ingestion  of 
alcohol  and  other  central  nervous  system  depressant  drugs  during 
Valium  (diazepam)  therapy.  Safe  use  of  Valium  (diazepam)  during 
pregnancy  has  not  been  established.  The  usual  precautions  are  indi-l 
cated  when  Valium  (diazepam)  is  used  in  the  treatment  of  anxiety  states 
where  there  is  any  evidence  of  impending  depression;  particularly  the 
recognition  that  suicidal  tendencies  may  be  present  and  protective 
measures  may  be  necessary.  The  usual  precautions  in  treating  patients 
with  impaired  renal  or  hepatic  function  should  be  observed. 

Side  effects:  In  clinical  use,  fatigue,  drowsiness  and  ataxia  have  been 
reported;  in  most  instances  these  are  dose-related  and  may  be  avoided 
by  proper  dosage  adjustment.  Mild  nausea  and  dizziness  may  occur  on 
occasion.  As  with  any  new  agent,  when  it  is  administered  for  protracted] 
periods  of  time,  periodic  blood  counts  and  liver  function  tests  are  advis- 
able. Abrupt  cessation  after  prolonged  overdosage  may,  in  some  patients, 
produce  withdrawal  symptoms  (e.g.,  convulsions,  tremor,  abdominal] 
and  muscle  cramps,  vomiting,  sweating)  similar  to  those  seen  with  bar- 
biturates, meprobamate  and  Librium®  (chlordiazepoxide  HCI).  Changes 
in  EEG  patterns  have  been  observed  in  patients  during  and  after  Valium 
(diazepam)  treatment. 

Paradoxical  reactions,  such  as  excitement,  depression,  stimulation,] 
sleep  disturbances,  acute  hyperexcited  states  and  hallucinations  have 
been  reported.  Other  side  effects  noted  have  been  blurred  vision,  di- 
plopia, headache,  incontinence,  slurred  speech,  tremor  and  skin  rash.] 
Valium  (diazepam)  is  available  as  5-mg  and  2-mg  tablets.  For  conven-l 
ience  and  economy  in  prescribing,  both  strengths  are  supplied  in  bottles  ] 
of  50. 

Roche  Laboratories  endorses  the  principle  of  caution  in  the  administra-| 
tion  of  any  therapeutic  agent  to  pregnant  patients. 


ROCHE  LABORATORIES 

Division  of  Hoffmann- La1  Roche  Inc. 

Nutley,  N.J.  07110 
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Iron  deficiency 
is  effectively  treated 
with  Zentinic 


rapid  growth.  ■ The  Zentinic  formula 
contains  100  mg.  of  elemental  iron  as 
ferrous  fumarate  and  200  mg.  of  vitamin 
C to  aid  absorption  of  the  iron  by  helping 
to  maintain  it  in  the  ferrous  state.  ■ In 
addition,  the  B complex  vitamins  are  in- 
cluded for  general  nutritional  support. 


Fewer  bacterial  resistance  problems 
when  you  treat  infections 


PENBRITIN8 

Brand  of  Ampicillin 

kills  bacteria... does  not  just  suppress  them! 


With  PENBRITIN  (ampicillin)  the 
emergence  of  resistant  strains  of  organ- 
isms is  slow  rather  than  rapid  as  with 
other  antibiotics.1  2 Tetracycline-resist- 
ant  hemolytic  streptococci  and  pneumo- 
cocci have  been  reported2  0 — but  this  has 
not  been  a problem  with  PENBRITIN 
(ampicillin).  According  to  an  editorial 
in  Lancet,-  PENBRITIN  (ampicillin) 
could  be  particularly  valuable  in  killing 
coliforms  and  Proteus,  which  may  other- 
wise quickly  become  resistant  during 
treatment.  Recently,  several  Shigella 
strains,  resistant  to  tetracycline,  chlor- 
amphenicol, and  other  antibiotics,  were 
found  to  be  susceptible  to  ampicillin.7 

Dosage:  Adults  — 250  mg.  every  six  hours  in 
respiratory  infections;  500  mg.  every  six 
hours  in  urinary  and  gastrointestinal  infec- 
tions (higher  doses  may  be  needed  in  severe 
infections).  Children —(  under  13  years, 
whose  weight  will  not  result  in  a dosage 
higher  than  that  recommended  for  adults) 
100  mg./Kg./day  in  divided  doses  every  six 
or  eight  hours;  200  mg./Kg./day  in  divided 
doses  every  six  hours  for  severe  infections. 


Contraindications : (1)  Hypersensitivity  to 
penicillin.  (2)  Infections  by  penicillinase- 
producing  staphylococci  and  other  penicillin- 
ase-producing organisms.  Aerobacter  aero- 
genes,  Pseudomonas  pyocyanea,  and  Proteus 
morganii  are  resistant  to  PENBRITIN  (am- 
picillin) . 

Side  h'ffects : Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting  have  occasion- 
ally appeared. 

Precautions:  As  with  other  antibiotics,  pre- 
cautions should  be  taken  against  gastro- 
intestinal superinfection.  To  date,  safety  for 
use  in  pregnancy  has  not  been  established. 
Supplied:  No.  GOG  — Each  capsule  contains 
250  mg.  of  ampicillin.  Bottles  of  16  and  100. 
References : 1.  Rolinson,  G.  N.,  and  Stevens,  S.: 
Brit.  M.  J.  11:191  (July  22)  1961.  2.  Editorial. 
Lancet  ii: 723  (Oct.  5)  1963.  3.  Parker,  M.  T.,  et 
at.:  Brit.  M.  J.  1:1550,  1962.  4.  Evans,  W.,  and 
Hansman,  D.:  Lancet  1:451  (Feb.  23)  1963. 
5.  Richards,  J.  D.  M.,  and  Rycroft,  J.  A. : Lancet 
1:553  (March  9)  1963.6.  Schaedler,  R.  \Y,  et  at.  : 
New  England  J.  Med.  270: 127  (Jan.  16)  1964. 
7.  Howard,  P.,  and  Riley,  H.  D.,  Jr.:  Abstracts, 
Fourth  Interscience  Conference  on  Antimicro- 
bial Agents  and  Chemotherapy,  Oct.  26-28,  1964, 
New  York,  N.Y. 
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A CONSERVATIVE  Rx 
FOR  A CLASSIC  Dx 


Sudden  onset 
Anterior 

Vague  in  character 
Effort 

SUBSTERNAL 


MILT RATE 

meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 


Long-acting  coronary  vasodilation  plus 
effective  tranquilization  for 
prophylaxis  of  pain  in  angina  pectoris 


Indications:  ‘Miltrate’  is  useful  for  prophylaxis  of  pain  in  angina  pectoris,  especially  where  accompanied  or  intensified  by 
anxiety.  Contraindications:  Like  all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for  patients 
with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions: 
Meprobamate  — Careful  supervision  of  dose  and  amounts  prescribed  is  advised.  Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after  use  for  weeks  or  months  at  excessive  dosage. 
Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epilepti- 
form seizures.  Should  meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced  and  operation  of 
motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Grand  mal  seizures  may  be  precipitated  in  persons  suffering 
from  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Side  effects: 
Side  effects  of  'Miltrate'  administration  have  been  few,  consisting  of  headache,  nausea,  sleepiness  and  insomnia,  and  dizziness. 
Pentaerythritol  tetranitrate- The  most  common  side  effects  are  transient  headache,  nausea,  and  rash.  Weakness,  palpitation,  flush- 
ing, gastrointestinal  distress,  and  lightheadedness  have  been  reported  on  a few  occasions.  Meprobamate- Drowsiness  may 
occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally 
developing  after  one  to  four  doses.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  peripheral  edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous 
dermatitis  after  administration  of  meprobamate  and  prednisolone  have  been  reported.  More  severe  and  very  rare  cases  of 
hypersensitivity  may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypotensive  crises  (1  fatal 
case),  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment  should  be  symptomatic  in  such  cases,  and  the  drug  should  not 
be  reinstituted.  Isolated  cases  of  agranulocytosis,  thrombocytopenic  purpura,  and  a single  fatal  instance  of  aplastic  anemia 
have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given  concomitantly.  Fast  EEG  activity 
has  been  reported,  usually  after  excessive  meprobamate  dosage.  Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Dosage:  Usual  dosage  is  one  or  two  tablets  before  meals  and  at  bedtime.  Individual- 
ization of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  12  tablets  daily  are  not  recommended.  (Note:  When 
titration  of  the  doses  of  the  individual  components  of  ‘Miltrate’  is  desired,  meprobamate  is  available  as  ‘Miltown’  (meproba- 
mate] tablets  and  'Meprospan'  [meprobamate,  sustained  release]  capsules.)  Supplied:  White  tablets,  each  containing  meproba- 
mate 200  mg.  and  pentaerythritol  tetranitrate  10  mg.  Before  prescribing,  consult  package  circular. 
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Between  the  Doctor  and  Community  . . . 


The  Blue  Shield  concept,  nurtured  by  doctors,  embraces  the  medical  profession’s  standards  of  com- 
munity service  . . . Doctors  throughout  the  nation  serve  with  other  civic  leaders  as  trustees  of  Blue 
Shield  Plans,  keeping  Blue  Shield  in  stride  with  medical  progress  . . . That’s  why  doctors  sponsor  Blue 
Shield  . . . That's  why  doctors  guide  Blue  Shield  . . . That’s  why  doctors  recommend  Blue  Shield  . . . 
Blue  Shield  ...  A vital  link  between  the  doctor  and  community  . . . 

YOUR  SUPPORT  WILL  HELP  BLUE  SHIELD  GROW  . . . 
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Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


Squibb  Quality-the  Priceless  Ingredient 

SQL'IBD  DIVISION  VS 


ilin 


NEW  UNEXCELLED  TASTE 


SYRUP  OF  CHLORAL  HYDRATE 

NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 


lO  Grains  (U.S.P.  Dose)  of  palatable  lime  flavored 
chloral-hyd  rate  syrup  in  each  teaspoonful 

RAPID  SEDATION  WITHOUT  HANGOVER 


JONES  and  VAUGHAN,  Inc  . RICHMOND  26,  VA. 


Bacterial  Discomfort  of 
U.R.I.  U.R.I. 


Bring  the  treatment  together 
in  a sinqle  prescription 


Each  tablet  contains:  Caffeine 30  mg. 

ACHROMYCIN®  Tetracycline  HCI  ..  . 125  mg.  Salicylamide 150  mg. 

Acetophenetidin  (Phenacetin) 120  mg.  Chlorothen  Citrate 25  mg. 

Effective  in  controlling  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic  relief 
in  allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  are  drowsiness  (so  one 
should  not  drive  while  on  drug),  slight  gastric  distress,  overgrowth  of  nonsusceptible  organisms. 
Tooth  discoloration  may  occur  if  given  during  tooth  formation  (late  pregnancy,  the  neonatal 
period,  early  childhood).  Reduce  dosage  in  impaired  renal  function.  Increased  intracranial  pres- 
sure is  a possible  complication  in  infants.  Average  adult  dosage:  2 tablets  four  times  daily,  given 
at  least  1 hour  before  or  2 hours  after  meals. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 

nncc.i; 


>u  a cup  of  coffee?  Fine!  This  last  patient...  Mrs.  Jones? 


ir.  She’s  down  to  140/85. 


for  all  my  hypertensives. 


Right.  When  we  started,  she  was 
195/120. 


Does  Regroton  always  work  this  well? 


Is  that  Regroton  again? 


Not  always.  But  the  exception  proves 
the  rule. 


tion:  Each  tablet  contains  chlorthalidone, 
md  reserpine,  0.25  mg. 
dications:  History  of  mental  depression, 
isitivity,  and  most  cases  of  severe  renal 
ic  diseases. 

Discontinue  2 weeks  before  general 
;ia,  1 week  before  electroshock  therapy, 
pression  or  peptic  ulcer  occurs. 
ons  Reduce  dosage  of  concomitant  anti- 
sive  agents  by  one-half.  Discontinue  if 
rises  or  liver  dysfunction  is  aggravated 
■te  imbalance  and  potassium  depletion 
ur;  take  particular  care  in  cirrhosis  or 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Eflects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare 
purpura,  urticaria,  and  weakness. 

For  full  details. see  the  complete  prescribing 
information. 


Availability:  Bottles  of  100  and  1000  tablets. 
Average  Dosage:  One  tablet  daily  with  breakfast. 

’Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  plus 
reserpine  in  moderately  severe  and  severe  hyper- 
tension: A two  year  study.  Presented  at  the  7th 
Inter-American  Congress  of  Cardiology,  Montreal, 
June  14-19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation  (faiw 

Ardsley,  New  York  RE-3270 


■ outperformed  other  ■ 

egroton  Geigy 


NE  WAY  TO  TRY  TO 
AVOID  COLDS  AND 
SINUSITIS  IS  TO 
GET  AWAY  FROM 
FRIGID  WEATHER 


...but  if  your  patient  can’t  get  away,  relieve  sneezing,  running 
nose,  and  congestion  of  colds  and  sinusitis  all  day  or  all  night 
with  one 

ORNADE®—  SPANSULE^sar 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  maleate),  SO  mg.  of 
phenylpropanolamine  hydrochloride,  and  2.5  mg.  of  isopropamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with 
glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloric  duodenal  obstruc- 
tion, or  bladder  neck  obstruction.  Use  with  caution  in  the  presence  of  hypertension, 
hyperthyroidism,  or  coronary  artery-disease.  Drowsiness;  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions  but  are 
usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 
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in  sinusitis,  colds,  U.R.I. 

Dimetapp  Extentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 

Nasal  congestion?  Dimetapp  lets  your  stuffed-up 
patients  breathe  easyagain.  Each  Dimetapp  Extentab 
works  hard  for  up  to  10-12  hours  to  open  up  con- 
gestion. And,  with  little  likelihood  of  adverse  reac- 
tions. Indeed,  side  effects  with  the  antihistamine  in 
Dimetapp- Dimetane*  (brompheniramine  maleate) 
were  found  in  one  investigation  to  be  as  few  as  with 
placebo.2 

1.  Clinical  report  on  file.  Medical  Department,  A.  H.  Robins  Co.,  Inc. 

2.  Schiller,  I.  W.  and  Lowell,  F.  C.:  New  England  J.  Med.  261:478,  1959. 


BRIEF  SUMMARY:  Indications:  Dimetapp  reduces  nasal  secre- 
tions, congestion,  and  postnasal  drip  for  symptomatic  relief  of 
colds,  U.R.I.,  sinusitis,  and  rhinitis.  Contraindications:  Anti- 
histamine sensitivity.  Not  recommended  foruse  during  pregnancy. 
Precautions:  Administer  with  caution  in  the  presence  of  cardiac 
or  peripheral  vascular  diseases  and  hypertension.  Until  the  pa- 
tient’s response  has  been  determined,  he  should  be  cautioned 
against  engaging  in  operations  requiring  alertness.  Side  Effects: 
Hypersensitivity  reactions  including  skin  rashes,  urticaria,  hypo- 
tension and  thrombocytopenia  have  been  reported  on  rare  occa- 
sions. Drowsiness,  lassitude,  nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability  or  excitement  may  be 
encountered. 

See  product  literature  for  complete  prescribing  information. 

A.  H.  ROBINS  COMPANY,  INC. 

RICHMOND,  VIRGINIA  23220 


With  meticulous  attention  to  detail,  artist  Blake  Hampton  depicts  the  successful  American  businessman  who  has  driven  him- 
self relentlessly  to  the  top  and  at  last  is  solidly  entrenched  on  the  throne  of  success.  But  his  is  a hollow  victory.  Shackled  with 
responsibilities,  he  strains  to  enjoy  the  fruits  of  his  labors,  but  to  no  avail.  His  only  pleasure  is  in  his  single-minded  devotion 
to  success.  Here  indeed  is  the  patient  who  so  often  must  pay  for  his  success  with  a peptic  ulcer  and  the  limitations  it  imposes. 

NUMBER  3 IN  A SERIES 


in  peptic  ulcer  therapy— “little  things  mean  a lot” 

it’s  the  sum  total  of  many  subtle  advantages  that  makes  glycopyrrolate  a superior  anticholinergic 


ROBINUL  FORTE  glycopyrrolate  : mg.  P,-,  m*, 

ROBINUE-PH  FORTE 

glycopyrrolate  2 mg.  j phenobarbital  16.2  mg.  j (warning:  may  be  habit  forming) 


The  remarkable  efficacy  of  Robinul  (glycopyrrolate)  in  the  treatment  of  peptic  ulcer  cannot  be 
attributed  to  any  single  characteristic  of  the  drug.  Rather  it  is  the  sum  total  of  several  subtle 
pharmacologic  advantages  that  enables  this  anticholinergic  to  make  such  a significant  contribu- 
tion to  the  total  ulcer  regimen. 

Epstein1  found  glycopyrrolate’s  intensive  antisecretory  action  to  be  exemplary.  Breidenbach"  was 
impressed  by  its  pronounced  antispasmodic  effects.  And  Young  and  Sun'1  reported  that  a 2 mg. 
oral  dose  “did  not  affect  gastric  emptying  or  intestinal  transit  time.  . . According  to  Slanger4, 
the  absence  of  annoying  side  effects  is  an  important  plus  factor  . . for  it  permits  ready  indi- 
vidualization of  dosage  for  control  of  mild  to  severe  symptoms.”  Posey5  sums  it  up  when  he  says, 
“In  effect,  with  glycopyrrolate,  one  approaches  an  ideal  agent  for  the  management  of  peptic 
ulcer.  With  it  a vagolytic  effect  may  be  obtained  without  interfering  with  gastric  emptying — the 
medical  equivalent  to  vagectomy  plus  an  adequate  drainage  procedure.” 

We  invite  you  to  try  Robinul  (glycopyrrolate)  in  your  practice.  Discover  firsthand  how  several 
subtle  advantages  add  up  to  make  it  the  superior  anticholinergic  agent. 


BRIEF  SUMMARY 

INDICATIONS:  In  addition  to  its  primary  indications  for 
duodenal  and  gastric  ulcer,  glycopyrrolate  is  indicated  for 
other  G-I  conditions  which  may  benefit  from  anticholinergic 
therapy.  Robinul-PH  Forte  (glycopyrrolate  2 mg.  with  phe- 
nobarbital) is  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  ob- 
struction, pyloric  obstruction,  stenosis  with  significant  gastric 
retention,  prostatic  hypertrophy,  duodenal  obstruction,  car- 
diospasm (megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  Robinul-PH  Forte,  sensitivity  to  pheno- 
barbital. 

PRECAUTIONS:  Administer  with  caution  in  the  presence  of 
incipient  glaucoma. 

SIDE  EFFECTS-  Dryness  of  the  mouth,  blurred  vision,  urinary 
difficulties,  and  constipation  arc  rarely  troublesome  and  may 


generally  be  controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic  drugs  include 
tachycardia,  palpitation,  dilatation  of  the  pupil,  increased 
ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizzi- 
ness, drowsiness,  and  rash. 

DOSAGE:  Should  be  adjusted  according  to  individual  patient 
response.  Average  and  maximum  recommended  dose  is  1 tab- 
let three  times  a day:  in  the  a.m.,  early  p.m.,  and  at  bedtime. 
See  product  literature  for  full  prescribing  information. 

Also  available: 

Robinul® (glycopyrrolate  1 mg.  per  tablet) 

Robinul®-PH  (glycopyrrolate  1 mg.  per  tablet) 
phenobarbital  16.2  mg. 

(warning:  may  be  habit  forming) 

REFERENCES:  1.  Epstein,  J.  H.:  Am.  J.  of  Gastroent.,  37:295, 
March,  1962.  2.  Breidenbach,  W.  C.:  Investigative  Clinical 
Report,  March,  1961.  3.  Young,  R.,  and  Sun,  D.  C.  H.:  Ann. 
N.  Y.  Acad.  Sc.,  99:174,  Feb.,  1962.  4 Slanger.  A.:  Journal 
of  New  Drugs,  2:215,  July-Aug.,  1962.  5.  Posey,  E.  L.,  Jr.: 
Am.  J.  Dig.  Dis.,  7:863,  Oct.,  1962. 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND,  VIRGINIA 


PHARMACEUTICALS 


RESEARCH  Robins© 


It  has  been  suggested  that,  with  the  addition  of  10  Mg.  of  B-6 
to  an  already  effective  formula,  the  Palminates  are  now 
especially  suited  to  nighttime  administration,  with  a resultant 
prevention  of  nausea. 


• Palminate  and  Palminate  F are  formulated  to  meet  100%  of 
the  minimum  daily  requirements  for  all  of  the  vitamin  and 
mineral  elements,  except  calcium,  recommended  by  the 
National  Institute  of  Health  for  the  prenatal  and  lactation 
periods.  They  contain  Ferrous  Fumarate,  a potent  source  of 
iron  with  remarkable  freedom  from  gastric  distress.  Palminate 
F contains  Sodium  Fluoride.  Warning:  Palminate  F should  not 
be  prescribed  where  water  supply  is  fluoridated  or  exceeds 
0.7  ppm  fluorine.  Write  for  complete  disclosure  information. 

Dosage:  one  to  two 
tablets  daily. 


PALMEDICO,  INC.  • BOX  3115  • COLUMBIA,  S.C. 
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Tour  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

'Soma’  Compound  helps 
relieve  pain  and  relax  muscle 
in  many  musculoskeletal 
disorders.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


Soma  Compound 

carisoprodol  200  mg.,phenacetin  160  mg.,caHeine  32  mg. 


rational  combination  therapy  for  most  patients  with  strains  and  sprains: 
relaxes  muscle,  relieves  pain 


Also  available  as  ‘Soma’  Compound  with  Codeine:  carisoprodol  200  mg.,  phenacetin 
160  mg.,  caffeine  32  mg.,  codeine  phosphate  16  mg.  (Warning:  may  be  habit-forming.) 

(Warning:  Codeine  may  be  habit-forming.)  Indications:  'Soma'  Compound  and  ‘Soma’  Compound  with 
Codeine  are  useful  for  relief  of  pain  and  stiffness  in  traumatic,  rheumatic  and  other  conditions  affecting 
muscles  and  joints.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol,  phenacetin,  or 
codeine  phosphate.  Precautions:  Phenacetin  — With  long-term  use,  give  cautiously  to  patients  with  anemia 
and  cardiac,  pulmonary,  renal  or  hepatic  disease.  May  damage  the  kidneys  when  used  in  large  amounts  or 
for  long  periods.  Caffeine  — Not  recommended  for  persons  extremely  sensitive  to  its  CNS  stimulating  ac- 
tion. Codeine  phosphate  — Use  with  caution  in  addiction-prone  individuals.  Carisoprodol  — Carisoprodol, 
like  other  central  nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  pro- 
pensity for  taking  excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity  to  compounds  of 
similar  chemical  structure,  e.g.  meprobamate.  Side  effects:  Drowsiness,  lightheadedness,  dizziness,  and 
gastric  complaints  have  been  reported  infrequently  for  either  or  both  of  these  preparations.  Phenacetin  — 
Side  effects  are  extremely  rare  with  short-term  use  of  recommended  doses.  Prolonged  ingestion  of  over- 
doses may  produce  dyspnea,  cyanosis,  hemolytic  anemia,  skin  rash,  anorexia,  subnormal  temperature,  in- 
somnia, headache,  mental  disturbances,  and  tolerance.  Caffeine- Side  effects  are  almost  always  the  result 
of  overdosage.  Average  doses  may  rarely  cause  nausea,  nervousness,  insomnia,  and  diuresis.  Excessive  dos- 
age may  produce,  in  addition,  restlessness,  nervousness,  tolerance,  tinnitus,  tremors,  scintillating  scotomata, 
tachycardia,  and  cardiac  arrhythmias.  Codeine  phosphate -Possible  side  effects  are  nausea,  vomiting, 
constipation,  and  miosis.  Carisoprodol  -The  only  side  effect  reported  with  any  frequency  is  sleepiness, 
usually  on  higher  than  recommended  doses.  An  occasional  patient  may  not  tolerate  carisoprodol  because  of 
an  individual  reaction,  such  as  a sensation  of  weakness.  Other  rarely  observed  reactions  have  included 
dizziness,  ataxia,  tremor,  agitation,  irritability,  headache,  increase  in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms.  One  instance  each  of  pancytopenia  and  leukopenia,  occurring  when  carisoprodol 
was  administered  with  other  drugs,  has  been  reported,  as  has  an  instance  of  fixed  drug  eruption  with 
carisoprodol  and  subsequent  cross-reaction  to  meprobamate.  Rare  allergic  reactions,  usually  mild,  have  in- 
cluded one  case  each  of  anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy.  In  cases  of  allergic  or  hypersensitivity  reaction,  car- 
isoprodol should  be  discontinued  and  appropriate  therapy  initiated.  Suicidal  attempts  may  produce  coma 
and/or  mild  shock  and  respiratory  depression.  Dosage:  Usual  adult  dosage  of  ‘Soma’  Compound  or  ‘Soma’ 
Compound  with  Codeine  is  one  or  two  tablets  three  times  daily  and  at  bedtime.  Supplied:  'Soma'  Compound, 
orange  tablets,  each  containing  carisoprodol  200  mg.,  phenacetin  160  mg.,  and  caffeine  32  mg.  ‘Soma’ 
Compound  with  Codeine,  white  capsule-shaped  tablets,  each  containing  carisoprodol  200  mg.,  phenacetin 
160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg.  Narcotic  order  form  required.  Before  prescribing, 
consult  package  circular. 

WALLACE  LABORATORIES 
Cranbury,  N.  J. 


CtO-sil- 


* a result  of 
‘METHEDRINE’L 

METHAMPH  EXAMINE 
HYDROCHLORIDE 


therapy 


Her  once  unruly  appetite  is  now  well  tamed  with 
‘Methedrine’  (methamphetamine  hydrochlo- 
ride)... an  easy  way  to  help  control  food  crav- 
ing and  “hunger  pains.” 

Side  effects:  Insomnia  may  occur  if  taken  later 
than  6 hours  before  retiring.  The  usual  peri- 
pheral actions  of  sympathomimetic  amines 
(vasoconstriction  and  acceleration  of  the  heart) 
are  minimal  and  little  noticed  on  low  or  moder- 
ate dosage. 


Contraindications  and  precautions:  Should  not 
be  used  in  patients  with  myocardial  degenera- 
tion, coronary  disease,  marked  hypertension, 
hyperthyroidism,  insomnia  or  a sensitivity  to 
ephedrine-like  drugs.  Moderate  hypertension  in 
the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is 
reduced. 

‘Methedrine’  brand  Methamphetamine  Hydro- 
chloride: Tablets-5  mg.,  scored,  in  bottles  of 
100  and  1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC., Tuckahoe,  N.Y. 
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Of  1,088  patients  with  confirmed 
skin  and  soft-tissue  infections... 
1,036  or  95.2%  were  treated 
successfully  with  Signemycin 


Note: 

Morador  et  al.*  obtained 
excellent  results  in  the 
treatment  of  185  out  of 
191  soft-tissue  infections, 
all  due  to  staphylococci. 
They  state:  "In  the  most 
serious  infections  occur- 
ring in  patients  with  im- 
paired resistance  (mainly 
diabetics)  we  have  had 
very  good  results  in  the 
control  of  the  infectious 
condition."  In  these  stud- 
ies, incision  and  drainage 
were  employed  where 
indicated. 

'Morador,  J.  L.  et  al.:  Antibiot. 
Ann.  1959-1960:716 


Condition 

No.  of 
Patients 

No.  Responded 
To  Signemycin 

Abscesses,  various 

35 

34 

Abscess,  gluteal  or  perianal 

54 

52 

Burns,  infected 

331 

307 

Carbuncles  and  furuncles 

125 

122 

Cellulitis 

104 

102 

Lacerations  and  wounds,  infected 

142 

128 

Ulcers,  infected 

107 

106 

Various  superficial  infections 

190 

185 

Totals 

1,088 

1 ,036  (95.2%) 

consistently  effective...often  when  others  fail 

Signemycin 


capsules  (250  mg.) 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 
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SIGNEMYCIN® 

Side  Effects:  Glossitis  and  allergic  reactions,  as 
well  as  severe  anaphylactoid  reactions,  have  been 
reported  as  rare  side  effects.  Should  significant 
reaction  or  idiosyncrasy  occur,  discontinue  medi- 
cation and  institute  countermeasures.  Use  of  tetra- 
cycline during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause 
discoloration  of  developing  teeth.  Reduce  usual 
oral  dosage  and  consider  serum  level  determina- 
tions in  patients  with  impaired  renal  function  to 
prevent  possible  liver  toxicity  due  to  excessive 
accumulation  of  antibiotic  in  the  serum. 

Precautions:  Overgrowth  of  nonsusceptible  orga- 
nisms may  occur.  In  such  cases,  discontinue  medi- 
cation and  institute  appropriate  specific  therapy  as 
indicated  by  susceptibility  testing.  Aluminum  hy- 
droxide gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 
The  coloring  agents  used  in  Signemycin  Syrup  and 
Pediatric  Drops  may  produce  red  discoloration 
of  stools. 

Triacetyloleandomycin,  a constituent  of 
Signemycin,  administered  to  adults  in  daily  oral 
doses  of  1.0  Gm.  (3  Gm.  Signemycin)  for  periods 
of  more  than  ten  days  may  produce  hepatic  dys- 
function and  jaundice.  In  the  rare  patient  who  re- 


quires this  high  dosage  level  of  Signemycin  initially, 
liver  function  should  be  carefully  followed  and  dos- 
age should  be  reduced,  as  promptly  as  possible,  to 
the  usual  recommended  range  of  1 .0  to  2.0  Gm.  per 
day.  Therefore,  Signemycin  is  recommended  pri- 
marily for  the  treatment  of  acute  or  severe  infec- 
tions, with  treatment  restricted  to  a ten-day  period. 
If  clinical  judgment  dictates  continuation  of  therapy 
beyond  ten  days,  serial  monitoring  of  the  liver  pro- 
file should  be  carried  out,  including  BSP,  transam- 
inase, and  cephalin  flocculation  tests.  Changes 
observed  in  liver  function  were  reversible  follow- 
ing discontinuation  of  the  drug. 

Formulas:  Capsules:  250  mg.  Signemycin  (167  mg. 
tetracycline  HCI  and  83  mg.  oleandomycin  as  tri- 
acetyloleandomycin). 

Capsules:  125  mg.  Signemycin  (83  mg.  tetracy- 
cline HCI  and  42  mg.  oleandomycin  as  triacetylo- 
leandomycin). 

Syrup:  125  mg.  Signemycin  (tetracycline  equiva- 
lent to  83  mg.  tetracycline  HCI  and  42  mg.  oleando- 
mycin as  triacetyloleandomycin)  per  5 cc. 

Pediatric  Drops:  100  mg.  Signemycin  (tetracy- 
cline equivalent  to  67  mg.  tetracycline  HCI  and  33 
mg.  oleandomycin  as  triacetyloleandomycin)  per  cc. 

More  detailed  professional  information  available 
on  request. 
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Of  5,057  patients  with  confirmed 
infections  of  all  body  systems... 
4,731  or  93.5%  were  treated 
successfully  with  Signemycin® 


Note: 

The  high  rate  of  response 
to  Signemycin  in  these 
cases  is  noteworthy  be- 
cause the  totals  include 
many  patients  with 
difficult-to-treat  infec- 
tions, many  whose 
infections  had  proved 
resistant  to  other  agents, 
and  many  who  had  been 
treatment  failures  on 
other  therapy. 1-87 
In  addition  the  following 
criteria  were  used  for 
the  cases  cited:  (1)  only 
published  results  were 
used  (2)  results  were 
confirmed  by  clinical 
and/or  laboratory  find- 
ings (3)  patients  were 
cured,  not  "improved” 

(4)  dosage  conformed  with 
current  recommenda- 
tions in  the  United  States 

(5)  no  other  anti-infective 
agents  were  used  concomi- 
tantly (6)  no  instance  of 
prophylactic  use  was  in- 
cluded in  these  tabulations. 


Condition 

No.  of 
Patients 

No.  Responded 
To  Signemycin 

Ear,  nose  and  throat  infections 

507 

465 

Respiratory  infections 

1,028 

954 

Gastrointestinal  infections 

425 

387 

Genitourinary  infections 

748 

684 

Skin  and  soft-tissue  infections 

1,088 

1,036 

Bone  and  joint  infections 

71 

64 

Deep-seated  or  generalized  infections 

257 

251 

Obstetrical  & gynecological  infections 

341 

320 

Miscellaneous  conditions 

592 

570 

Totals 

5,057 

4,731  (93.5%) 

consistently  effective. ..often  when  others  fail 

Signemyciri 

tetracycline  HCI,  167  mg.; oleandomycin  ponoi  lloo  fQRf)  IDfl  ^ 
as  triacetyloleandomycin,  83  mg.  Ud[JoUlcO  ^UU  lliyj 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 
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because  food  is  a factor 
in  oral  penicillin  therapx 


ibis  is  the  k ind  oj  breakfast 
used  in  the  Griffith  and  li/aek  study  reported  here. 


Consider  V-Cillin  K,  the  acid-stable  peni- 
cillin that  is  less  affected  by  gastric  acids 
than  is  oral  penicillin  G.  In  fact,  compara- 
tive data  show  that  V-Cillin  K given  with 
meals  produces  blood  levels  twice  as  high 
with  just  half  the  dose.  Such  pharmaco- 
logic characteristics  provide  your  patients 
consistently  dependable  therapy.  In  addi- 
tion, significant  economy  is  achieved,  since 
three  to  four  times  as  much  oral  penicillin 
G is  required  to  assure  equivalent  anti- 
bacterial activity.1 


Indications:  V-Cillin  K.  is  an  antibiotic  useful  in 
the  treatment  of  streptococcus,  pneumococcus, 
and  gonococcus  infections  and  infections  caused 
by  sensitive  strains  of  staphylococci.  Contraindica- 
tions and  Precautions:  Although  sensitivity  re- 
actions are  much  less  common  after  oral  than  after 
parenteral  administration,  V-Cillin  K should  not 
be  administered  to  patients  with  a history  of  allergy 
to  penicillin.  As  with  any  antibiotic,  observation 
for  overgrowth  of  nonsusceptible  organisms  dur- 
ing treatment  is  important.  Usual  Dosage  Range: 
125  mg.  (200,000  units)  three  times  a day  to  250 
mg.  every  four  hours.  Supplied:  Tablets  V-Cillin  K, 
125  or  250  mg.,  and  V-Cillin  K,  Pediatric,  125  mg. 
per  5-cc.  teaspoonful,  in  40,  80,  and  150-cc.-size 
packages. 


1.  Griffith,  R.S.,and  Black,  H.R.:  Current  Ther.  Res.,  6: 253, 1964. 


V-Cillin  K' 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  request.  Eli  Lilly  and  Company , Indianapolis  6,  Indiana. 
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RESULTS  OF  METHYLDOPA-CHLOROTHIAZIDE 
THERAPY  IN  HYPERTENSIVE  PATIENTS 
WITH  RENAL  DISEASE 


The  combination  of  renal  insufficiency 
and  severely  elevated  blood  pressure 
constitutes  a therapeutically  difficult 
and  ominous  situation.  Pentolinium,  meca- 
mylamine,  and  guanethidine  are  effective  in 
reducing  blood  pressure  but  also  decrease 
cardiac  output  and  renal  blood  flow,1  which 
may  seriously  aggravate  the  renal  dysfunction. 
Hvdralazine  does  not  decrease  renal  blood 

J 

flow  but  has  many  adverse  effects,  including 
nausea,  headache  and  increased  heart  rate.2 
In  addition,  its  therapeutic  effectiveness  is 
often  disappointing.  Alpha  methvldopa  has 
been  found  to  be  more  effective,  to  have 
fewer  adverse  effects,  and  to  preserve  renal 
blood  flow.3  However,  tolerance  may  develop 
to  the  drug,  requiring  the  addition  of  other 
agents.'  The  thiazide  diuretics  have  been 
particularly  useful  in  this  regard,  in  that  they 
potentiate  the  effect  of  methyldopa  as  well  as 
correct  the  tendency  to  sodium  retention  seen 
with  this  drug.  However,  the  thiazides  when 
used  alone  are  also  known  to  decrease  renal 

From  the  Department  of  Medicine,  Medical  College 
of  South  Carolina,  Charleston,  South  Carolina. 

This  study  was  supported  by  the  Merck,  Sharp,  and 
Dohme  Co.,  West  Point,  Pa. 

Dr.  Butler  is  a resident  in  Medicine  of  the  Medical 
College  Hospital. 
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blood  flow  and  to  aggravate  azotemia.6  There- 
fore, a study  has  been  carried  out  in  which  ten 
selected  patients  were  studied  by  standard 
renal  clearances  before  and  after  such  com- 
bination therapy,  in  an  effort  to  evaluate  the 
effect  on  renal  function. 

Materials  and  Methods 

Ten  patients  were  selected  from  the  renal  and 
hypertension  clinics  of  the  Medical  College  of  South 
Carolina.  There  were  seven  females  and  three  males 
and  all  but  one  were  Negro.  The  patients  ranged  in 
age  from  17  to  48  years.  Four  of  the  patients  had 
diabetes  mellitus  with  nephropathy  and  three  had 
proven  glomerulonephritis  or  pyelonephritis.  Patient 
data  is  summarized  in  Tables  1 and  2. 

Standard  inulin  ( I ) and  para-aminohippurate 
(PAII)  clearances6' 7 were  performed  while  the  pa- 
tient received  no  therapy  or  methyldopa  only,  and 
again  on  combined  therapy  with  methyldopa  and 
chlorothiazide.  Four  patients  had  been  on  no  therapy 
within  six  months  of  the  initial  clearances;  three  were 
studied  initially  on  methyldopa  alone,  and  three  had 
other  therapy,  which  was  totally  withdrawn  for  3-5 
days  before  the  clearances  were  done.  The  degree 
of  hypertension  prevented  prolonged  omission  of  all 
therapy. 

Case  Reports 

Cruse  1.  M.S.  is  a 36  year  old  female  with  known 
neurofibromatosis.  She  is  a gravida  8 and  was  said  to 
be  hypertensive  with  the  first,  seventh  and  eighth 
pregnancy,  and  has  had  persistent  elevation  of  blood 
pressure  for  at  least  three  years.  Because  of  the  lability 
of  blood  pressure,  with  occasional  pressures  as  high 
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TABLE  1 


Case 

Sex 

Age 

Race 

BUN 

mg/100  ml. 

Diagnosis 

1 

F 

36 

W 

12 

Neurofibromatosis 

Hypertension  following  toxemia  of  pregnancy 

2 

F 

42 

N 

17 

Diabetes  mellitus  with  nephropathy 

3 

M 

41 

N 

55 

( 1 ) Chronic  glomerulonephritis 

(2)  Mild  diabetes  mellitus 

4 

F 

48 

N 

16 

Diabetes  mellitus  with  nephropathy 

5 

F 

37 

N 

65 

Diabetes  mellitus  with  nephropathy 

6 

M 

39 

N 

8 

( 1 ) Chronic  glomerulonephritis 

(2)  Rheumatoid  arthritis 

7 

M 

47 

N 

18 

Nephrosclerosis 

8 

F 

17 

N 

17 

Hypertension  following  toxemia  of  pregnancy 

9 

F 

44 

N 

18 

Diabetes  mellitus  with  nephropathy 

10 

F 

40 

N 

18 

Pyelonephritis 

as  240/140  mm  Hg  pheochromocytoma  was  strongly 
suspected.  However,  multiple  catechol  amine  studies 
in  1963  were  within  normal  limits.  Endocrine  and 
renal  studies  were  also  normal.  The  optic  fundi  were 
remarkably  normal,  and  she  had  no  cardiomegaly  or 
ECG  abnormalities.  Complaints  have  largely  been  of 
“nervousness”  and  headache  and  she  had  been  an 
alcoholic  previously.  After  three  months  of  methyldopa 
therapy  she  complained  of  increasing  weakness  and 
headache  with  anorexia.  Transaminase  was  found  to 
be  90  units  and  methyldopa  therapy  was  discontinued. 

Case  2.  A.B.  is  a 42  year  old  female  diabetic, 
gravida  15,  who  was  known  to  be  hypertensive  with 
her  ninth  pregnancy  in  1951,  and  again  with  later 
pregnancies.  Blood  pressure  has  been  persistently 
elevated  since  1960.  At  that  time  blood  pressure  was 
240  130  and  signs  of  heart  failure  appeared.  She  has 
had  proteinuria,  cardiomegaly  and  angina  since  1962. 
Diabetes  is  moderately  well  controlled  on  diet  only, 
but  she  remains  obese.  Her  IVP  was  normal,  and  she 
had  no  urinary  infection. 

Case  3.  T.T.  is  a 41  year  old  colored  male  who  was 
discovered  in  1961  to  have  hypertension  and  glyco- 
suria. At  that  time  the  blood  pressure  was  180/130, 
the  fundi  were  normal  and  there  was  no  cardio- 
megaly. Urine  showed  four  plus  albumen  as  well  as 
two  plus  sugar,  but  few  cells.  Post-prandial  blood 
sugar  was  155  mg/ 100  ml,  serum  creatinine  was  1.85, 
and  24  hour  urine  protein  was  9.3  grams.  Catechol 
amines  were  normal.  Kidney  biopsy  was  done  and 
showed  hypercellularity  of  the  glomeruli  with  early 
crescent  formation  with  a diagnosis  of  glomerulo- 
nephritis, subacute,  and  nephrosclerosis.  The  patient 
has  followed  a diet  with  good  control  of  his  weight 
and  blood  sugar,  and  blood  pressure  has  been  con- 
trolled by  medication.  Despite  this,  he  has  pro- 
gressively lost  renal  function. 

Case  4.  C.J.  is  a 48  year  old  female  who  was  first 


seen  in  1962  when  she  requested  surgery  for  a large 
ventral  hernia.  Examinations  revealed  a blood 
pressure  of  270,130,  signs  and  symptoms  of  con- 
gestive heart  failure  and  four  plus  glycosuria.  Fasting 
blood  sugar  was  294  mg  and  BUN  10  mg.  Her  ECG 
revealed  a first  degree  heart  block.  Optic  fundi  were 
Grade  II,  there  was  four  plus  proteinuria,  and  a num- 
ber of  pus  cells  were  noted  in  the  urine.  She  has  re- 
sponded well  to  digitalization,  diabetic  diet  and  medi- 
cal control  of  her  hypertension. 

Case  5.  E.S.  is  a 37  year  old  colored  female  who 
was  first  seen  in  the  clinic  in  1962  complaining  of 
polydipsia  and  polyuria.  At  that  time  the  blood 
pressure  was  220/170,  the  blood  sugar  was  172  mg, 
and  the  BUN  was  36  mg.  Urine  showed  four  plus 
albumen  as  well  as  20  to  25  white  cells,  but  a nega- 
tive culture  was  obtained.  Advanced  vascular  disease 
and  hemorrhages  were  present  in  the  optic  fundi. 
After  one  week  of  treatment  with  chlorothiazide  and 
reserpine,  blood  pressure  came  down  to  150/100.  The 
initial  weight  was  230  pounds  and  diabetic  diet 
quickly  corrected  the  abnormal  blood  sugar  and  glyco- 
suria. Further  workup  included  normal  keto  and 
hydroxy-steroids  and  a normal  IVP  except  for  the  poor 
excretion. 

Case  6.  C.S.  is  a 39  year  old  colored  male,  known 
to  have  rheumatoid  arthritis  since  1954.  He  was  first 
found  to  be  hypertensive  in  1960,  but  the  chest 
x-ray  film,  optic  fundi,  ECG,  and  urinalysis  were 
within  normal  limits.  The  BUN  was  9 mg.  In  1961  he 
developed  heavy  proteinuria  and  kidney  biopsy  was 
done,  with  a diagnosis  of  subacute  glomerulonephritis. 
Proteinuria  has  subsequently  diminished  and  renal 
function  is  well  maintained,  but  hypertension  has 
been  more  difficult  to  control.  Fundi  are  now  grade 
II  and  there  is  borderline  cardiomegaly. 

Case  7.  J.M.  is  a 47  year  old  Negro  male  who  was 
first  seen  in  March  1963,  when  he  was  in  congestive 
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heart  failure.  He  had  had  epistaxis  and  headaches  for 
years,  but  had  been  able  to  continue  working.  On 
admission  the  blood  pressure  was  240  /140.  There  was 
marked  cardiomegaly  and  an  ECG  showed  left  ven- 
tricular hypertrophy  and  ischemia.  Optic  fundi  were 
remarkable  in  the  advanced  degree  of  sclerosis,  but  no 
hemorrhages  or  exudates  were  present.  BUN  was  35 
mg,  and  the  urine  contained  two  plus  albumen. 
Digitalization  and  initiation  of  reserpine  and  chloro- 
thiazide therapy  stabilized  blood  pressure  at  170/115 
to  200/110  and  he  showed  symptomatic  improve- 
ment. 

Case  8.  E.B.  is  a 17  year  old  female  who  was  seen 
during  her  first  pregnancy  in  1963  and  had  a blood 
pressure  of  120/67.  During  the  last  trimester  the  blood 
pressure  rose  to  160/110,  but  fell  to  normal  levels 
after  delivery.  During  a second  pregnancy  the  blood 
pressure  rose  to  170/110  in  the  eighth  month,  and 
remained  essentially  the  same  after  delivery.  Urinalysis 
was  within  normal  limits  and  BUN  was  17.5  mg.  A 
kidney  biopsy  showed  the  changes  characteristic  of 
toxemia  of  pregnancy. 

Case  9.  P.D.  is  a 44  year  old  female  first  seen  in 
1963  for  acute  salpingo-oophoritis.  The  blood  pressure 


was  200/100,  but  dropped  promptly  to  128/84  after 
hospitalization.  Optic  fundi  showed  A /V  nicking, 
hemorrhages  and  exudates.  BUN  was  12  mg  and  FBS 
126  mg.  She  was  lost  to  followup  until  she  appeared 
in  the  clinic  in  August  1964  complaining  of  chest 
pain,  headache,  blurred  vision,  dyspnea  and  weakness. 
The  blood  pressure  was  270/120.  Fundi  revealed 
A/V  nicking,  venous  engorgement,  micro-aneurysms, 
and  exudates.  There  was  marked  cardiomegaly  and  a 
urinalysis  showed  four  plus  proteinuria  with  hyaline 
and  granular  casts,  eight  to  ten  white  cells  and  40-50 
red  cells  /high  power  field.  The  BUN  was  18  mg  and 
FBS  140  mg.  Urine  culture  was  negative. 

Case  lO.  D.C.  is  a 44  year  old  Negro  female  who 
was  first  seen  in  the  Medical  College  Clinic  in  1954, 
at  which  time  the  blood  pressure  was  recorded  at 
160/110.  She  was  treated  briefly  with  phenobarbital 
and  diuretics  but  was  lost  to  followup  until  1964,  at 
which  time  she  returned  with  a blood  pressure  of 
260  140.  Because  of  an  absent  blood  pressure  in  the 
right  leg,  she  was  admitted  for  study.  She  was 
asymptomatic  and  had  a positive  family  history  of 
hypertension  in  both  parents.  At  the  time  of  admission 
the  fundi  were  described  as  Grade  2 and  the  heart 


table  2 


Zase 

Present- 

Control 

C ° 

C ° 

Methyldopa 

Methyldopa  & Thiazide 

ing  BP 

Rx 

Range  BP 

IN 

PAH 

BP 

C ° 

C * 

C ° 

c * 

IN 

PAH 

BP 

IN 

PAH 

i 

230/130 

Tf 

148/  80—220/120 

84 

337 

122/ 

94—170/100 

129 

721 

150/100—155/110 

130 

763 

Rt 

2 

230/130 

T 

R 

H§ 

140/100—200/130 

— 

— 

130/ 

90—160/120 

105 

354 

140/100—150/110 

105 

323 

M° 

3 

180/130 

T 

R 

150/  90—204/104 

-- 

-- 

130/100—194/130 

30 

134 

120/  90—130/100 

22 

153 

4 

270/130 

H 

T 

R 

PB# 

230/100—290/130 

— 

— 

180/ 

80—220/120 

73 

151 

160/  80—225/120 

67 

153 

H 

5 

250/170 

T 

120/100—180/120 

10 

50 

__ 



__ 

__ 

120/  80—160/110 

8.6 

37 

M 

BUN  64  mg 

BUN  65  mg 

6 

160/130 

T 

120/  84—180/135 

78 

353 

_ _ 

__ 

-- 

-- 

160/  9.5—170/110 

110 

325 

M 

7 

240/140 

T 

R 

200/110—195/135 

80 

174 

— 

-- 

-- 

-- 

140/110—200/130 

97 

269 

8 

170/110 

H 

94 

260 

120/  80—140/  90 

99 

373 

9 

290/140 

40 

211 









140/100—170/106 

62 

282 

10 

260/140 

— 

— 

92 

279 

— 

-- 

— 

-- 

225/14.5—270/160 

76 

198 

Clearances  in  ml/min.  fA  thiazide  diuretic,  t Reserpine.  § Hydralyzine.  0 Mecamylamine.  # Phenobarbital. 
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was  enlarged  to  the  anterior  axillary  line,  in  the  sixth 
to  seventh  innerspace  with  a left  ventricular  heave. 
There  was  a Grade  2 systolic  murmur.  The  lung  fields 
were  clear.  The  blood  pressure  was  recorded  as 
280/140  in  the  right  arm,  290/150  in  the  left  arm, 
0 in  the  right  leg,  and  200 /140  in  the  left  leg. 
Urinalysis  showed  a one  plus  albumen  and  negative 
culture;  BUN  was  18  mg,  fasting  blood  sugar  was 
96  mg.  Retrograde  aortography  showed  no  abnormali- 
ties of  the  aorta  or  renal  vessels.  The  IVP  showed 
chronic  pyelonephritis. 

Results  and  Conclusions 

The  patients  in  this  series  were  selected  to 
represent  a wide  range  of  renal  function  as 
well  as  diagnosis.  Renal  function  was  entirely 
normal  in  only  one  patient,  M.S.  (Case  1). 
Glomerular  filtration  rate  as  measured  by  the 
inulin  clearance  varied  from  10  to  130  ml/  min, 
and  renal  plasma  flow  as  measured  by  para- 
aminohippurate  clearance  varied  from  50-763 
ml/min.  In  no  case  were  significant  adverse 
changes  observed  after  initiation  of  methyl- 
dopa-chlorothiazide  therapy.  Three  patients 
were  cleared  on  methyldopa  rather  than  with- 
out therapy  for  their  initial  study.  Since  it  had 
been  shown  that  methyldopa  alone  does  not 
decrease  renal  plasma  flow,3, 8 it  was  initially 
assumed  that  this  was  representative  of  a basal 
state  for  these  individuals.  However,  the  re- 
markable improvement  seen  in  Case  1 after 
methyldopa  was  started  suggests  that  in  pa- 
tients with  a large  element  of  vasoconstriction 
rather  than  fixed  vascular  change,  methyldopa 
therapy  alone  or  in  combination  with  thiazide 
can  augment  renal  blood  flow.  Unfortunately 
this  patient  had  mild  liver  disease  from  pre- 
vious alcoholism  and  the  elevated  trans- 
aminase ( SGOT ) was  felt  to  be  a contra- 
indication to  prolonged  therapy  with  this 
agent.  In  no  other  case  was  elevation  of  the 
transaminase  seen. 

Two  patients  had  frank  azotemia  before 
treatment  was  initiated.  In  Case  5,  the  blood 
urea  nitrogen  ( BUN ) had  varied  between  50 
and  65  mg  for  more  than  a year  of  treatment, 
which  however,  usually  included  a thiazide 
diuretic  from  necessity.  The  BUN  was  still  65 
mg  and  creatinine  2.7  mg  after  one  month  of 
methyldopa-chlorothiazide  therapy,  despite  re- 
markable reduction  in  blood  pressure.  Clear- 
ance data  were  not  significantly  different,  but 


at  this  level  of  function  small  changes  are  diffi- 
cult to  interpret.  In  Case  3,  the  BUN  was 
stable  between  48  and  62  mg  throughout  and 
no  adverse  effects  were  observed  after  control 
to  a normal  blood  pressure. 

All  patients  tolerated  therapy  well,  and  most 
of  them  preferred  it  to  previous  medication. 
E.S.  (Case  5),  who  had  the  most  marked  renal 
impairment,  exhibited  excessive  drowsiness, 
but  did  not  find  this  objectionable.  All  but  one 
( D.C.,  Case  10)  achieved  improvement  in 
blood  pressure  which  compared  favorably 
with  previous  therapy  (see  Table  2).  Patients 
P.D.  (Case  9)  and  D.C.  (Case  10)  were  very 
similar  in  age,  weight,  sex,  and  severity  of 
hypertension.  In  spite  of  this,  P.D.  achieved 
prompt  and  excellent  control,  and  D.C.  was 
totally  resistant  to  the  drug.  To  evaluate  the 
possibility  that  better  renal  excretion  ac- 
counted for  the  difference,  methyldopa  was  in- 
creased to  three  grams  a day  in  D.C.,  but  was 
totally  without  effect.  This  again  confirms 
many  previous  observations  that  the  response 
to  methyldopa  is  somewhat  unpredictable. 

In  the  present  study,  the  patients  were 
asked  to  refrain  from  using  obviously  salty 
foods,  but  no  rigid  sodium  restriction  was 
used.  Although  one  gram  of  chlorothiazide 
was  employed,  500  mg  or  its  equivalent  was 
found  to  be  sufficient  to  prevent  the  aug- 
mented sodium  retention  of  methyldopa.  In 
the  patient  with  renal  insufficiency,  it  is  highly 
desirable  to  use  the  minimum  amount  of  a 
diuretic  agent  which  will  prevent  sodium  re- 
tention, increasing  the  methyldopa  as  needed 
to  control  the  blood  pressure.  This  minimizes 
the  uric  acid  retention  which  occurs  in  the 
renally  insufficient  patient  treated  with  thia- 
zide derivatives,  and  avoids  sodium  depletion 
and  dehydration,  which  could  further  decrease 
renal  function. 

In  summary,  methyldopa,  with  the  addition 
of  a thiazide  diuretic,  is  a safe  and  effective 
means  of  controlling  severe  hypertension  in 
most  patients  with  renal  disease.  No  undesir- 
able effects  were  seen  on  renal  clearances 
when  using  one  gram  methyldopa  and  one 
gram  chlorothiazide  daily  for  four  to  six  weeks, 
even  when  blood  pressure  was  effectively  re- 
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duced.  However,  it  is  suggested  that  salt 
should  not  be  rigidly  restricted  and  the  thia- 
zide derivatives  should  be  used  in  minimum 
amounts  in  renally  insufficient  patients.  This 
effectively  augments  the  hypotensive  effect  of 


methyldopa  and  prevents  the  accompanying 
sodium  retention.  Since  such  a combination 
does  not  decrease  renal  blood  flow,  it  is  pre- 
ferred treatment  in  the  patient  with  renal  dis- 
ease and  hypertension. 
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Evaluation  of  the  periodic  health  examination:  A 
study  of  factors  discriminating  between  survival  and 
death  from  coronary  heart  disease — S.  S.  Schor  et  al 
(535  N.  Dearborn  St.,  Chicago).  Ann  Intern  Med 
61:1006-1014  (Dec)  1964. 

Of  350  deaths  occurring  in  people  periodically  ex- 
amined at  10  different  clinics,  181  were  due  to  cor- 
onary heart  disease.  In  only  58%  of  these  was  the  dis- 
ease diagnosed  on  or  before  the  last  examination. 
When  all  coronary  deaths  were  compared  with  their 
living  counterparts,  the  procedures  which  differ- 
entiated best  between  the  two  groups  were  in  general 
those  upon  which  the  diagnosis  of  heart  disease  is 
commonly  made,  E.  G.  ECG,  pain  in  chest,  hyper- 
tension, dyspnea,  and  abnormal  cardiovascular  find- 
ings on  chest  x-ray.  When,  however,  those  persons  in 
whom  a diagnosis  of  coronary  heart  disease  had  been 
made,  were  selected  for  comparison,  half  of  whom 
died  and  half  of  whom  survived,  the  majority  of  the 
signs  on  which  the  diagnosis  is  commonly  made  were 
not  helpful  in  distinguishing  between  death  and  sur- 
vival. In  this  situation  the  best  discriminatory  factors 
were  chest  pain  and  elevation  of  diastolic  pressure.  No 
characteristics  differentiated  effectively  between 
people  who  died  of  undetected  heart  disease  and  their 
living  counterparts  supposedly  free  of  heart  disease. 
Heavy  cigarette  smoking  was  the  only  reasonable 


effective  discriminating  factor.  In  general,  character- 
istics regarded  as  risk  factors  for  coronary  heart  dis- 
ease were  not  helpful  in  assessing  the  lethal  quality  of 
the  disease  once  it  was  established. 


Immediate  hemorrhoidectomy  for  prolapsed  piles. 
L.  F.  Tinckler  and  G.  Baratham  ( General  Hosp, 
Singapore.  Malaya)  Lancet  2:1145  (Nov.  28)  1964. 

A consecutive  series  of  39  operations  carried  out  as 
the  immediate  treatment  for  acutely  prolapsed  hemor- 
rhoids is  reported.  No  particular  operation  difficulties 
or  postoperative  complications  were  encountered  that 
would  preclude  routine  adoption  of  this  radical  ap- 
proach to  a painful  complication  of  hemorrhoids.  The 
alleged  dangers  of  spreading  sepsis,  hemorrhage  and 
postoperative  stricture  which  are  regarded  as  pre- 
cluding surgical  intervention  in  the  acute  phase  appear 
to  have  been  exaggerated.  It  is  considered  that  with 
the  advent  of  antibiotics  a fresh  appraisal  of  the  gen- 
erally accepted  conservative  management  of  acute 
prolapse  is  due.  The  advantages  claimed  for  early  op- 
eration are  the  speedy  relief  of  discomfort  for  the 
patient,  a reduced  length  of  stay  in  hospital,  and 
obviation  of  the  necessity  for  a second  hospitalization 
for  definitive  hemorrhoidectomy  required  by  ex- 
pectant treatment. 
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PART  III 

TRANSFUSION  REACTIONS 
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In  earlier  issues  of  this  journal  blood  trans- 
fusion principles  were  discussed  con- 
sidering the  properties  of  stored  blood, 
technical  considerations  in  transfusion  ther- 
apy, indications  for  and  guides  to  adequacy 
of  transfusions.1’ ' This  presentation  will  con- 
sider hemolytic,  allergic  and  pyrogenic  trans- 
fusion reactions. 

Several  million  transfusions  are  admin- 
istered annually  in  this  country  and  it  is  esti- 
mated that  the  mortality  rate  varies  from  21 
per  thousand  to  1 per  5,000.  Thus  from  600  to 
4,000  deaths  may  occur  yearly  from  trans- 
fusion reactions.  Such  a mortality  rate  is 
higher  than  that  from  acute  appendicitis  or 
general  anesthesia.3'6  Many  of  the  fatalities 
can  be  prevented  if  proper  care,  understand- 
ing and  methods  are  exercised  by  everyone 
involved  in  transfusion  therapy. 

1.  Hemolytic  reactions-.  The  complexities  of 
blood  group  systems  is  generally  recognized 
and  awaits  further  elucidation.  The  blood 
group  systems  that  are  a part  of  the  blood  type 
of  an  individual  probably  number  13.  Each 
system  is  unrelated  to  the  other  and  exists  on 
different  chromosomes  of  independent  inheri- 
tance. There  are  additional  rare  factors  which 
usually  occur  only  in  families  and  in  a small 
percentage  of  persons. 

Hemolytic  reactions  represent  an  increase  in 
the  rate  of  destruction  of  the  red  cells  of  the 
donor  or  the  recipient.  Some  are  serious  while 
others  are  not.  Severity  depends  on  the  rate 
and  degree  of  destruction  of  the  red  cells  and 
of  the  tolerance  of  the  recipient.  Most  of  the 
serious  hemolytic  reactions  result  from  in- 


compatible ABO  system  mixtures.  Most  fre- 
quently this  results  from  destruction  of  the 
donor’s  red  cells  bv  the  recipient’s  antibodies. 
Destruction  of  the  recipient’s  red  cells  by 
donor  antibodies  can  be  just  as  serious  if  the 
recipient’s  tolerance  to  such  destruction  is 
poor  and  sufficient  destruction  occurs.  The 
occurrence  of  antigens  and  antibodies  in  the 
four  blood  groups  of  the  ABO  system  may  be 
schematically  outlined.  If  type  A blood  is 


TABLE  I 


Blood 

% White 

Antigen 

Antibody 

Type 

Pop 

in  Cells 

in  Plasma 

O 

40-45% 

None 

Anti  A and  Anti  B 

A 

40% 

A 

Anti  B 

B 

10-15% 

B 

Anti  A 

AB 

5% 

A & B 

None 

given  to  a Type  B individual,  the  anti-A  anti- 
bodies in  the  Type  B recipient  would  destroy 
the  donor  cells  to  such  an  extent  that  a serious 
hemolytic  reaction  would  result.  Type  O is 
called  the  “universal  donor”  since  its  cells  con- 
tain no  antigen  to  be  reacted  with  by  the  re- 
cipient. The  usual  concentrations  of  the  anti-A 
and  anti-B  antibodies  in  Type  O are  low 
enough  so  that  upon  dilution  (usually  10  fold 
when  500  ml  is  given  to  average  blood  vol- 
ume of  5000  ml)  their  effects  are  negligible 
on  the  recipient’s  cells.  Some  type  O donors 
have  dangerously  high  titers  of  anti-A  and 
anti-B  agglutinins  or  antibodies  and  should 
not  be  used  as  “universal  donors.”  Blood  from 
such  donors  may  result  in  fatal  reactions  if 
used  in  Type  A,  B,  or  AB  recipients.3’  7 In  the 
reports  by  Crosby,  Howard,  and  Akeroyd3’ 6 of 
the  use  of  Type  O blood  in  Korean  casualties, 
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no  blood  of  anti-A  and  anti-B  antibody  titer 
higher  than  1:256  was  employed.  Only  three 
hemolytic  reactions  were  recorded  in  over 
10,000  pints  of  transfused  blood.  Some  individ- 
uals received  up  to  30  pints.  When  type  O 
blood  is  used  for  “universal  donation”  to  other 
than  type  O individuals,  anti-A  and  anti-B 
antibody  titers  should  be  determined.  It  is 
recommended  that  type  O blood  should  not  be 
employed  if  the  titer  is  over  1:200  or  closely 
thereabouts.3’ 6 The  use  of  Witebsky  A and  B 
blood  group  specific  substances  to  neutralize 
the  high  titer  antibody  levels  in  undesirable 
and  unsafe  in  very  high  titer  blood.  It  may  be 
of  value  for  low  titer  bloods  when  the  need 
is  urgent. 

Since  type  AB  blood  is  free  of  anti-A  and 
anti-B  antibodies  it  is  regarded  as  the  “uni- 
versal recipient”  type.  Low  antibody  titer 
blood  should  be  given  to  such  individuals 
when  type  AB  is  not  available  and  preferably 
type  A or  type  B,  (as  only  one  antibody  is 
present  and  the  titer  is  usually  lower  than  in 
type  O). 

The  complex  Rh  blood  group  system  is  the 
second  most  important  because  of  serious 
hemolytic  transfusion  reactions.  For  safe  trans- 
fusion the  Rh  type  of  donor  and  recipient  must 
be  known.  Except  in  extreme  emergencies,  Rh 
negative  individuals  should  receive  only  Rh 
negative  blood.  Virtually  no  exceptions  should 
be  made  in  the  female  expected  to  bear  chil- 
dren. There  are  no  naturally  occurring  anti- 
Rh  antibodies  like  the  natural  anti-A  and  anti- 
B antibodies  in  the  ABO  system.  The  anti-Rh 
antibodies  develop  in  Rh  negative  individuals 
following  immunization  by  Rh  positive  red 
cells  received  from  pregnancy,  previous  trans- 
fusions, or  intra-muscular  injection.  Once 
formed  they  may  persist  indefinitely.  Accord- 
ing to  the  Fisher  and  Race  nomenclature  the 
D,  d,  C,  c,  E,  e symbols  are  used.  The  term 
Rh  positive  refers  to  the  presence  of  the  D 
antigen  on  the  red  cell.  Instead  of  D,  the  d 
antigen  is  present  in  its  place  when  the  in- 
dividual is  Rh  negative.  Generally,  the  C,  c 
and  E,  e components  are  of  such  low  anti- 
genicity as  to  be  unimportant  in  producing 
harmful  reactions.  However,  if  an  intended 
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recipient  is  known  to  be  sensitive  to  one  of  the 
Rh  antigens  because  of  prior  transfusion  or 
pregnancy  the  Rh  negative  donor  should  be 
tested  with  C,  c,  E,  e anti-sera.  An  Rh  positive 
person  can  develop  a sensitivity  to  C and  or 
E antigen  if  his  Rh  complex  does  not  contain 
one  or  both  of  these  antigens,  and  he  has  been 
exposed  to  one  or  both.  The  Du  factor  is 
another  important  antigentically  potent  vari- 
ant of  the  D factor.  Ordinary  anti-D  serum 
will  not  reveal  this  factor  and  a “false”  nega- 
tive Rh  type  results.  The  Du  factor  may  im- 
munize a Rh  negative  person  against  ordinary 
D factor.  This  factor  should  be  tested  for  in 
individuals  appearing  Rh  negative  and  if 
present,  the  person  should  be  classified  as  Rh 
positive.  Rh  subtyping  should  be  done  on  all 
having  transfusion  reactions  and  when  cross 
matching  is  difficult. 

Other  blood  groups  and  lesser  antigens  con- 
stitute a third  source  of  hemolytic  reactions. 
These  are  less  important  because  of  their  in- 
frequent occurrence  and  usually  low  grade 
antigenicity.  Miller6  lists  Kell,  MN-S,  Duffy, 
and  Lewis  types  among  the  other  blood 
groups  which  may  rarely  cause  an  important 
hemolytic  reaction.  The  other  lesser  types  are 
so  rare  that  he  regarded  them  as  unimportant. 
Meyers5  quotes  Rosenfield  in  this  regard  and 
says  the  K,  Fya,  M,  S,  s,  Jka,  Fyb  antibodies 
may  cause  severe  reactions  and  that  the  K, 
Fya,  Jka,  S and  M have  been  proven  to  do  so. 
The  Kell  or  K appears  to  be  the  most  impor- 
tant type  in  this  regard.  Allen3  regards  the 
Kell,  Duffy,  and  Luther  types  as  important 
possible  causes  of  hemolytic  reactions. 

Immune  type  iso-antibodies  are  considered 
dangerous  in  low  titers.  These  are  similar  to 
the  incomplete  Rh  antibody.  Witebsky  showed 
that  they  are  produced  by  previous  contact 
with  group  A antigen  or  substance  and  differ 
from  the  normal  anti-A  antibody.  Previous 
contact  may  arise  through  pregnancy  or  trans- 
fusion. Any  blood  containing  these  antibodies 
should  not  be  used,  regardless  of  titer,  as  “uni- 
versal donor”  blood. 

Unexplained  hemolytic  reactions  occur 
despite  recent  refinements  in  incompatibility 
testing  methods.  Fudenberg  and  Allen’  stress 
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that  fatal  hemolytic  reactions  may  occur  in 
patients  with  previous  transfusion  or  preg- 
nancy history  even  when  no  incompatibility 
can  he  demonstrated  by  the  most  sensitive 
methods.  They  suggest  that  complete  blood 
typing  be  done  for  such  individuals  in  need 
of  prolonged  transfusion  therapy.  They  also 
suggest  that  if  compatibility  tests  are  un- 
certain in  such  patients  that  50  ml  of  donor 
blood  may  be  given  and  a free  plasma  hemo- 
globin determination  made  10  to  15  minutes 
later.  The  absence  of  a rise  to  about  10  mg/ 
100  ml  is  evidence  of  compatibility.  They  give 
specific  recommendations  for  appropriate 
cross  matching  procedures  as  does  Wolfe,8 
Allen,3  and  Meyers,6  and  Lipson.4  It  is  often 
the  physician’s  responsibility  to  order  the 
Coombs  test  and  for  this  reason  some  mention 
of  it  will  be  made  here.  A direct  Coombs  test 
reveals  antibodies  that  have  coated  red  cells 
without  causing  agglutination.  In  vivo,  in  the 
presence  of  complement,  hemolysis  of  the  cells 
will  occur.  Antigens  are  present  on  such  cells 
and  antibodies  present  in  the  patient’s  own 
serum  are  added  to  these.  It  is  a useful  test  in 
the  recognition  of  autohemolytic  diseases  and 
erythroblastosis.  The  indirect  Coombs  test  is 
often  used  as  a cross  match  test.  It  reveals  the 
presence  of  serum  antibodies  that  could  react 
with  a red  cell  containing  the  appropriate 
antigen,  either  of  which  would  not  be  dis- 
covered by  the  other  cross  match  tests  usually 
done.  It  is  useful  in  determining  the  presence 
of  atypical  or  immune  antibodies  to  the  vari- 
ous Rh  factors  in  the  blood  groups  in  odier 
than  the  ABO  system.  It  should  be  used  in 
the  patients  suspected  of  being  sensitized  by 
previous  transfusion  or  pregnancy  and  to 
assist  in  finding  the  cause  of  hemolytic  trans- 
fusion reactions  and  regularly  done  in  routine 
elective  cross  matching  as  a refinement  of 
older  tests. 

Cold  agglutinin  may  cause  hemolytic  re- 
actions. These  aren’t  usually  severe  but  may 
be  disastrous  in  an  otherwise  severely  ill  pa- 
tient. The  antibodies  are  sometimes  present  in 
many  chronic  illnesses  including  cirrhoisis, 
Raynaud’s  disease,  paroxysmal  hemoglobinuria 
and  severe  anemias.  They  may  cause  typing 


errors  and  tend  to  make  the  test  sample  of 
blood  appear  as  type  AB.  If  chilled  blood  con- 
taining the  cold  antigen  is  given  to  a recipient 
who  has  cold  antibodies  a hemolytic  reaction 
may  result.  Gentle  and  slow  warming  of  the 
blood  to  37°  C before  administration  avoids 
such  reactions,  but  is  not  recommended  except 
for  those  suspected  of  having  such  antibodies. 
Routine  blood  warming  may  cause  harmful 
destruction  of  its  protein. 

One  of  the  main  sources  of  ABO  in- 
compatibility hemolytic  reactions  are  errors 
of  identification."  Erroneous  identification  of 
blood  samples,  pilot  tubes,  blood  bottles,  and 
patients  occur.  Care  and  a proper  system 
should  eliminate  these. 

The  clinical  pattern  of  hemolytic  reactions 
varies  according  to  severity  and  individual 
response.  Among  the  first  symptoms  may  be 
dyspnea  or  asthma,  cyanosis,  peripheral  col- 
lapse, or  acute  anaphylactic  shock.  These  may 
be  mild,  and  following  after  about  15  minutes 
to  several  hours,  may  be  chills,  fever,  restless- 
ness, chest  pain,  or  pressure  sensation,  lumbar 
pain,  hypotension,  and  possible  vascular  ooz- 
ing in  patients  undergoing  surgery.  A serum 
sample  should  be  inspected  for  evidence  of 
hemolysis  immediately,  and  if  negative,  re- 
peated 4 to  6 hours  later.  When  hemoglobin 
is  thus  released  into  the  plasma  it  becomes 
attached  to  albumin  and  oxidized  after  6 to  12 
hours  to  form  methemalbumin  which  imparts 
a dark  brown  or  black  color  to  the  plasma. 
Cultures  from  the  donor  bottle  or  IV  tubing, 
blood  samples  from  the  recipient  for  BUN 
(baseline),  and  samples  for  rematching,  cross 
match  arid  typing  of  fresh  donor  and  recipient 
samples  and  the  original  samples,  and  an  in- 
direct Coombs  test  should  be  obtained.  Fur- 
ther studies  may  be  necessary  in  an  attempt 
to  establish  the  cause  (subgroup  typing,  anti- 
body titers,  etc.) 

The  initial  urine  output  may  be  good  and 
followed  in  18  to  24  hours  by  oliguria  or 
anuria.  Avoidance  of  fluid  or  electrolyte  over- 
load is  important  from  the  beginning,  but 
blood  pressure  must  be  maintained  at  normal 
levels  with  retyped  and  cross  matched  blood 
if  necessary  as  in  hypovolemia. 
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In  essence  the  hemolytic  reaction  may  ap- 
pear as  shock  with  secondary  low  renal 
pressure,  fibrinolysis  leading  to  bleeding,  and 
lower  nephron  nephrosis  with  hemoglobinuria, 
oliguria,  anuria  and  rapidly  developing  ure- 
mia. 

Differential  diagnosis  should  consider  intra- 
vascular hemolysis  from  hypotonic  fluids,  the 
transfusion  of  already  hemolyzed  blood 
(milder  reaction),  the  transfusion  of  blood 
contaminated  with  bacteria  which  may  pro- 
duce hemoglobinemia  and  profound  shock  and 
should  be  avoided  by  proper  inspection  of  the 
blood,1  and  unrelated  clinical  conditions 
which  may  mimic  transfusion  hemolysis  such 
as  shock  from  other  causes  (neurogenic  and 
anesthetic),  and  as  in  acute  pancreatitis  or 
perforated  bowel. 

The  pathogenesis  of  fatal  hemolytic  re- 
actions is  not  fully  understood.  Death  has 
occurred  from  transfusion  of  small  amounts  of 
incompatible  blood  and  yet  only  jaundice 
without  renal  injury  from  as  much  as  1500 
ml.6  In  paroxysmal  hemoglobinuria  very  large 
amounts  of  free  hemoglobin  fail  to  produce 
the  symptoms  of  a hemolytic  reaction.  The 
kidney  as  a shock  organ  in  an  allergic  reaction 
has  been  considered  as  an  explanation.  The 
individual  response  is  variable  but  most  im- 
portant. 

Treatment  generally  consists  of  proper  diag- 
nosis and  supportive  care.  The  transfusion 
should  be  immediately  stopped.  If  hypo- 
tension is  present,  vasopressors  are  useful  for 
a normovolemic  state  and  compatible  whole 
blood  or  a colloid  solution  for  a hypovolemic 
state.  Oxygen  is  given  if  cyanosis  appears. 
Ephedrine  sulfate  may  relieve  the  asthmatic 
phase.  Analgesics  and  sedatives  may  be  neces- 
sary. Hourly  urine  output  and  a record  of 
vital  signs  is  kept.  Some  advocate3’  10  the  use 
of  sodium  lactate  solution  to  alkalinize  the 
urine.  This  supposedly  diminishes  the  ten- 
dency to  precipitation  of  acid  hematin  and 
hemoglobin  in  the  renal  tubules.  Others6 
argue  that  it  may  be  harmful  in  causing  ionic 
disturbances  and  cellular  dehydration.  Ex- 
change transfusion  is  impractical  and  worth- 


less. Wolfe0  recommends  intravenous  injection 
of  Witebsky  A and  B group  specific  substance 
if  the  reaction  is  considered  due  to  ABO 
incompatibility.  Proper  fluid  and  electrolyte 
balance  are  of  utmost  importance.  Appropri- 
ate blood  and  urine  studies  are  used.  Careful 
body  weight  determinations  are  helpful.  Low 
protein,  low  salt,  high  caloric  diet  is  employed 
during  oliguria  if  oral  administration  is  toler- 
ated. Intake  is  restricted  as  indicated  by  renal 
performance.  Potassium  intoxication  may 
occur  and  therapy  is  adjusted  accordingly. 
Hemodialysis  may  become  necessary.  The 
benefits  to  be  obtained  from  ACTH  and  cor- 
tisone are  not  well  established. 

In  treating  associated  shock  it  is  to  be 
emphasized  that  while  the  offending  trans- 
fusion is  discontinued,  often  the  most  pressing 
need  is  for  further  compatible  blood  trans- 
fusion and  the  maintenance  of  an  intravenous 
connection.  Oligemia  must  be  corrected  by 
expanding  the  blood  volume  promptly  with 
correctly  matched  blood,  plasma,  serum  al- 
bumin or  plasma  substitutes.  Vasopressors 
may  be  necessary  but  may  diminish  renal 
blood  flow  in  the  face  of  oligemia.  A 25% 
solution  of  mannitol  using  up  to  200  grams 
per  day  may  be  a helpful  means  of  maintain- 
ing osmotic  pressure  diuresis. 

The  expectant  therapy  for  renal  failure  en- 
tails the  administration  of  1,000  ml  5%  dex- 
trose in  water  during  the  first  12  hours  while 
urine  volume  is  carefully  measured  by  the 
hour.  If  satisfactory  urine  volume  (25  ml  per 
hour  or  more)  is  maintained,  expectant  ther- 
apy is  continued.  If  not  maintained,  develop- 
ing renal  insufficiency  is  treated  by  replace- 
ment of  water  and  electrolyte  losses  which 
usually  require  the  intravenous  route  because 
of  vomiting.  Five  hundred  ml  of  fluid  is  given 
in  addition  to  measured  losses. 

Efforts  are  made  to  reduce  protein  break- 
down by  utilizing  protein-sparing  carbo- 
hydrates. Up  to  200  grams  of  glucose  or  lac- 
tose are  given  daily  in  20%  solution  form. 
Lactose  produces  less  nausea.  If  given  intra- 
venously, large  central  veins  must  be  used 
and  10  mg  of  heparin  is  added  to  each  500 
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ml  volume  to  avoid  irritative  thrombosis. 
Anabolic  steroids  may  be  helpful  (testoster- 
one, norethandrolone). 

Glucose  and  insulin  are  given  for  intracellu- 
lar transfer  effects  on  potassium  when  hyper- 
kalemia appears.  Blood  loss  is  replaced  and 
the  hemocrit  kept  over  35  volumes  %,  using 
only  fresh  blood  or  packed  cells  if  plasma 
is  not  needed.  Infection  is  avoided  from  cross- 
infection  sources  but  antibiotics  are  not  used 
unless  infection  develops  or  when  situations  of 
high  potential  for  infection  exists. 

Peritoneal  dialysis  is  readily  available  and 
should  be  started  as  the  BUN  (blood  urea 
nitrogen)  approaches  250  mg/100  ml  and  is 
increasing  more  than  60  mg  per  day,  as  the 
potassium  exceeds  7 mEq.  per  liter  or  if 
severe  acidosis  with  carbon  dioxide  of  less 
than  14  mEq  per  liter  appears. 

Urinary  flow  heralds  a favorable  outcome 
to  therapy  for  renal  insufficiency  and  is  ex- 
pected between  the  10th  and  14th  days. 
Marked  diuresis  of  4 to  6 liters  per  day  may 
be  noted.  Several  days  of  such  output  brings 
clinical  improvement.  Water  and  electrolyte 
losses  require  careful  replacement  during  the 
diuretic  phase. 

The  bleeding  diathesis  generally  relates  to 
hypofibrinogemia  and  with  blood  fibrinogen 
levels  below  200  mg,  should  be  promptly 
treated  with  2 to  4 grams  of  fibrinogen.  Fresh 
blood  is  also  helpful  in  providing  an  im- 
mediate source  of  platelets,  prothrombin  (Fac- 
tor II,)  and  labile  factor  (Factor  IV).  The 
antifibrinolytic  agent  epsilon  aminoeaproic 
acid  may  be  very  effective  if  fibrinolysis  can 
be  demonstrated  by  rapid  dissolution  of  blood 
clot  in  a test  tube. 

2.  Allergic  Reactions : These  are  the  most 
common  type  of  reactions.  Allergic  reactions 
occur  during  or  shortly  following  1 to  3%  of 
transfusions.6’  °’ 11  They  may  be  manifested  as 
hives,  angioneurotic  edema,  headache,  epi- 
gastric distress,  loss  of  sphincter  control, 
respiratory  distress  due  to  asthma,  glottic  or 
laryngeal  edema,  and  rarely  anaphylactic 
shock.  Fever  and  chills  may  develop  but 
usually  do  not.  These  reactions  are  generally 
mild  but  may  be  severe  especially  when 


superimposed  on  a severe  illness  or  state  of 
profound  debility.  The  mechanisms  of  these 
reactions  are  poorly  understood  but  plasma 
components  appear  responsible  for  most,  as 
such  reactions  are  practically  never  seen  when 
packed  or  washed  red  cells  are  transfused. 
Passive  transfer  of  sensitivity  from  an  allergic 
donor  to  normal  recipient,  transfer  of  “H  sub- 
stance,” transfer  of  an  allergen  to  a recipient 
with  respective  hypersensitivity,  sensitization 
to  minor  blood  factors,  protein  incompatibili- 
ties and  activation  of  serum  proteolytic 
enzymes  have  all  been  implicated.  These  re- 
actions are  more  commonly  associated  with  a 
history  of  allergy  among  donor  recipients.  Use 
of  fasting  donors  with  no  allergic  history  helps 
to  decrease  the  incidence  of  reactions.  Allergic 
recipients  may  be  skin  tested  with  the  donor’s 
serum  and  appropriate  rejections  made.  Many 
studies  have  been  conducted11’ 6 to  measure 
the  effectiveness  of  prophylactically  admin- 
istered Chlortrimeton  (chlorpheniramine  mal- 
eate).  It  is  generally  agreed  that  a substantial 
decrease  in  the  incidence  and  severity  of  re- 
action results  from  putting  10-20  mg.  of 
Chlortrimeton  into  each  bottle  of  transfused 
blood.  This  is  especially  true  in  recipients 
with  an  allergic  history.  Orally  or  intra- 
muscularly administered  antihistamines  prior 
to  transfusion  are  likewise  appropriate  and 
more  desirable  as  a satisfactory  practice.  Dur- 
ing massive  transfusions  or  transfusion  during 
anesthesia,  it  is  better  to  use  a smaller  total 
amount  of  Chlortrimeton  by  separate  IV  ad- 
ministration, rather  than  adding  it  to  each 
bottle.  Antihistamines,  epinephrine,  or  ephe- 
drine  sulfate,  calcium  gluconate,  ACTH  or 
cortisone  are  beneficially  used  at  times  for 
treating  these  reactions. 

3.  Pyrogenic  Reactions:  During  the  earlier 
stages  of  transfusion  therapy,  these  reactions 
occurred  50%  (or  more)  of  the  time.  They 
were  due  to  impurities  introduced  with  the 
donor  blood.  The  use  of  pure  chemicals,  ex- 
treme cleanliness  in  handling  equipment, 
sterilization,  and  disposable  transfusion  sets 
has  reduced  the  incidence  to  around  1%. 
Causes  of  the  reactions  still  observed  are 
bacterial  contamination  of  donor  blood,  red 
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blood  cell  incompatibility,  sensitivity  to  donor 
plasma,  improper  sterilization  of  stopper  top 
at  time  of  connection  to  IV  set,  introduction 
of  chemicals  into  the  blood  from  an  improper 
technique  of  cleansing,  injection  of  denaturing 
drugs  into  blood  IV  set,  use  of  improperly 
cleaned  equipment,  use  of  blood  that  has  been 
frozen  or  overheated  prior  to  use.  In  many 
cases  the  cause  is  unexplained.  Recently 
Brittingham  and  Chaplin12  have  demonstrated 
the  development  of  leukocyte  iso-antibodies 
( inactive  against  the  patient’s  own  leukocytes ) 
in  the  serum  of  patients  who  had  received 
multiple  transfusions  and  who  gave  a history 
of  repeated  severe  febrile  transfusion  re- 
actions. These  iso-antibodies  would  cause 
clumping  of  a great  number  of  normal  donor 
leukocytes.  They  described  the  clinical  pattern 
of  the  reaction  in  which  transitory  flushing, 
palpitation,  tachycardia,  cough,  “choking  in 
the  chest,”  and  neutropenia  were  seen  within 
5 minutes  after  beginning  the  transfusion.  This 
was  followed  by  a symptom-free  latent  period 
of  15-60  minutes.  Following  this,  diastolic 
blood  pressure  rose,  headache  and  chills  de- 
veloped, and  a rapid  temperature  rise  and 
leukocytosis  appeared.  Prostration  persisted 
for  several  hours  thereafter.  They  could  cor- 
relate the  reaction  to  a sensitivity  to  leuko- 
cytes but  the  relation  to  platelet  iso-antibodies 
was  not  impressive.  They  pointed  out  the  close 
relationship  between  mechanisms  in  reactions 
to  bacterial  pyrogens  and  hypersensitivity 


states.  Supression  of  symptoms  and  signs  with 
antipyretics,  antihistaminics,  or  adrenal  ster- 
oids may  be  attempted.  This  practice  is 
dangerous  if  done  to  permit  continuation  of 
the  transfusion  as  harmful  capillary  and  endo- 
thelial changes  can  occur.  It  is  helpful  only  if 
the  transfusion  is  stopped.  They  recommend 
the  use  of  specially  prepared  buffy-coat-poor 
transfusions  for  the  best  management  of  leuko- 
cyte-sensitive patients.  The  usual  pyrogenic 
reaction  is  mild  and  not  serious.  It  may  be 
severe  and  cause  peripheral  collapse  and  in 
the  critically  ill  patient  any  such  reaction  may 
be  disastrous.  When  these  reactions  are  noted, 
the  infusions  should  be  discontinued  and 
blood  culture  from  patient  and  donor  bottle 
obtained.  Antihistaminics  may  help.  Prophy- 
lactic pretransfusion  sedation  and  aspirin  will 
lesson  the  intensity  of  the  symptoms.  These 
should  be  given  about  an  hour  prior  to  trans- 
fusion. The  chills  may  be  controlled  in  part 
by  the  slow  intravenous  administration  of 
l/fjth  grain  of  morphine  and  1 gram  of  calcium 
gluconate. 

Summary 

As  a guide  to  prevention  of  avoidable 
morbidity  and  mortality  resulting  from  the 
common  and  growing  practice  of  blood  trans- 
fusion, the  pathogenesis,  prophylaxis,  recogni- 
tion, and  therapy  for  hemolytic,  allergic,  and 
pyrogenic  transfusion  reactions  are  discussed 
in  this  report. 
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J.  HAMPTON  HOCH,  D.Sc. 

School  of  Pharmacy,  Medical  College  of  S.  C. 


Cypress  Family  ( Cupressaceae ) 

This  group  of  evergreen  shrubs  and  trees 
includes  a few  species  native  to  South 
Carolina  and  some  exotic  species  which 
are  grown  as  ornamentals.  The  familiar  swamp 
cypress  of  the  low  country  is  not  a member  of 
this  family.  Volatile  oils  in  the  leaves  and 
some  compounds  present  in  the  wood  of  vari- 
ous species  may  produce  harmful  effects.  A 
tabulation  of  potential  offenders,  both  native 


and  cultivated  exotics,  is  listed  along  with 
some  significant  constituents.  Because  these 
plants  have  an  unpleasant  terebinthinate  taste, 
it  is  unlikely  that  anyone  would  eat  enough 
leaf  or  twig  to  become  seriously  distressed. 
Recorded  cases  of  severe  injury  and  fatalities 
have  resulted  from  the  use  of  the  distilled  oils 
or  decoctions  or  teas  of  the  leafy  twigs  as 
abortifacients. 

Cedrene  and  cedrol  are  sesquiterpenes  of 


SIGNIFICANT 


GENUS  AND  SPECIES 

COMMON  NAME 

CONSTITUENTS 

Cupressus 

Cypress 

( 1 ) sempervirens  L. 

Italian  cypress 

cedrol,  sabinene 

Chamaecyparis 

False  cypress 

(2)  thyoides  (L.)  Britton 

“White  cedar” 

cedrol 

lawsonia  ( Murr. ) Pari. 

Lawson’s  arbor  vitae 

podophyllotoxin 

obtusa  (Sieb.  & Zucc. ) Endl. 

Fire  cypress 

thujene,  sabinene 

Thuja 

Arbor  vitae 

( 3 ) occidentals  L. 

American  arbor  vitae 

thujone,  fenchone,  sabinol, 
sabinene,  thujene 

orientals  L. 

Oriental  arbor  vitae 

cedrol 

plicata  Don 

Giant  arbor  vitae 

thujene,  thujone,  fenchone 

ThujopsS  dolabrata  S.  & Z. 

Hiba  arbor  vitae 

thujene,  thujone,  sabinene, 
sabinol 

Juniperus 

Juniper 

(4)  virginiana  L. 

Eastern  red  “cedar” 

cedrene,  cedrol,  podophyllotoxin 

(5)  communis  L. 

Mountain  juniper 

(6)  chinensS  L. 

Chinese  juniper 

cedrene,  cedrol 

excelsa  Bieb. 

Greek  juniper 

cedrene,  cedrol 

occidentals  Hook.f. 

Sierra  juniper 

cedrol,  sabinene 

sabina  L. 

Savin 

cedrol,  sabinol,  thujone,  thujene, 
sabinene,  podophyllotoxin 

(7)  silicicola  (Small)  Bailey 

Southern  red  “cedar” 

desoxypodophyllotoxin 

( 1 ) an  exotic;  pyramidal  variety  used  in  cemetery  plantings. 

( 2 ) native  to  the  coastal  plain  swamps. 

( 3 ) native  to  mountains  as  far  south  as  N.  C.  Horticultural  varieties  are  widely  planted. 

( 4 ) common  in  the  piedmont,  rare  in  the  coastal  plain. 

(5)  in  the  mountains,  but  rare.  The  berries  are  not  toxic  although  their  oil  is  diuretic. 

(6)  includes  the  Pfitzer  variety,  often  planted  in  yards  and  gardens. 

(7)  native  to  the  coastal  plain. 
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Chamaecyparis  obtusa  nana  compaeta.* 


unusual  structure  which  occur  in  high  con- 
centration in  the  volatile  oils  of  some  species 
of  this  family.  From  a half  to  one  ounce  of 
such  an  oil  is  said  to  produce  convulsions, 
stupor,  unconsciousness;  the  skin  becomes  cold 
and  clammy,  the  pulse  weak,  respiration  rapid 
and  irregular.  Kidney  irritation  may  be  mani- 
fested by  severe  albuminuria.  Gastric  lavage 
and  saline  cathartics  are  supplemented  by 
symptomatic  and  supportive  measures. 


Thuja,  portion  of  shoot  with  seed  cones.  Note 
oppressed  scale-like  leaves.** 


“From  exotica  3 by  Alfred  Byrd  Graf.  Rutherford, 
New  Jersey:  Roehrs  Company,  1963. 

80  From  COMPARATIVE  MORPHOLOCY  OF  VASCULAR 

plants  by  Adriance  S.  Foster  and  Ernest  M.  Gifford, 
Jr.  San  Francisco:  W.  H.  Freeman  & Co.,  1959. 


Fenchone  is  a terpene  with  actions  similar 
to  those  of  camphor,  producing  central  ner- 
vous system  and  cardiac  stimulation,  convul- 
sive in  overdosage. 

Sabinene  and  sabinol  also  are  terpenes. 
They  are  thought  to  contribute  to  the  con- 
vulsant  activity  of  cedrol,  fenchone,  thujol  and 
thujone.  The  leafy  twigs  of  savin  can  be 
poisonous,  evoking  strong  gastrointestinal  ir- 
ritation (abdominal  pain,  emesis,  diarrhea) 
and  congestion  of  the  genito-urinary  organs 
which  may  lead  to  suppression  of  urine. 
Dyspnea,  convulsions  and  unconsciousness 
precede  fatal  collapse.  Autopsy  reports  indi- 
cate reduction  of  lipid  reserves.  Eleven  drops 
of  oil  of  savin  have  been  fatal. 


Conifer.  Mature  female  strobili  of  juniper.*** 


Tlmjone  and  tlmjene  are  also  terpene  com- 
pounds. Their  structures  are  similar  to  those 
of  sabinol  and  sabinene.  They  are  significant 
toxic  components  of  oil  of  thuja,  and  some 
other  oils,  and  their  effects  are  very  similar  to 
those  noted  above.  Gastrointestinal  irritation, 

°0°From  rotany,  by  Paul  Weatherwax.  3rd  Edi- 
tion. Philadelphia  and  London:  W.  B.  Saunders  Co., 
1956. 
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CNS  stimulation,  epileptiform  convulsions  and 
even  death  may  result  from  excessive  amounts. 
Stridulous  respiration,  frothing,  pulmonary 
edema,  and  increased  spinal  pressure  have 
been  noted  in  acute  poisonings  that  termin- 
ated with  circulatory  failure.  Less  acute  cases 
may  develop  cystitis  with  necrosis  of  bladder 
mucosa,  anuria  and  uremia.  Gastric  lavage, 
demulcents  and  copious  fluids  are  recom- 
mended treatment,  plus  symptomatic  and  sup- 
portive measures. 

Podophyllotoxin,  a lignan  compound  first 


identified  in  the  cathartic  mixture  called  podo- 
phyllin,  when  ingested  is  a gastrointestinal  ir- 
ritant which  can  evoke  emesis,  diarrhea,  ver- 
tigo, peripheral  vascular  collapse,  bradypnea, 
anuria,  azotemia,  coma,  and  death.  It  is  a skin 
irritant  and  tumor  necrotizer.  The  leaves, 
cones  and  fruits  of  some  species  of  the  cypress 
family  contain  this  compound  or  its  desoxy 
form  (silicocolin).  Consumption  of  three 
grams  or  more  of  the  plant  parts  would  be 
necessary  to  evoke  toxic  effects  from  this  con- 
stituent. 


Hey,  Mister! 


Lend  me  a dollar  to  help  me  walk 
and  I’ll  make  you  feel  good 
all  day  (P.S.  I’ll  pay  you  back 
when  I’m  rich) 


Giving  to  the  Easter  Seal  Kid,  here,  be- 
sides making  you  feel  good  in  the  mys- 
terious way  that  giving  does,  enables 
him  and  250,000  others  all  over  the 
U.S.A.  to  keep  coming  to  us  for  help  in 
overcoming  these  crippling  disorders — 


accidents,  poliomyelitis,  cerebral  palsy, 
multiple  sclerosis,  muscular  dystrophy, 
arthritis,  birth  deformities, 
speech  defects,  and  many 
others. 


Easter  Seal  Fund  Appeal 

address:  Crippled  Children,  c/o  your  local  postmaster 
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MEDICAL  SCHOOLING  IN  SOUTH  CAROLINA.  II. 

Beginnings  and  Sponsorship 

KENNETH  M.  LYNCH,  M.  D.,  D.Sc.,  LL.D. 


BACKGROUND 

History  is  but  a story  of  the  doings  of 
people  as  interpreted  and  recorded 
in  writings.  Furthermore,  the  course  of 
progress  of  medicine  naturally  runs  parallel 
with  that  of  the  arts  and  sciences,  and  of 
civilization  in  general.  Although  the  narrator 
of  this  story  is  more  interested  in  what  the 
actors  in  it  did  than  in  who  they  were,  inter- 
pretation of  their  personalities  may  enlighten 
their  actions. 

While  the  establishment  of  the  Medical  Col- 
lege of  South  Carolina  was  not  authorized 
until  December  24,  1823,  it  is  clear  from  exist- 
ing records  that  the  Legislative  Act  upon 
which  it  was  to  proceed  was  simply  the  cul- 
mination of  discussion  and  effort  to  that  pur- 
pose during  at  least  the  twenty  years  previous. 
Moreover,  it  appears  that  a turning  point  into 
the  era  when  talk  among  the  physicians  of 
Charleston  became  focused  on  the  subject 
might  well  have  been  about  1783,  at  the  end 
of  the  American  Revolution.  That  thought 
might  reasonably  be  justified  by  the  first 
record  set  down  in  the  “Medical  Society  Min- 
utes,” dated  December  24,  1789,  when  “it  was 
unanimously  agreed  to  form  a ‘Medical  So- 
ciety’.” That  record  says  that  “Doctors  Fays- 
soux,  Baron  and  Ramsay  [ were]  acting  in  con- 
formity to  a previous  request,  as  a Committee” 
to  present  a plan  of  organization.  True,  the 
minutes  state  that  the  founding  members  were 
the  “following  Gentlemen,  Practitioners  of 
medicine  in  this  City,  prior  to  the  year  1783,” 
but  an  undated  note  preliminary  to  the  De- 
cember 24  meeting  indicates  that  there  had 
been  a previous  meeting  of  “Gentlemen  of  the 
Faculty  of  Physic  in  Charleston”  at  which  the 
planning  committee  was  appointed.  It  is  there- 
fore proposed  that  the  beginnings  of  discus- 


sion of  the  idea  of  forming  a medical  society, 
carrying  with  it  the  thought  of  a medical 
school,  may  reasonably  be  placed  at  around 
the  year  1783,  although  the  society  was  not 
formed  until  1789  nor  chartered  until  1794. 

In  that  early  period  Charleston  had  become 
a center  of  cultural  and  scientific  interest  and 
endeavor  from  the  accumulation  of  a consider- 
able element  of  citizens  and  sojourners  edu- 
cated at  the  universities  of  Europe  and  main- 
taining continuous  contact  and  communication 
with  some  of  the  foremost  scientists  of  these 
centers  in  the  old  countries.  Among  these 
were  such  men  as  Dr.  John  Lining,  Dr.  Lionel 
Chalmers  and  Dr.  Alexander  Garden,  whose 
names  are  still  the  most  frequently  called  by 
writers  on  the  history  of  the  natural  sciences 
and  medicine  of  that  era. 

These  men,  who  still  live  in  the  records  of 
science,  had  many  associates  in  the  arts  and 
sciences  in  the  colony,  some  of  whom  no  doubt 
furnished  stimulus  to  their  better  remembered 
leaders  and  also  provided  the  effort  necessary 
to  positive  action  in  such  matters  as  the  organ- 
ization of  societies  and  institutions. 

Perhaps  it  may  be  permissible  for  the  nar- 
rator of  this  story  to  remind  that  John  James 
Audubon  would  not  likely  have  spent  the  time 
and  effort  here  for  a part  of  his  immortal  work 
except  that  he  found  it  a congenial  cultural 
clime. 

Although  Audubon’s  sojourn  here  was  a few 
years  later  than  the  establishment  of  the  Medi- 
cal College,  it  was  of  the  same  era  of  accom- 
plishment. Perhaps  it  may  also  be  permissible 
to  recall  Audubon’s  article  in  the  Atlantic 
Monthly  of  1830  telling  of  a hunt  at  Liberty 
Hall  and  mentioning  the  “old  pecan  trees” 
there.  Those  gnarled  old  trees  were  still  there 
in  1941  wl  len  Liberty  Hall  was  swallowed  by 
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war,  later  to  become,  of  all  things,  a Polaris 
Missile  Base.  Shades  of  tranquility  and  peace! 

For  additional  local  color,  another  Charles- 
ton personality  of  this  era,  Joel  Roberts  Poin- 
sett, whose  name  will  long  be  repeated  in 
history  and  will  be  remembered  in  the  beauti- 
ful flower  that  bears  it,  might  be  added  to  this 
picture.  The  same  may  be  said  of  Dr.  Alex- 
ander Garden.  Poinsett  ( 1779-1851 ) studied 
medicine  too,  at  Edinburgh,  but  never  fol- 
lowed it. 

If  this  storv  of  medical  schooling  in  South 
Carolina  shall  be  at  all  inclusive,  it  must  begin 
with  the  first  record  of  the  preliminaries  and 
follow  through  what  is  known  of  the  course  of 
formation  of  the  organization  through  which 
the  Medical  College  was  founded  and  which 
played  a crucial  role  in  its  sponsorship  until 
1832,  then  relinquished  claim  to  control  in 
1838,  but  exerted  some  degree  of  influence 
throughout  its  history,  at  least  up  to  very  re- 
cent times. 

While  it  may  reasonably  be  believed  that 
the  group  of  fourteen  medical  practitioners  of 
Charleston  did  in  1783  or  thereabout  begin 
the  formation  of  a medical  society  and  ap- 
pointed a committee  to  draw  up  a plan  of  or- 
ganization ( a constitution),  it  was  not,  how- 
ever, until  a meeting  on  December  24,  1789, 
that  the  plan  was  submitted  and  the  name 
“The  Medical  Society  of  South  Carolina”  was 
adopted,  and  it  took  two  more  meetings,  De- 
cember 26,  1789,  and  January  2,  1790,  for  the 
constitution  to  be  adopted  and  completion  of 
the  organization  effected.  One  may  wonder 
what  was  going  on  prior  to  1789,  but  several 
circumstances  must  be  borne  in  mind:  this  was 
at  the  beginning  of  the  post-revolutionary 
period,  doctors  are  always  individualists,  and 
they  had  not  been  organized  before.  Further- 
more, the  “Plan”  included  the  establishment  of 
a “Dispensary”  (charity  clinic),  something 
that  would  occupy  them  from  then  until  now 
(and  always),  and  itself  adds  to  the  sug- 
gestion that  already  a medical  school  may 
have  been  in  mind.  Also  fitting  to  such  a sug- 
gestion, Dr.  David  Ramsay  proposed  on  April 
30,  1791,  that  students  of  medicine  be  ad- 


mitted to  meetings  when  professional  subjects 
were  being  discussed. 

It  seems  worthy  of  note  too  that  the  first 
recorded  meeting  of  the  group  (1789)  was  on 
Christmas  Eve,  and  that  in  the  constitution 
that  date  was  designated  for  the  Annual  Meet- 
ing, the  first  anniversary  being  at  “Mr.  Wil- 
liam’s Tavern.”  In  this  light  vein  too,  on  Janu- 
ary 23,  1794,  Dr.  Samuel  Wilson’s  motion  that 
the  Society  dine  together  on  the  day  preced- 
ing the  Charleston  races,  to  begin  the  follow- 
ing week,  was  passed,  with  the  proviso  that 
Dr.  Wilson  serve  as  a steward.  Could  this  have 
been  the  same  races  still  going  on  annually  in 
1913  at  a track  off  Meeting  Street  Road  at 
“Four  Mile,”  where  remnants  of  the  old  stables 
still  remain? 

Thus  the  Medical  Society  of  South  Carolina 
was  organized  by  and  included  medical  practi- 
tioners of  the  Charleston  area.  In  the  ultimate 
organization  of  the  American  Medical  Associa- 
tion and  its  constituent  state  and  county  so- 
cieties, it  became  the  Charleston  County  unit. 
In  1952  it  relinquished  that  position  to  the 
newly  formed  Charleston  County  Medical  So- 
ciety, and  since  that  time  has  served  solely  as 
a private  non-profit  coqioration  in  trustee 
ownership  and  operation  of  the  Roper  Hos- 
pital. 

As  was  regularly  the  case  in  the  founding  of 
the  early  medical  schools  in  this  country, 
private  practitioners  were  the  idea  men,  the 
instigators,  although  they  were  readily  joined 
by  leaders  and  groups  in  other  walks  of  life  of 
their  communities.  To  this  day  that  course  of 
promotion  is  more  or  less  openly  followed.  In 
the  post-Civil  War  period  the  self -promoting 
interest  of  doctors  eager  for  prestige  gave  rise 
to  many  unworthy  schools. 

Medical  service  generally  in  colonial  times 
was  ineffectual,  even  for  the  stage  of  science 
and  medical  practice  of  that  day  in  the  more 
advanced  countries.  Until  the  establishment  of 
licensing  boards  in  Columbia  and  Charleston 
by  Legislative  Act  in  1817  there  was  no  legal 
control  over  who  might  practice  medicine  in 
South  Carolina.  Even  the  examinations  for 
license  to  practice  by  these  boards — the  Medi- 
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cal  Board  in  Columbia  and  the  Medical  So- 
ciety of  South  Carolina  in  Charleston — were 
in  effect  abolished  in  1838  when  all  penalties 
for  non-observance  were  deleted.  The  situa- 
tion was  much  the  same  everywhere,  and  in 
most  regions  worse.  Charleston  was  much  bet- 
ter off  than  the  country  at  large;  it  had  a con- 
siderable number  of  qualified  men,  from  its 
own  sons  as  well  as  others  who  came  to  locate 
there,  who  had  secured  the  best  educations 
and  training  available.  While  the  practitioners 
of  deserved  repute  who  were  located  there  at 
the  end  of  the  eighteenth  century  were 
educated  at  foreign  schools,  in  the  early  1800’s 
there  were  a number  of  doctors  of  medicine  in 
the  oncoming  generation  who  were  “America- 
produced,”  mainly  at  the  University  of  Penn- 
sylvania. Among  the  South  Carolinians  who 
organized  the  Medical  Society  here  was  a 
native  bom  Pennsylvanian,  David  Ramsay, 
who  came  to  Charleston  in  1774.  His  patron, 
Dr.  Benjamin  Rush  of  Philadelphia,  was  him- 
self a founder  of  the  first  medical  school  of  the 
colonies  which  were  to  become  the  United 
States  of  America.  The  College  of  Philadelphia 
school  of  medicine,  established  in  1765,  was 
the  forerunner  of  the  School  of  Medicine  of 
the  University  of  Pennsylvania,  Ben  Franklin’s 
university,  which  arose  out  of  the  substance  of 
the  confiscated  properties  of  the  Royalists  who 
lost  the  American  Revolution. 

In  passing,  it  may  be  recalled  that  David 
Ramsay  opposed  such  confiscation  in  his 


adopted  state,  unsuccessfully,  although  he  was 
an  active  leader  in  the  Revolution,  and  was 
captured  and  held  as  a prisoner  of  the  British 
for  about  a year.  Ramsay  began  his  medical 
education  in  the  clinical  lectures  of  Dr. 
Thomas  Bond  that  were  the  forerunning 
efforts  leading  to  the  founding  of  the  medical 
school  of  the  College  of  Philadelphia.  Bond 
was  superintendent  of  the  Pennsylvania  Hos- 
pital, itself  the  first  organized  hospital  in 
North  America — and  still  one  of  the  leaders. 
Ramsay  was  awarded  a bachelor’s  degree  in 
medicine  at  that  new  medical  school  in  1773, 
and  apparently  while  he  was  a prisoner  of  the 
British  he  was  awarded  the  M.  D.  degree — 
among  the  first  to  be  awarded  in  this  country. 

It  was  upon  the  recommendation  of  Dr. 
Rush  that  Ramsay  came  to  locate  in  Charles- 
ton, as  a place  where  his  talents  might  be  ex- 
pected to  ripen  in  the  company  of  other 
prominent  people.  Although  he  came  with 
superb  recommendations,  it  was  some  time  be- 
fore he  was  accepted  as  the  leader  he  did  be- 
come, locally  and  nationally,  in  medicine,  in 
governmental  service  and  in  historical  writ- 
ings. In  1815,  at  the  peak  of  his  career,  he  was 
killed  by  an  assassin’s  bullet  fired  by  an  insane 
patient. 

Although  David  Ramsay  died  some  seven 
years  before  any  definite  effort  toward  estab- 
lishing a medical  school  in  South  Carolina,  and 
even  though  there  is  no  record  of  any  specific 
proposal  of  such  a venture  from  him,  any  nar- 
rative of  the  story  without  taking  such  a 
character  into  account  would  narrow  itself 
down  simply  to  a repetition  of  chronologically 
recorded  events  — and  that  is  not  the  purpose 
here.  From  personal  experience  and  studv  of 
the  evolutionary  course  of  medical  schooling 
it  is  easy  to  imagine  Dr.  Benjamin  Rush  saying 
to  his  pupil,  “I  would  go  on  down  there  and 
help  them  build  (a  medical  school)  and  they 
will  help  build  you,”  just  as  was  said  by 
another  “chief”  at  Pennsylvania  when  the  in- 
vitation came  to  the  present  narrator  in  1913. 
The  relations  between  Charleston  and  Phila- 
delphia were  very  close  from  the  beginnings, 
although  they  deteriorated  somewhat  on  ac- 
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count  of  the  war  in  which  they  were  op- 
ponents in  1861-65. 

This  narrative  would  deliberately  place  the 
idea  of  developing  a medical  school  in  South 
Carolina  within  the  generation  of  notables 
who  founded  the  Medical  Society  of  South 
Carolina  in  Charleston  in  the  last  decade  of 
the  eighteenth  century.  It  doesn't  even  take 
imagination  to  picture  the  walking  distance 
closeness  of  the  places  of  abode  and  “shop"  of 
the  physicians  who  were  possessed  of  an  urge 
toward  the  improvement  of  practice  through 
educational  and  training  preparation  of  per- 
sonally qualified  recruits,  and  by  properly 
controlled  admission  to  practice  in  the  profes- 
sion. It  is  not  a matter  of  imagination  at  all 
that  such  natural  and  easy  communication  was 
the  course  of  germination  of  the  controlling 
influences  and  policies  of  the  present  era — at 
least  until  the  complexities  which  grew  out  of 
and  have  followed  the  most  recent  great  war 
brought  conclusion  and  confusion  to  the 
simpler  ways  of  life. 

As  the  older  generation  of  notable  men 
turned  the  corner  into  the  nineteenth  century 
and  became  the  patriarchs,  they  were  joined 
by  a new  generation  impatient  for  action.  On 
July  3,  1803,  the  Society  received  a motion 
from  David  Ramsay  that  the  “Society  elect  by 
ballot  one  of  their  members  to  read  lectures 
on  Anatomy,  Surgery  and  Midwifery  and 
another  to  read  lectures  on  Chemistry,  in  the 
course  of  the  next  winter,”  and  that  the  So- 
ciety promote  these  lectures.  This  motion  was 
passed  on  September  1,  1803,  and  Dr.  Philip 
Gendron  Prioleau  was  selected  for  the  series  of 
subjects  first  named,  and  Dr.  Benjamin  Bon- 
neau  Simons  on  Chemistry.  Then  on  another 
Ramsay  motion,  at  a special  meeting  on  Sep- 
tember 16,  a Committee  (Ramsay,  Moultrie 
and  Smith ) was  established  to  prepare  an 
“Address”  promoting  these  lectures  by  pub- 
lication in  the  “different  newspapers.” 

At  that  time  and  previously — as  well  as  long 
afterward — preparation  for  entry  into  medical 
practice  consisted  mainly  of  apprenticeship 


connection  with  some  practicing  physician, 
who  was  listed  as  “Praeceptor.”  Only  a few 
matriculated  in  the  medical  schools  of  Europe 
or  the  few  schools  that  had  been  established 
in  this  country.  The  early  public  lectures,  here 
and  elsewhere,  were  reallv  meant  for  the  bene- 
fit of  these  student  apprentices. 

The  entry  into  this  picture  ( 1801 ) by  Dr. 
Benjamin  Bonneau  Simons,  fresh  from  medical 
schooling  in  London,  Edinburgh  and  Paris, 
with  burning  zeal  for  the  improvement  of 
medical  education,  provided  stimulus  for 
action.  He  proposed  to  give  a series  of  lectures 
himself,  and  proceeded  to  do  so  in  1802.  When 
his  lectures  failed  to  attract  a satisfactory  fol- 
lowing, he  proposed  to  offer  by  himself  what 
amounted  to  the  whole  medical  school  cur- 
riculum of  the  time,  including  the  establish- 
ment of  a hospital  of  a few  beds  for  Negroes 
to  serve  as  subjects  for  clinical  teaching.  At 
this  point  David  Ramsay  took  the  cue  and 
persuaded  the  Medical  Society  to  take  charge 
by  his  motions  of  1803,  placing  the  lectures 
under  sponsorship  of  the  Society,  joining  Dr. 
Prioleau  for  the  major  subjects,  limiting  Dr. 
Simons  to  chemistry,  and  announcing  the 
entire  proposition  publicly. 

This  was  the  lecture  series  which  served  as 
the  forerunning  effort  toward  the  establish- 
ment of  a medical  school  in  South  Carolina 
held  in  control  of  the  Medical  Society.  While 
the  venture  seems  not  to  have  been  very  pro- 
ductive, it  did  serve  that  purpose.  Apparently 
it  faded  out,  and  so  did  the  proposal  of  Dr.  B. 
B.  Simons.  Whether  or  not  the  other  activities 
of  David  Ramsay  completely  absorbed  his 
energies,  and  what  effect  his  assasination 
twelve  years  later  may  have  played,  can  only 
be  speculation.  At  any  rate  a lull  of  some 
eighteen  years  occurred  in  what  it  seems 
should  have  been  a more  actively  progressive 
course. 


This  is  the  second  of  a series  of  articles  which 

WILL  RE  CONTINUED. 
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COUNTY  MEDICAL  SOCIETY  OFFICERS 

There  is  honor  attached  to  being  selected  to  hold 
office  in  your  County  Medical  Society.  It  is  a recognition 
of  service  to  the  society  and  an  expression  of  confidence 
by  the  society  in  the  individual.  The  society  by  its 
election  of  that  individual  expresses  the  belief  that  the 
one  elected  has  the  ability  to  perform  the  prescribed 
duties,  that  he  will  apply  himself  and  will  render  a 
performance  in  office  that  will  be  in  the  interest  of  and 
for  the  advancement  of  the  Society  of  which  he  is  a mem- 
ber. 


For  the  individual  there  is  honor,  but  there  is  also 
responsibility.  The  mere  holding  of  office  is  not  enough.  There  is  a challenge  in  every  office 
and  there  are  not  only  prescribed  duties  to  be  performed,  but  there  is  an  open-end  duty  that 
permits  a man  of  vision  to  perform  his  duties  with  an  eye  to  the  future  development  of  his 
society  and  of  his  medical  profession. 


The  State  Medical  Association  and  the  American  Medical  Association  are  dependent  upon 
the  individual  doctor  for  their  strength.  As  Dr.  Bing  Blasingame  has  well  said — “The  AMA 
derives  its  strength  from  the  periphery.”  It  should,  therefore,  be  recognized  by  the  County 
Society  office  holder  that  the  more  he  knows  of  the  operation  of  these  two  Associations  and 
the  more  he  participates  in  their  activities,  the  better  he  will  serve  his  own  County  Society. 


Frank  C.  Owens,  M.  D. 

President,  S.  C.  Medical  Association 
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The  Medical  College 

Anv  institution  which  does  not  contain 

J 

normally  the  germ  of  ferment  and  the  desire 
for  improvement  of  things  as  they  are  is  apt  to 
be  a stagnant  one.  When  matters  which  are 
basically  intramural  reach  the  attention  of  a 
press  eager  for  sensationalism,  unwarranted 
conclusions  are  often  drawn  and  impressions 
are  given  of  a college  in  serious  turmoil.  This 
has  been  the  case  recently  in  regard  to  affairs 
at  the  Medical  College  of  South  Carolina, 
where  a change  in  administration,  due  to  the 
resignation  of  a president  who  wished  to  be 
relieved  of  his  duties,  gave  rise  to  rumors  that 
major  dissatisfaction  was  rampant  within  the 
walls  of  the  institution. 

Several  years  ago  the  Governor’s  Committee 
recommended  that  certain  changes  be  made 
in  the  membership  of  the  Board  of  Trustees. 
Small  wonder  that  now  the  importance  of  this 
suggestion  has  finally  come  to  the  concerned 
attention  of  a faculty  which  realizes  that  the 
broader  board  would  be  more  suitable  and 
perhaps  more  approachable.  Consequently,  the 
faculty  has  adopted  a resolution  calling  for  a 
review  of  the  present  structure  of  the  twelve- 
member  board.  Similar  suggestions  have  been 
made  in  the  legislature. 

There  are  reports  of  discord  on  the  question 
of  methods  of  teaching.  In  any  institution  the 
size  of  the  College  such  difference  of  opinion 
would  be  likely  and  probably  even  healthy. 
Certainly  there  has  been  no  clash  in  this  field. 
The  problem  of  finding  a happy  balance  be- 
tween students’  work  in  research  and  in  the 
old  conventional  fields  of  teaching  is  a diffi- 
cult one  to  solve  and,  as  in  other  institutions, 
no  doubt  each  teaching  element  concerned  has 
its  own  opinion  of  its  own  importance. 

The  publicity  given  to  affairs  at  the  Medical 
College  has  been  unfortunate.  The  situation 
there  is  one  which  could  be  and  is  being 
handled  within  the  structure  of  the  College 
without  the  need  for  development  of  wide- 
spread suspicion  that  affairs  are  not  as  they 


should  be  and  for  provoking  the  interest  of  the 
politicians.  This  Journal  is  assured  by  author- 
ity in  the  College  that  matters  are  being  ad- 
justed normally,  that  progress  is  expected,  and 
that  the  College  looks  forward  to  a period  of 
broad  expansion  of  its  physical  plant  and  its 
usefulness  to  the  state.  A new  dental  school, 
improvements  in  the  departments  of  phar- 
macy, a new  library,  and  many  other  develop- 
ments are  imminent,  all  of  which  will  combine 
to  give  greater  effectiveness  to  the  Medical 
College.  Among  these  benefits  will  be  the  in- 
crease in  the  number  of  medical  graduates 
from  80  to  128,  and  the  enrollment  of  a class 
of  48  in  the  developing  dental  school.  In  a col- 
lege already  short  of  space  and  teaching  per- 
sonnel, this  expansion  will  necessitate  more 
physical  accommodations,  more  faculty,  and, 
obviously,  more  money  for  operation. 

Infant  Mortality  in  South  Carolina 

A statistical  study  of  infant  deaths  in  South 
Carolina  for  the  year  1963  has  made  its  way 
through  the  statisticians  of  the  State  Board  of 
Health  and  points  out  a number  of  interesting 
features.  Of  the  1,888  deaths  from  all  causes, 
1,109  were  from  pre-natal  and  natal  causes. 
The  total  death  rate  was  32.6  per  thousand 
live  births.  The  number  of  deaths  in  Negro 
infants  was  considerably  in  excess  of  those  in 
white  babies.  Deaths  at  home  rather  than  in 
hospitals  among  the  Negroes  exceeded  tre- 
mendously those  among  the  white  infants.  A 
rather  notable  feature  is  that  10.2  percent  of 
infant  deaths  in  South  Carolina  occurred  with- 
out medical  attention;  by  far  the  greater  part 
of  these  was  among  Negroes. 

The  first  24  hours  of  life  were  much  the 
most  hazardous.  Half  of  the  deaths  of  pre- 
mature infants  occurred  in  this  period.  Deaths 
attributed  to  intracranial  and  spinal  injury  at 
birth  or  other  birth  injuries  amounted  to  92 
out  of  454. 

Included  in  the  classification  of  “Pre-Natal 
and  Natal  Causes”  is  the  figure  for  congenital 
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malformations,  a total  of  186  out  of  the  whole 
number,  or  about  10  percent  of  the  total  mor- 
tality. 

A study  of  this  report  drives  home  the  fact 
that  South  Carolina  is  still  in  an  unenviable 
position  on  the  totem  pole  of  infant  mortality. 
While  the  factors  which  affect  the  figure  are 
numerous,  the  lesson  cannot  be  avoided  that 
much  can  be  done  about  many  of  these  mortal 
troubles. 


On  Medical  Expense  and  Liability 

In  the  January  4,  1965  issue  of  the  A.  M.  A. 
News  is  an  interesting  article  concerning  the 
conference  sponsored  by  the  American  Medi- 
cal Association  on  “hospital  costs  and  patient 
expenditures”  held  recently  in  Chicago  and  at- 
tended by  physicians  and  medical  auxiliary 
personnel. 

Dr.  J.  Everett  McClenahan,  Medical  Direc- 
tor of  the  McKeesport  (Pennsylvania)  Hos- 
pital mentioned  the  efficient  use  of  hospital 
beds.  Dr.  Richard  A.  Sutter  of  St.  Louis, 
Missouri  touched  on  the  subject  of  professional 
liability  insurance.  This  is  very  costly  on  ac- 
count of  the  increasing  and  already  excessive 
claim  consciousness  of  the  public.  Many  per- 
sons have  overlooked  the  fact  that  the  public 
themselves  are  in  part  responsible  for  the  in- 
crease in  medical  costs.  By  asking  and  some- 


times obtaining  through  legal  representatives 
fantastic  judgments  against  physicians,  they 
have  run  up  the  cost  of  liability  insurance. 
This,  of  course,  is  passed  on  to  the  patient  as 
part  of  the  expense  of  continuing  a practice. 

Then  too  the  public  has  come  to  the  point 
( where  the  medical  physician  has  un- 
fortunately brought  them)  at  which,  usually, 
hospitalization  is  insisted  upon  even  where  it 
is  not  necessary,  and  the  best  and  most  ex- 
pensive services  and  accommodations  are 
demanded  wherever  possible,  even  when  less 
costly  procedures  are  equally  effective. 

There  is  no  doubt  that  many  procedures 
could  well  be  done  in  a doctor’s  office  or  on 
an  out-patient  basis  and  save  the  public  mil- 
lions annually.  There  comes  to  mind  particu- 
larly the  management  of  eye  surgical  cases. 
Nearly  all  of  these,  once  surgery  is  done,  could 
be  handled  outside  the  hospital  as  well  as  or 
better  than  in  the  hospital,  especially  the 
elderly  cataract  patient  who  gets  along  post- 
operatively  much  better  at  home  than  in  the 
strange  and  only  too  often  unpleasant  hospital 
surroundings.  This  is  only  one  case  in  point. 
There  are  many  others  in  the  medical  and  sur- 
gical fields. 

What  is  sorely  needed  is  for  doctors  and  pa- 
tients to  get  together  on  what  is  the  best  thing 
for  both.  This  is  a matter  for  public  re-educa- 
tion and  will  take  time,  but  not  such  an  awful 
lot  of  it  if  doctors  will  be  diligent  in  their 
duties,  maintain  the  rapport  they  should  have 
with  their  patients,  secure  their  love  and 
affection  as  well  as  their  confidence,  and  for- 
get about  the  remote  possibility  of  being 
hauled  into  court. 

J.  W.  Jervey,  Jr.,  M.  D. 


An  Obvious  Conclusion — Sometimes 

Muttering 
Of  fluttering. 

Diagnosis: 

Neurosis. 

Robert  E.  Holman,  M.  D. 
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Dr.  Louis  P.  Jervey 


Dr.  Louis  P.  Jervey  has  been  named  interim  dean 
of  the  Medical  College  of  South  Carolina  School  of 
Medicine. 

Dr.  Jervey  was  educated  in  the  public  schools  of 
Charleston  and  graduated  from  The  Citadel.  He  was 
first  honor  graduate  of  the  Medical  College  in  1949. 
His  internship  and  residency  training  were  completed 
at  Cincinnati  General  Hospital.  He  served  for  two 
years  in  the  U.  S.  Navy,  one  year  being  spent  with  the 
Marine  Corps  in  Korea. 

From  1956  to  1962  he  was  in  private  practice  of 
internal  medicine  in  Charleston.  He  then  joined  the 
full  time  staff  of  the  Medical  College  of  South  Caro- 
lina to  develop  a program  of  preventive  medicine  in 
tlie  Department  of  Internal  Medicine. 

He  has  special  interests  in  antibiotics  and  infectious 
diseases  and  most  of  his  publications  have  been  in  that 
area. 

The  new  interim  dean  is  a diplomat*  of  the  Amer- 
ican Board  of  Internal  Medicine,  a fellow  of  the 
American  College  of  Physicians,  a member  of  the 
American  Medical  Association,  the  South  Carolina 
Medical  Association,  the  AOA  honor  society  and  other 
medical  societies. 


Dr.  Darby  Selected 

Dr.  Charles  P.  Darby,  Jr.,  31-year-old  Mount 
Pleasant  pediatrician  has  been  named  the  East  Cooper 
area’s  “Outstanding  Young  Man  of  the  Year”  by  the 
Mount  Pleasant  Jaycees. 


Dr.  Ritchie  Closes  Office 

Henry  J.  Ritchie,  M.  D.  has  announced  the  per- 
manent closing  of  his  medical  office  on  January  27, 
1965. 


Dr.  W.  R.  Purcell 

W.  L.  Ector,  M.  D.,  W.  B.  Gamble,  Jr.,  M.  D.,  and 
J.  W.  Rhodes,  M.  D.  announce  the  association  of 
William  R.  Purcell,  M.  D.  for  the  practice  of  Pedi- 
atrics at  16  Windermere  Boulevard,  Charleston. 


Officers  Installed  By  Columbia  Medical 
Society 

Dr.  Buford  S.  Chappell  was  installed  as  president 
of  the  Columbia  Medical  Society  January  12,  succeed- 
ing Dr.  Rudolph  Farmer. 

Also  installed  in  ceremonies  at  the  Hotel  Columbia 
were  Dr.  Waitus  O.  Tanner,  vice  president;  Dr.  Rich- 
ard C.  Slocum,  secretary;  Dr.  Marion  B.  Hook,  treas- 
urer; and  Dr.  Thomas  E.  Edwards,  editor  of  the 
society’s  publication,  “The  Recorder.” 

Dr.  Slocum,  Hook  and  Edwards  were  re-elected  in 
their  positions. 

Dr.  E.  W.  Masters  and  Dr.  J.  J.  Alion  were  elected 
to  serve  four-year  terms  as  delegates  to  the  S.  C. 
Medical  Association. 


American  Academy  of  Pediatrics 

Tlie  American  Academy  of  Pediatrics  will  hold  its 
Spring  Session  April  26-29,  1965,  at  the  Americana 
Hotel,  Bal  Harbour,  (Miami  Beach),  Fla. 

All  pediatricians  and  other  physicians  interested  in 
children  are  invited  to  attend  the  meeting. 


VA  Hospital’s  Staff  Changes 

The  Veterans  Hospital  in  Columbia  has  made  an 
addition  to  and  announced  a retirement  from  its  medi- 
cal staff  recently. 

Col.  Karl  D.  MacMillan  joined  the  staff  as  ophthal- 
mologist and  Dr.  Roy  G.  Smarr,  chief  of  the  psy- 
chiatry and  neurology  service,  has  retired. 

Col.  MacMillan,  a native  of  Canada,  was  com- 
manding officer  of  the  Fort  Jackson  Hospital  prior  to 
acceptance  of  this  position  on  the  VA  Hospital  staff. 

He  received  his  M.  D.  degree  from  the  University 
of  Pittsburgh  in  1929.  After  a period  in  private  prac- 
tice, he  served  as  a medical  officer  in  the  U.  S.  Army 
from  July  1941  until  August  1946  and  from  August 
1950  until  August  1964. 

Dr.  Roy  G.  Smarr  is  a native  South  Carolinian  and 
attended  the  Medical  College  of  South  Carolina  in 
Charleston.  He  served  in  the  U.  S.  Army  in  World 
War  I and  served  as  senior  physician  in  neuro-psy- 
chiatry at  the  S.  C.  State  Hospital  prior  to  joining  the 
staff  at  the  VA  Hospital. 
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VENEREAL  DISEASE  MORBIDITY  BY  COUNTY  JANUARY  1964  THROUGH  DECEMBER  1964 


VENEREAL  DISEASE  NEWS 

Index  of  Suspicion  Pays  Off 

During  the  month  of  January  a private  physician 
in  this  State  took  advantage  of  one  of  the  services 
offered  by  the  Venereal  Disease  Control  Section,  S.  C. 
State  Board  of  Health.  The  physician  reported  two 
cases  of  secondary  syphilis  to  the  Health  Department 
and  requested  a confidential  interview  on  each  case. 
The  results  of  the  interviews  of  these  two  patients  by 
a representative  of  the  State  Board  of  Health  yielded 
114  sex  contacts  during  the  past  six  months.  Intensive 
investigation  of  these  contacts  is  now  being  conducted 
to  determine  the  source  and  /or  spread  of  the  in- 
fections. 

Special  services  to  the  private  physician  by  the 
Venereal  Disease  Control  Section,  State  Board  of 
Health,  include  consultation  services,  epidemiologic 
service  through  confidential  interview  and  follow-up 
on  private  cases,  darkfield  microscopy  by  qualified 
personnel,  distribution  of  current  medical  literature 
on  venereal  diseases,  and  assistance  in  venereal  dis- 
ease morbidity  reporting. 


SYPHILIS 

G0N0R- 

OTHER 

TOTAL 

COUNTY 

Primary 

Secondary 

Early 

Latent 

Congeni- 

tal 

Other 

Syphilis 

Total 

Syphilis 

RHEA 

V.D. 

V. 

D. 

PP 

CL 

PP 

CL 

PP 

CL 

PP 

CL 

PP 

CL 

PP 

CL 

PP  CL 

PP 

CL 

Abbeville 

1 

1 

1 

1 

2 

3 

3 

65 

23 

68 

26 

Aiken 

24 

58 

3 

2 

1 

4 

6 

12 

34 

76 

95 

28 

129 

104 

Allendale 

5 

6 

1 

1 

1 

5 

1 

12 

8 

3 

15 

8 

Anderson 

11 

63 

10 

9 

2 

10 

4 

33 

76 

343 

112 

376 

188 

Bamberg 

2 

3 

1 

1 

1 

3 

5 

31 

7 

34 

12 

Barnwell 

2 

2 

1 

1 

1 

3 

4 

52 

5 

55 

9 

Beaufort 

4 

1 

4 

1 

7 

4 

15 

6 

140 

155 

6 

Berkeley 

2 

4 

1 

2 

4 

5 

28 

17 

32 

22 

Calhoun 

2 

4 

1 

2 

1 

3 

4 

9 

38 

8 

42 

17 

Charleston 

16 

56 

12 

26 

6 

19 

12 

47 

100 

275 

651 

6 

322 

757 

Cherokee 

14 

15 

2 

6 

2 

4 

2 

22 

23 

67 

17 

89 

40 

Chester 

18 

22 

6 

7 

J 

6 

2 

32 

31 

88 

1 

120 

32 

Chesterfield 

1 

2 

2 

1 

9 

1 

12 

4 

85 

9 

97 

13 

C larendon 

3 

5 

5 

2 

6 

2 

14 

9 

102 

116 

9 

Colleton 

3 

2 

2 

2 

2 

2 

3 

9 

7 

89 

1 

98 

8 

Darlington 

7 

4 

7 

2 

1 

5 

9 

20 

15 

174 

4 

194 

19 

Dillon 

: 

J 

2 

2 

10 

119 

121 

10 

Dorchester 

2 

4 

1 

2 

5 

3 

8 

9 

57 

1 

65 

10 

Edgefield 

2 

1 

3 

63 

66 

Fairfield 

4 

2 

1 

5 

2 

41 

46 

2 

Florence 

9 

11 

8 

6 

1 

23 

20 

41 

37 

157 

42 

198 

79 

Georgetown 

1 

3 

10 

10 

4 

83 

2 

93 

6 

Greenville 

11 

59 

6 

22 

3 

20 

19 

40 

100 

284 

1242 

2 

324 

1344 

Creenwood 

10 

14 

1 

4 

2 

1 

2 

3 

15 

22 

77 

64 

92 

86 

Hamp  t on 

1 

2 

1 

2 

2 

53 

35 

2 

Horry 

1 

3 

4 

9 

1 

14 

4 

166 

17 

1 

180 

22 

Jasper 

3 

3 

3 

Kershaw 

2 

5 

3 

4 

5 

4 

10 

13 

24 

34 

13 

Lancaster 

1 

1 

1 

1 

1 

3 

4 

4 

59 

63 

4 

Laurens 

5 

3 

2 

1 

10 

13 

17 

17 

153 

4 

170 

21 

Lee 

3 

19 

5 

4 

2 

5 

10 

28 

16 

4 

26 

32 

Lexington 

5 

1 

2 

5 

5 

55 

20 

60 

25 

McCormick 

3 

2 

2 

1 

3 

5 

39 

42 

5 

>!arion 

1 

2 

2 

3 

4 

5 

3 

8 

7 

Marlboro 

3 

3 

4 

2 

2 

8 

13 

29 

15 

37 

28 

Mcwberry 

5 

3 

5 

3 

24 

9 

29 

12 

Oconee 

11 

1 

4 

1 

15 

2 

157 

172 

2 

Orangeburg 

6 

26 

1 

3 

1 

8 

5 

15 

35 

188 

25 

203 

60 

Pickens 

1 

3 

3 

8 

1 

145 

1 

153 

2 

Richland 

14 

89 

16 

35 

2 

4 

30 

40 

62 

168 

199 

953 

11 

261 

1132 

Saluda 

5 

5 

1 

1 

5 

7 

15 

20 

7 

Spartanburg 

16 

29 

7 

8 

8 

6 

31 

43 

346 

124 

377 

167 

Sumter 

41 

19 

14 

11 

3 

16 

17 

71 

50 

237 

51 

308 

101 

Union 

5 

12 

1 

1 

1 

6 

2 

12 

16 

102 

7 

114 

23 

Williamsburg 

2 

2 

2 

6 

2 

3 

6 

11 

105 

111 

11 

York 

8 

8 

8 

5 

1 

7 

10 

23 

24 

146 

97 

169 

121 

TOTALS 

283 

577 

151 

196 

21 

26 

268 

221 

723 

1020  4799 

3564 

20 

5522 

4604 

MILITARY 

36 

8 

5 

49 

192 

241 

GRAND 

TOTALS 

896 

355 

47 

494 

1792 

8555 

20 

10 

367 

Union  Community  Hospital 

The  third  annual  medical  clinic  of  the  Union  Com- 
munity Hospital  was  held  on  January  29.  South  Caro- 
lina doctors  taking  part  included  Dr.  Angus  Hinson 
of  Rock  Hill,  Dr.  Arthur  V.  Williams,  Dr.  T.  C. 
McFall  and  Dr.  Edward  White  of  Charleston,  and 
Dr.  J.  B.  Martin,  Jr.  of  Anderson. 


Hahnemann  Postgraduate  Education  Course 

The  Hahnemann  Medical  College  and  Hospital  will 
sponsor  a postgraduate  education  symposium  on 
“Mechanisms  and  Therapy  of  Cardiac  Arrhythmias”  at 
the  Sheraton  Hotel  on  April  26-29. 


SMA  Ophthalmology 

Dr.  J.  W.  Jervey,  Jr.,  of  Greenville  and  Dr.  J. 
Howard  Stokes  of  Florence  are  members  of  the  Ex- 
ecutive Committee  of  the  Section  of  Ophthalmology 
of  the  Southern  Medical  Association. 


Gill  Memorial 

EYE,  EAR  AND  THROAT  HOSPITAL 
Thirty-Eighth  Annual  SPRING  CONGRESS 
in  OPHTHALMOLOGY 
April  5 through  8,  1965 
ROANOKE,  VIRGINIA 


Dr.  Meakin  Named 

Dr.  Arthur  G.  Meakin  has  been  named  president 
of  the  Greenville  Heart  Council. 


Thousands  of  American  physicians  have  given 
generously  to  establish  the  AMA-ERF  loan  guarantee 
program  for  medical  students,  interns  and  residents. 
It’s  an  effective  method  of  investing  in  the  future  of 
American  medicine.  Your  contribution  is  needed. 
Mail  your  check  to  AMA-ERF  Student  Loan  Fund, 
535  North  Dearborn  Street,  Chicago  10,  Illinois. 


AMERICAN  CANCER  SOCIETY 
1965  SCIENTIFIC  SESSION 
DRAKE  HOTEL 

PHILADELPHIA,  PENNSYLVANIA 
JUNE  16,  1965 


Environmental  Health  Problems 

The  second  Congress  on  Environmental  Health 
Problems  will  be  held  on  April  26-27  at  The  Drake, 
Chicago,  Illinois. 


Dr.  Henniger  To  Head  Pathology 
Department  At  Medical  College 

Dr.  Gordon  R.  Henniger,  a native  of  Canada,  has 
been  named  to  fill  the  position  of  Chairman  of  the 
Department  of  Pathology,  now  currently  being  held 
by  an  acting  chairman.  He  assumed  his  duties  the 
first  of  February. 

Dr.  Henniger  comes  to  the  Medical  College  from 
the  pathology  department  of  the  Medical  School  of  the 
State  University  of  New  York  where  he  has  been 
since  1957.  He  holds  diplomas  in  pathological  anat- 
omy and  forensic  pathology  and  is  a fellow  of  the 
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International  Academy  of  Pathologists,  a member  of 
the  American  College  of  Physicians  and  the  American 
Society  of  Experimental  Pathology.  His  prime  interest 
in  the  field  of  pathology  revolves  around  the  study  of 
the  diseases  of  the  kidney  and  lung.  He  attended 
college  and  medical  school  at  Dalhousie  University  in 
Halifax  and  took  his  residency  at  Victoria  General 
Hospital,  Halifax,  and  at  the  Union  Memorial  Hospital 
in  Baltimore.  During  the  war  he  served  in  the  Medi- 
cal Corps  of  the  Royal  Canadian  Army. 

Dr.  Henniger  is  married  to  the  former  June  King  of 
Newfoundland  who  is  a graduate  nurse,  and  their  five 
children  range  in  age  from  17-2  years  of  age.  He 
was  quite  active  in  the  community  life  of  Port  Wash- 
ington, Long  Island,  where  he  and  his  family  lived. 
Dr.  Henniger  plans  to  make  his  home  at  Hobcaw,  Mt. 
Pleasant,  S.  C. 

M.  C.  S.  C.  Bulletin 


Locum  Tenens  Wanted 

A Bamberg  physician  who  is  ill  at  present 
would  like  to  find  a general  practitioner  of 
medicine  and  surgery  to  take  over  his  practice 
temporarily  with  a view  to  eventual  partnership. 
Office  long  established,  with  recent  addition, 
and  fully  staffed.  Communications  to  the  Editor 
of  this  Journal  will  be  forwarded. 


1 

Office  For  Rent 


Very  modern,  fully  equipped  office  for  rent.  Brick, 
only  five  years  old,  with  panelled  interior,  central 
heating  and  air  conditioning.  Well  established  prac- 
tice in  Allendale  County,  population  of  11,300,  three 
general  practitioners.  Modern  hospital  available  with 
new  x-ray,  general  surgery  and  obstetrics  wing.  Cor- 
respondence addressed  to  The  Editor  will  be  for- 
warded. 


New  Members,  SCMA 

Dr.  John  Driesbach 
9 Anderson  Street,  Greenville 

Dr.  Needham  L.  Long 
1519  Marion  St.,  Columbia 

Dr.  Robert  K.  Moxon 
Columbia  Hospital,  Columbia 

Dr.  Joseph  O.  Smith 
316  Memorial  Dr.,  Greer 

Dr.  Falls  Harris 

607  Arlington  Ave.,  Greenville 

Dr.  Ruth  S.  Johnson 

2700  Beltline  Blvd.,  Columbia 

Dr.  Charles  D.  Riddle 
9 Medical  Ct.,  Greenville 


Dr.  T.  M.  Davis  To  Get  Award 

The  University  of  Maryland  Alumni  Award  for  1965 
will  be  presented  to  Dr.  Theodore  M.  Davis  of 
Greenville,  retired  urologist,  at  ceremonies  in  Balti- 
more, Md.,  June  3. 

Dr.  Davis,  who  retired  27  years  ago  due  to  a heart 
condition,  will  also  be  recognized  for  his  work  in 
urological  surgery  when  he  attends  a meeting  of  the 
Southeastern  Section,  American  Urological  Associa- 
tion, at  Miami,  Fla.,  March  14-18. 

The  Greenville  native  has  won  renown  primarily  for 
his  work  in  prostatic  surgery,  especially  a prostatic 
operative  technique  that  reduced  to  a fraction  the  per- 
centage of  fatalities  once  associated  with  prostatic 
surgery. 

During  practicing  years  he  lectured  at  leading 
medical  centers,  performed  his  self-developed  opera- 
tion more  than  1,000  times  and  became  head  of  pros- 
tatic surgery  of  the  Crowell  Clinic,  Charlotte,  N.  C. 


The  Journal  is  glad  to  carry  in  these 
columns  any  professional  announcements,  offers 
of  sale  of  equipment  and  notice  of  other  mat- 
ters requiring  publicity.  This  offer  is  open  to 
any  member  of  the  Association  without  cost. 

Notices  should  be  limited  to  approximately 
100  words.  Deadline  is  the  10th  of  the  month 
preceding  the  month  of  publication. 


Dr.  C.  S.  McCants 

In  ceremonies  held  December  27,  1964,  at  the  old 
Mount  Zion  Institute  auditorium,  the  portrait  of  Dr. 
Charles  Spencer  McCants,  dean  of  Winnsboro  physi- 
cians who  has  practiced  medicine  for  almost  half  a 
century,  was  unveiled  and  presented  to  the  Fairfield 
Memorial  Hospital. 

Dr.  McCants,  a native  of  Winnsboro,  practiced 
there  since  1918.  He  was  graduated  from  Davidson 
College  and  received  his  M.  D.  degree  from  the  Medi- 
cal College  of  Virginia  at  Richmond.  He  is  currently 
serving  as  acting  administrator  of  the  local  hospital 
and  is  president  of  the  historic  Mt.  Zion  Society. 


Dr.  Bonner  Addressed  Physicians 

Dr.  Walter  Morse  Bonner,  Jr.  of  Charleston  was 
guest  speaker  for  the  Anderson  County  Medical  So- 
ciety monthly  meeting  on  January  12. 

Dr.  Bonner  spoke  on  “Rheumatoid  Diseases.” 

This  was  the  first  meeting  since  1965  officers  were 
elected  in  December.  Dr.  Thomas  C.  Nation  is  new 
president. 


Kelley  Hospital  Patients  Transferred 

On  February  2,  all  patients  in  Kelley  Memorial 
Hospital,  Kingstree,  were  transferred  to  the  Williams- 
burg County  Memorial  Hospital.  Thereupon,  Kelley 
Memorial  Hospital  closed  its  doors  and  ceased  as  a 
hospital. 


louble-strength  CVP) 


C.V.P.  and  duo-C.V.P.  are  believed  to  act  by  decreasing 
abnormal  permeability  and  fragility  of  capillaries,  and  thereby 
reducing  bleeding  or  diapedesis  from  these  vessels. 

C.V.P.  and  duo-C.V.P.  provide  the  original  and  exclusive 
bioflavonoid  compound  from  citrus,  which  is  a 
specially  processed  concentrate  of  the  biologically 
active  water-soluble  factors. 


Each  C.V.P.  capsule,  or  5 cc. 

(approx.  1 teaspoonful)  syrup  provides: 


CITRUS  BIOFLAVONOID 
COMPOUND . . . 


. 100  mg. 


ASCORBIC  ACID 
(vitamin  C) . 


100  mg. 


capsules— bottles  of  100  and  500 
syrup— bottles  of  4 oz.,  16  oz.  and  gallon 


Each  duo-C.V.P. 
capsule  provides: 


200  mg. 


200  mg. 


bottles  of  50,  100 
and  500 


samples  and  literature  from 


u.  s.  vitamin  & pharmaceutical  corp. 

800  Second  Avenue,  New  York,  New  York  10017 


DOCTOR’S  OFFICE 
FOR  RENT 


For  general  practice  or  internal  medicine.  Separate  building  on  side  of  Drug  Store. 

Large  waiting  room,  office,  three  examining  rooms,  small  lab,  bath.  Sinks  in  each 
examining  room.  Building  built  3 years  ago.  Last  occupant,  in  area  for  12  years,  left  to 
specialize. 

Apply  or  Call: 

AVONDALE  PHARMACY,  INC. 

SN  6-1616,  Charleston,  S.  C. 


Annual  Spring  Psychiatric  Institute 
Charleston,  S.  C. 

April  2 & 3,  1965 


9:45  A.  M. 
10:15  A.  M. 

10:45  A.  M. 

11:15  A.  M. 
11:45  A.  M. 


SPEAKERS APRIL  2 

Frequent  Tensions  of  Everyday  Living.  Gene  L.  Usdin,  M.  D.  New  Orleans. 
Commonly  Encountered  Psychiatric  Emergencies.  Robert  S.  Garber,  M.  D. 
The  Carrier  Clinic,  Belle  Mead,  New  Jersey. 

Hospitalization  of  a Child  as  a Family  Crisis.  James  N.  Sussex,  M.  D. 

The  Medical  College  of  Alabama. 

To  Be  Announced. 

LUNCHEON  RECESS 

discussion  croups 2:00  to  3:15  P.  M. 


1.  topic  area:  Clinical  Aspects  of  Psychiatric  Nursing  in  General  Hospitals. 

speaker:  Miss  Beth  Hicks,  R.  N.  Psychiatric  Nursing  Consultant.  Florida  State  Board 
of  Health. 

moderator:  Mrs.  Heinsohn.  Consultant,  School  of  Nursing.  Medical  College  of  South 
Carolina.  — 

2.  topic  area:  Personal  Injury  Neurosis  and  Trauma. 
speaker:  Gene  L.  Usdin,  M.  D. 

moderator:  Dr.  J.  J.  Cleckley 


INTERMISSION 

discussion  groups 3:30  to  4:45  P.  M. 

3.  topic  area:  leader:  Expanding  the  Use  of  Psychiatric  Consultations.  Miss  Ovelle 
Thomas,  M.  A.  Tulane  University. 

moderator:  Miss  Joanna  S.  Jenkins,  MSW.  Medical  College  of  South  Carolina. 

4.  topic  area:  The  Role  of  the  Physician  and  Hospital  Personnel  in  the  Hospitalization  of 
a Child. 

speaker:  James  N.  Sussex,  M.  D. 
moderator:  Dr.  R.  R.  Mellette,  Jr. 

5.  topic  area:  Rehabilitation  on  Community  Level 
speaker:  Addison  M.  Duval,  M.  D. 
moderator:  Dr.  Joseph  H.  Marshall. 

SATURDAY,  APRIL  3,  1965 

9:30  A.  M.  The  Need  for  Interagency  and  Interdisciplinary  Cooperation  as  State  Mental 
Health  Programs  Develop.  Addison  M.  Duval,  M.  D.  Department  of  Public 
Health,  Atlanta. 

10:00  A.  M.  The  Effects  of  Ionizing  Radiation  on  Behavior.  Lee  J.  Peacock,  Ph.  D.  Univer- 
sity of  Georgia. 

10:30  A.  M.  Psychotropic  Drugs:  What  Have  They  Done 

Arthur  J.  Prange,  Jr.,  M.  D.  University  of  North  Carolina. 

6.  topic  area:  Continuation  of  Workshop  by  Miss  Beth  Hicks  on  Psychiatric  Nursing. 

7.  topic  area:  Drugs. 
speaker:  Arthur  Prange,  M.  D. 
moderator:  Dr.  William  C.  Miller,  Jr. 

8.  topic  area:  Other  Experiments  on  the  Effects  of  Ionizing  Radiation. 
speaker:  Lee  J.  Peacock,  Ph.  D. 

moderator:  Dr.  Junius  M.  Rowe 
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The  Doctor’s  Visit,  Jan  Steen  1626-1679,  Mauritshuis,  The  Hague 


In  Diverticulosis  and  Diverticulitis . . . 


METAMUCIC 


brand  of 

psyllium  hydrophilic  mucilloid 


“Diverticulosis  ...  a low-roughage  diet  is  advisable. . . . Constipation  is  avoided,  preferably  by 
the  daily  use  of  Metamucil. 


“Diverticulitis  Mild,  chronic  symptoms  of  diverticulitis,  such  as  diarrhea  or  flatulence  also  are 
treated1  by  low-roughage  diet,  adequate  fluid  intake  and  Metamucil. . . .” 


Usual  Adult  Dosage:  One  rounded  teaspoonful  of  Metamucil  (or  one  packet  of  Instant 
Mix  Metamucil)  in  a glass  of  cool  liquid  one  to  three  times  daily. 

Metamucil  is  available  as  Metamucil  powder  in  containers  of  4,  8 and  16  ounces 
and  as  flavored  Instant  Mix  Metamucil  in  cartons  containing  16  and  30  single-dose 
packets. 


SEARLE 


1.  Welch,  C.  E.,  Diverticula  of  the  Alimentary  Tract,  in  Conn,  H.  (editor): 
Current  Therapy— 1961,  Philadelphia,  W.  B.  Saunders  Company,  1961, 
pp.  224-225. 
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Death 


Dr.  0.  A.  Alexander 

Dr.  Oscar  A.  Alexander,  75,  Darlington  physician 
for  nearly  a half  century,  died  January  29. 

Dr.  Alexander  was  bom  in  Darlington  and  was 
graduated  from  the  Medical  College  of  South  Caro- 
lina in  1914. 

He  was  battalion  surgeon  of  the  312th  Infantry  in 


World  War  I,  chairman  of  the  South  Carolina  Appeal 
Board  No.  3 in  World  War  II  and  commander  of 
Darlington  Post  No.  13  of  American  Legion. 

Dr.  Alexander  was  mayor  of  Darlington  for  three 
terms,  a member  of  city  council  for  three  terms  and 
county  health  officer  for  several  years. 


Book  Reviews 


COMMON  BACTERIAL 
INFECTIONS  — PATHO- 
PHYSIOLOGY  AND 
CLINICAL  MANAGE- 
MENT. By  Edwin  J.  Pul- 
aski. W.  B.  Saunders  Com- 
pany, Philadelphia  and 
London.  301  pages.  1964. 
Price:  $8.50. 

With  a wide  variety  of 
antibiotic  agents  now  avail- 
able, it  becomes  increasingly 
important  to  recognize  the 
advantages  and  disadvantages  of  each  one  as  well  as 
the  basic  pathophysiology  of  the  infection  being 
treated.  The  present  book  is  an  attempt  to  elucidate 
these  facts  for  a more  rational  approach  to  the  treat- 
ment of  infection. 

The  dynamics  of  an  infectious  process  are  first  dis- 
cussed and  then  the  various  types  of  therapeutic 
agents  are  considered.  This  includes  a discussion  of 
the  different  groups  of  antibiotics,  such  as  the  various 
forms  of  penicillin,  and  the  bacterial  spectra  affected 
by  each  agent.  Next,  specific  infections  are  considered 
with  appropriate  comments  regarding  individual  prob- 
lems inherent  in  the  therapy  of  each  classification. 
Perhaps  insufficient  attention  is  paid  to  the  necessity 
for  adequate  complete  bacteriological  studies  but  this 
may  well  be  beyond  the  scope  of  this  book. 

This  is  a useful  reference,  with  a good  bibliography, 
and  can  be  recommended  for  the  medical  school  as 
well  as  the  practicing  physician  for  perusal  and  re- 
view of  a very  important  aspect  of  medical  therapy. 

Charlton  de  Saussure,  M.  D. 


THE  HISTORY  OF  SURGICAL  ANESTHESIA, 
by  Thomas  E.  Keys.  Dover  Publications,  Inc.,  New 
York.  1964.  Pp.  193.  $2.00. 

The  original  edition  of  this  work  appeared  shortly 
before  the  end  of  World  War  II.  This  new  edition, 
revised  and  thoroughly  documented,  includes  an  intro- 
ductory essay  by  Chauncey  D.  Leake.  It  is  an  excel- 
lent account  of  the  development  of  anesthesia. 

Produced  now  in  heavy  paperback  format,  well 
bound  and  illustrated,  on  good  paper,  it  is  a bargain 
for  anyone  interested  in  the  subject. 

JIW 


ALLERGY  AND  HYPERSENSITIVITY.  A 

Programmed  Review  for  Physicians.  Second  Edi- 
tion, Revised.  Charles  Pfizer  and  Co.  Inc.  1964. 
Pp.  94. 

This  second  edition  of  a programmed  review  of  the 
general  subject  of  allergy  is  a publication  organized 
for  self-instruction  for  physicians.  Beginning  with  the 
more  basic  and  fundamental  aspects  of  anaphylaxis 
and  allergy  and  advancing  to  the  area  of  clinical  ap- 
plication of  these  concepts  in  diagnosis  and  therapy,  it 
presents  a thorough  and  well-organized  refresher 
course  for  the  interested  physician  or  student.  A great 
deal  of  thought  and  effort  has  been  applied  in  the 
preparation  of  the  publication  and  the  current  revision. 
The  sponsoring  company,  Pfizer  Laboratories,  and 
Basic  Systems,  Inc.,  an  organization  specializing  in  the 
preparation  of  programmed  instructional  courses,  are 
to  be  congratulated  for  their  efforts  in  producing  it 
and  making  it  available  for  physicians. 

Kelly  T.  McKee,  M.  D. 
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MODERN  TREATMENT,  November  issue, 
1964:  Treatment  of  Headache  by  Arnold  P. 
Friedman,  M.  D.  and  Treatment  of  Acid  Peptic 
Disease  by  Howard  M.  Spiro,  M.  D.  pp.  1355- 
1556,  Hoeber  Medical  Division,  Harper  and  Row 
Publishers,  N.  Y.  Subscription  price  $16.00  per 
year. 

This  bi-monthly  series  presents  two  symposia  with 
each  issue,  each  directed  to  the  practical  measures  of 
management  of  a particular  disease  or  group  of  related 
diseases.  As  judged  by  the  November  issue,  the  guest 
editors  have  succeeded  admirably  in  marshalling  a 
group  of  short,  concise  articles  which  focus  sharply 
on  modes  of  treatment  of  headache  and  acid  peptic 
disease.  It  should  be  emphasized  that,  as  the  title 
plainly  indicates,  the  presentations  concern  treatment 
and  are  not  designed  as  guides  to  diagnosis  or  exposi- 
tions on  pathogenic  mechanisms  ( though  some  excel- 
lent comments  on  these  aspects  are  included  in  the 
section  on  headaches).  Therefore  the  physician  who 
turns  to  this  source  for  aid  in  treating  a patient  should 
have  a fairly  firm  opinion  as  to  the  type  of  headache 
he  is  dealing  with  in  order  to  derive  maximum  benefit 
from  the  well  divided  and  classified  treatment  outline. 

The  section  on  peptic  ulcer  places  deserved  empha- 
sis on  the  timing  of  dietary  and  antacid  therapy,  on 
the  need  for  vigorous  diagnostic  measures  in  gastric 
ulcer  and  a pertinent  critical  evaluation  of  cooling  and 
freezing  therapy.  The  management  of  the  intractable 
ulcer  without  obstruction  or  penetration  as  definite 
surgical  indications  was  handled  somewhat  briefly  for 


such  a difficult  problem.  The  categorical  elimination 
of  surgery  in  such  patients  might  be  questioned.  Gen- 
erally, however,  differing  viewpoints  on  ulcer  man- 
agement were  pointed  out  and  good  guidelines  were 
offered  for  selection  of  patients  for  surgery. 

F.  Kay  Huntington,  M.  D. 


National  Society  for 
Crippled  Children  and  Adults 
2023  W.  Ogden  Ave. 
Chicago,  111.  60612 


ULTRASOUND  THERAPY 

CONTINUOUS  OR  PULSED 
WITH  THE  BURDICK  UT-400 


The  Burdick  UT-400  produces  a combination  of  thermal,  mechanical,  and  chemical  effects  in 
tissue  not  possible  with  any  other  modality.  Where  both  heating  and  mechanical  effects  are 

desired,  the  UT-400  provides  continuous  ultra- 
sound energy.  Where  a greater  proportion  of 
mechanical  effect  to  thermal  is  indicated  the 
UT-400  unit  provides  pulsed  energy.  Effective 
dosage  is  well  below  the  pain  threshold  — any 
sensation  of  pain  serves  as  a warning  of  over- 
dosage before  tissue  damage  can  occur.  The 
UT-400  is  especially  recommended  for  treating 
acute  or  chronic  conditions  of  osteoarthritis, 
capsulitis,  myositis,  bursitis,  fibrositis,  and  peri- 
arthritis. Your  practice  requires  this  modern, 
effective  therapeutic  device. 


M 


WINCHESTER  SURGICAL  SUPPLY  CO. 

“CAROLINAS  HOUSE  OF  SERVICE" 

200  S.  TORRENCE  ST.  CHARLOTTE,  N.  C. 


Mabch,  1965 


21-A 


ADVERTISERS 


Ames  Co. 30-A 

Appalachian  Hall  22-A 

Arnar-Stone  Labs.,  Inc.,  Charles  C.  Haskell 

& Co.,  Div. 32-A 

Beecham  Research  Labs. 2-A 

Blue  Shield 4-A 

Brayten  Pharmaceuticals  28-A 

Burroughs  Wellcome  & Co. 16- A 

Eli  Lilly  & Co. 1-A,  20- A 

Geigy  Pharmaceuticals 9- A,  28-A,  29- A 

Hynson,  Westcott,  & Dunning,  Inc. 23-A 

Jones  & Vaughan,  Inc. 7- A 

Lederle  Labs.  8-A 

Palmedico,  Inc. 14-A 

Parke-Davis  & Co. 33-A 


Pfizer  Labs. 17-A, 

Wm.  P.  Poythress  Co. 

R.  C.  Cola  Co. 

A.  H.  Robins  Co 11-A,  12-A, 

Roche  Labs. 

Silver  Hill  Foundation 

G.  D.  Searle  & Co. 

Smith,  Kline  & French  Co. 

E.  R.  Squibb  & Sons 

U.  S.  Vitamin  & Pharm.  Corp. 

Wallace  Labs. 

Waverly  Sanitarium  

Winchester  Surgical  Supply  Co. 

Winthrop  Labs. 


18-A,  19-A 

25-A 

24-A 

13-A,  31-A 

34-A 

28-A 

83 

10- A 


6-A 

80,  81 

_3-A,  15- A 

22-A 

21-A 

26-A,  27-A 


WAVERLEY  SANITARIUM,  INC. 

(FOUNDED  IN  1914  BY  DR.  AND  MRS.  J.  W.  BABCOCK) 

HOSPITAL  CARE  AND  TREATMENT  OF  NERVOUS  AND  MENTAL  DISORDERS 
ADMISSIONS  LIMITED  TO  WHITE  WOMEN 

INCLUDES  OUT-PATIENT  DEPARTMENT  FOR  BOTH  SEXES 
Dr.  Chapman  J.  Milling.  Medical  Director 
Dr.  James  B.  Galloway  — Dr.  Penrod  G.  Hepfer 
Dr.  Frank  E.  O’Sheal 


FOR  RESERVATION  CALL 
SUPERINTENDENT  AL  2-4273 


FIRE  SPRINKLER  SYSTEM  THROUGHOUT  HOSPITAL 


2727  FOREST  DRIVE 
COLUMBIA.  S.  C. 


APPALACHIAN  HALL 

ESTABLISHED  — 1916 

ASHEVILLE  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 


Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 


IN  THE  TREATMENT  OF  SELECTED  CASES  OF  PREMATURE  LABOR 


AND  THREATENED 


AND  HABITUAL  ABORTION 


vivo  measurement 
LUTREXIN  (Lututrin)  on 
>ntracting  uterine  muscle 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


Patient  pleaser! 


First  exposure  to  Diet-Rite  produces  an  in- 
stant reaction... a big,  broad  grin.  Delicious 
taste  is  the  reason  why.  And  best  of  all  Diet- 
Rite  has  absolutely  no  sugar  and  less  than  1 
calorie  per  bottle.  The  pH  of  Diet-Rite,  about 
2.6  to  2.8,  represents  the  same  general  range 


of  acidity  as  other  cola  beverages  and  a num- 
ber of  fruit  juices.  ■ full  cola  pleasure. . .less 
than  1 calorie  per  bottle. . .no  sugar  at  all! 


diet-rite  cola 

A product  of  Royal  Crown  Cola  Co. 

Other  fine  products  of  Royal  Crown  Cola  Co.: 
Royal  Crown  Cola,  Nehi,  Upper  10,  Par-T-Pak. 


The  Bronchodilator  with  the  intermediate  dose  of  KI 


The  fast-disintegrating,  uncoated  tablet  gives  re- 
lief to  the  asthmatic  in  15  minutes.  The  ephedrine- 
phenobarbital  balance  eliminates  nervousness.  It 
relaxes  broncho-constriction,  liquefies  mucus-plug- 
ging and  is  buffered  for  tolerance. 

Each  tablet  contains  Aminophylline  130  mg., 
Ephedrine  HC1  16  mg.,  Phcnobarbital  22  mg. 
(Warning:  may  be  habit-forming),  Potassium 

Iodide  195  mg.  Dosage:  One  tablet,  3 or  4 times 
a day.  Precautions:  Usual  for  aminophylline- 

ephedrine-phenobarbital.  Iodides  may  cause 
nausea,  and  very  long  use  may  cause  goiter.  Iodide 
contraindications:  tuberculosis,  pregnancy.  Issued 
in  100’s,  1000’s. 


WILLIAM  P.  POYTHR  ESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Also  available  as 

mu'dnaiie.GG 

Formula  is  identical  to  Mudrane 
except  that  Glyceryl  Guaiacolate 
100  mg.  replaces  the  Potassium 
Iodide  as  the  mucolytic  expecto- 
rant. Issued  in  100’s  and  1000’s. 

and 

mudJumeGG 

ELIXIR 

The  formula  of  four  tcaspoonfuls 
Elixir  equals  one  Mudrane  GG 
tablet.  Dosage  6 to  12  years: 
One  to  two  teaspoonfuls  3 or  4 
times  a day.  Under  6 years, 
adjust  dosage  according  to  age. 
Issued  in  pints  and  half  gallons. 
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In  anxiety  and  tension  states... 


tranquilization 

4" 

muscle  relaxation 
unsurpassed  safety 
= a tranquilaxant 


BRAND  OF 


Trancopal  “is  effective  in  symptomatic  treatmen 
of  anxiety.”*  A powerful  tranquilaxant,  it  also  r« 
lieves  muscle  spasm  so  often  accompanying  anx 
ety  and  tension.  Other  indications  include:  ulce 
syndrome,  spastic  colon,  alcoholism,  premer 
strual  tension,  and  bronchial  asthma.  Side  effect 
such  as  occasional  drowsiness,  dizziness,  flusl 
ing,  nausea,  depression,  weakness  and  drug  ras 
have  been  observed  in  less  than  3 per  cent  c 
patients.  If  severe,  medication  should  be  discor 
tinued.  In  most  patients,  side  effects  are  mine 
and  do  not  necessitate  interruption  of  treatmen 
There  are  no  known  contraindications.  The  usu; 
adult  dosage  is  one  Caplet®  (200  mg.)  three  c 
four  times  daily;  in  some  patients  100  mg.  thre 
or  four  times  daily  suffice.  Dosage  for  childre 
(5  to  12  years)  is  usually  from  50  to  100  mg.  thre 
or  four  times  daily.  Trancopal  is  available  in  20 
mg.  Caplets  (green  colored,  scored)  and  100  mi 
Caplets  (peach  colored,  scored). 

•A.M.A.  Council  on  Drugs:  J. A. M. A.  183:469  (Feb.  9)  1963.  I 


Tension  complicated  by  pain? 

...you  want  a 
dependable  tranquilaxant 
plus  the  analgesic  effect 
of  aspirin 

IRX 


HMCMESK 

HLORMEZtNONE  mu  ASPIRIN 

100  mg.  300  mg. 


TRANCO-GESIC...for  the  more  comprehensive 
control  of  pain,  especially  in  tension  headache, 
sciatica,  lumbago  and  musculoskeletal  pain  asso- 
ciated with  strains  or  sprains. ..acts  dependably 
and  with  unsurpassed  tolerance.  Contraindicated 
in  persons  known  or  suspected  to  have  an  idio- 
syncrasy to  aspirin.  Side  effects  such  as  gastric 
distress,  occasional  weakness,  sedation  or  dizzi- 
ness may  be  noted  occasionally.  Ordinarily,  these 
may  be  reversed  by  a reduction  in  dosage  or  tem- 
porary withdrawal  of  the  drug.  The  usual  adult 
dosage  is  2 tablets  three  or  four  times  daily.  The 
suggested  dosage  for  children  from  5 to  12  years 
is  1 tablet  three  or  four  times  daily.  ‘Trademark 


Winthrop  Laboratories,  New  York,  N.  Y. 


W/nfhrop 


when  the  patient  asks 


"What  douche 
should  I use, 
Doctor?” 


ETHICALLY  PROMOTED 


Meta  Cine 


mucolytic,  acidifying,  physiologic  vaginal  douche 


SEND  FOR  SAMPLES 


Name. 


Address. 


City. 


State Zip. 


71  PHARMACEUTICAL 

CHATTANOOGA,  TENN.  37409 


CO. 


THE 

SILVER  HILL 
FOUNDATION 

Announces 

NEW  CANAAN 
CONNECTICUT 

THREE  YEAR 

A Psychotherapeutic 

RESIDENCY 

Unit  for  the  Study 
and  Treatment  of 

TRAINING 

the  Psychoneuroses 

PROGRAM 

IN  PSYCHIATRY 

Approved  by  the  American  Medical  Associa- 
tion and  the  American  Board  of  Psychiatry  and 
Neurology. 

Affiliated  with  Departments  of  Psychiatry  and 
Neurology  of  the  College  of  Physicians 
and  Surgeons,  Columbia-Presbyterian  Medical 
School,  New  York  City. 

First  year  spent  at  Medical  Center,  New  York, 
N.  Y.,  second  and  third  years  at  Silver  Hill, 
New  Canaan,  Connecticut.  Applicants  also  con- 
sidered who  have  completed  one  year  or  more 
of  training  elsewhere  for  the  second  and  third 
year  program. 

Emphasis  placed  on  training  of  physicians  for 
private  practice  of  psychiatry,  under  experi- 
enced preceptors,  Board  Diplomates,  with 
teaching  background. 

Generous  compensation,  opportunities  for  per- 
manent staff  appointment.  Only  outstanding 
applicants  accepted. 

For  further  information  and  application  form, 
write:  William  B.  Terhune,  M.  D.,  Medical 
Director,  The  Silver  Hill  Foundation,  Box  1177, 
New  Canaan,  Connecticut. 


Hygrotorr 

brand  of  chlorthalidone 
the  long-acting  diuretic 

Geigy 

Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 
Contraindications:  Hyper- 
sensitivity, and  most  cases 
of  severe  renal  or  hepatic 
disease. 

Precautions:  Reduce  dos- 
age of  concomitant  anti- 
hypertensive agents  by  at 
least  one-half.  Discontinue  if 
the  BUN  rises  or  liver  dys- 
function is  aggravated.  Elec- 
trolyte imbalance  and 
potassium  depletion  may 
occur;  take  special  care  in 
cirrhosis  or  severe  ischemic 
heart  disease,  and  in  pa- 
tients receiving  corticoster- 
oids, ACTH,  or  digitalis.  Salt 
restriction  is  not  recom- 
mended. 

Side  Effects:  Constipation, 
dizziness,  dysuria,  head- 
ache, hyperglycemia,  hyper- 
uricemia, leukopenia, 
muscle  cramps,  nausea,  pur- 
pura, thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  break- 
fast. 

Availability:  Tablets  of  100 
mg.  in  bottles  of  100  and 
1000. 

For  full  details,  seethe 
complete  prescribing  infor- 
mation. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  Hy-3416 


How  does 
your  diuretic 
stack  up 
against 
Hygroton? 

brand  of  chlorthalidone 


Response  to  the  maximum  Adapted  from  Swartz,  C.,  et  al. : 

effective  dose  Am.  J.  M.  Sc.  245:573, 1963. 

of  various  oral  diuretics 


thiazide  thiazide  thiazide  thiazide  brand  of 

chlorthalidone 

1000  mg.  b.i.d.  100  mg.  b.i.d.  8 mg.  o.d.  10  mg.  o.d.  200  mg.  o.d.  4 mg.  b.i.d. 

4 tablets  4 tablets 2 tablets  2 tablets 2 tablets 4 tablets 
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Increase  above  control  levels  (mEq.)  24-hour  urine  collections 


THE  POWER 
OF  NEGATIVE 
THINKING 


No  doubt  you  have  attached  diagnostic  importance  to  negative  findings  for 
years.  When  you  apply  your  stethoscope,  all  is  usually  normal.  When  you  test 
for  reflexes  you  generally  find  them  normal,  too.  In  your  routine  urine  checks 
with  dip-and-read  HEMA-COMBISTIX  M Reagent  Strips,  you  generally  discover 
that  urinary  blood,  protein,  and  glucose  are  absent,  and  pH  normal. 

But  when  you  discover  an  abnormal  finding  you  may,  within  60  sec- 
onds, have  detected  pathology  well  in  advance  of  the  appearance  of 
related  symptoms.  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  e8964  ames 
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OR  YOUR 
LDERLY 
ARTHRITIC 
PATIENTS... 


.. 

!% 

J*T 


F 


ffectiveness,  dependability  and  reassuring  Safety  Factors  make 
’abalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
ients— even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
ardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ic  conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
ot  contribute  to  sodium  retention... the  enteric  coating  assures 
astric  tolerance...  and  clinical  experience  shows  that  this  prepara- 
on  does  not  precipitate  the  serious  reactions  often  associated  with 
orticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 


|.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

— t/ie  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


TIED  UP  UN 

EMOTIONAL 


FOR.  PATIENTS 


KNOTS 

PHYSICAL  AND  EMOTIONAL 
F IT  A INQ  l 1IJ  ZATION 

BELUKB 

Each  Tablet  or  5 cc  Elixir  contains  16  mg. 
(t4  gr.)  phenobarbital  (Warning:  May  be 
habit  forming),  0.0072  mg.  hyoscine  HBr., 
0.024  mg.  atropine  sulfate,  and  0.128  mg.  hy- 
oseyamine  HBr.  Belbarb  No.  2,  same  as  Belbarb, 
except  with  32  mg.  (%  gr.)  phenobarbital. 
(Warning:  May  be  habit  forming.) 

Belbarb  calms  both  the  agitated  mind 
and  visceral  spasm  by  its  combined  sed- 
ative/antispasmodic  action.  Many  physi- 
cians prescribe  Belbarb  in  stress  induced 
anxiety  reactions,  nervous  tension  states, 
visceral  spasm,  peptic  ulcer,  irritable 
bowel  syndrome,  urinary  tract  spasm, 
and  hypertension. 

DOSE:  One  Tablet  or  one  tsp. 

Elixir  3 or  4 times  daily,  as 
required.  Children  % to  one 
tsp.  2 to  4 times  daily,  or  as 
prescribed. 


PRECAUTIONS:  Do  not  use  in  pa- 
tients with  glaucoma  or  in 
males  with  prostatic  hyper- 
trophy. 


The  G-l 


tract 


is  the 


barometer 


of  the 


mind" 


\ 
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ARNAR-STONE  LABORATORIES,  INC. 

CHARLES  C.  HASKELL  & COMPANY,  DIV. 

SUBSIDIARY  OF  AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

MOUNT  PROSPECT,  ILLINOIS  60058 


epilepsy  can  undermine  self-reliance  - - 


“A  therapeutic  ‘bull’s-eye’  may  be  scored  with 
DILANTIN  [diphenylhydantoin]  even  for  a per- 
son with  long-standing  convulsions  previously 
unrelieved  by  phenobarbital.”*  Such  efficacy 
can  make  a substantial  contribution  to  your 
epileptic  patient’s  rehabilitation. ..improve  his 
prospects  for  employment . . . foster  greater  self- 
reliance. 

Indications:  Grand  mal  epilepsy  and  certain  other 
convulsive  states.  Precautions:  Toxic  effects  are 
infrequent:  allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute  generalized 
morbilliform  eruptions  with  or  without  fever.  Rarely, 
dermatitis  goes  on  to  exfoliation  with  hepatitis,  and 
further  dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely  an  indica- 
tion for  stopping  dosage,  gingival  hypertrophy,  hir- 


sutism, and  excessive  motor  activity  are  occasion- 
ally encountered,  especially  in  children,  adoles- 
cents, and  young  adults.  During  initial  treatment, 
minor  side  effects  may  include  gastric  distress, 
nausea,  weight  loss,  transient  nervousness,  sleep- 
lessness, and  a feeling  of  unsteadiness.  All  usually 
subside  with  continued  use.  Megaloblastic  anemia, 
aplastic  anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystagmus  may 
develop.  Nystagmus  in  combination  with  diplopia 
and  ataxia  indicates  dosage  should  be  reduced. 
Adequate  examination  of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is  supplied 
in;  several  forms  including  Kapseals®  containing 
0.1  Gm.  and  0.03  Gm. 

♦Lennox,  W.  G.:  Epilepsy  and  Re- 
lated Disorders,  Boston,  Little, 

Brown  and  Company,  1960,  vol. 


PARKE-DAVIS 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

helps  to  restore  confidence 

- * 

’ * ' 

,v 


for  The  Aoe  of  Anxietv 


In  prescribing:  Dosage-Adults:  Mild  to  moderate  anxiety  and  tension,  5 or 
10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatrit 
patients:  5 mg  b i d.  to  q.i.d. 

Side  Effects:  Side  effects,  often  dose-related,  are  drowsiness,  ataxia,  minof 
skin  rashes,  menstrual  irregularities,  nausea  and  constipation.  When  treat 
ment  is  protracted,  blood  counts  and  liver  function  tests  are  advisable 
Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Indi 
vidual  maintenance  dosages  should  be  determined. 

Precautions:  Advise  patients  against  possibly  hazardous  procedures  until 
maintenance  dosage  is  established.  Though  compatible  with  most  drugs, 
use  care  in  combining  with  other  psychotropics,  particularly  MAO  inhibitors 
or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol. 
Observe  usual  precautions  in  impaired  renal  or  hepatic  function,  and  in 
long-term  treatment.  Exercise  caution  in  administering  drug  to  addiction- 
prone  patients  or  those  who  might  increase  dosage;  withdrawal  symptoms, 
similar  to  those  seen  with  barbiturates  or  meprobamate,  can  occur  upon 
abrupt  cessation  after  prolonged  overdosage.  Caution  should  be  exercised 
in  prescribing  any  therapeutic  agent  for  pregnant  patients. 

Supplied:  Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of  50  and  500. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


LIBRIUM 

(chlordiazepoxide  HGI) 

5 mg,  10  mg,  25  mg  capsules 
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Iron  deficiency 
is  effectively  treated 
with  Zentinic0 


Zentinic  is  an  oral  multifactor  hematinic 
n Pulvule®  form.  ■ It  offers  efficient 
treatment  of  iron  deficiency  in  patients 
with  menorrhagia,  pregnant  patients  with 
depleted  iron  stores,  and  adolescent  pa- 
tients with  erratic  eating  habits  compli- 
cated by  the  onset  of  menstruation  and 


rapid  growth.  ■ The  Zentinic  formula 
contains  100  mg.  of  elemental  iron  as 
ferrous  fumarate  and  200  mg.  of  vitamin 
C to  aid  absorption  of  the  iron  by  helping 
to  maintain  it  in  the  ferrous  state.  ■ In 
addition,  the  B complex  vitamins  are  in- 
cluded for  general  nutritional  support. 


Multifactor  Hematinic  with  Vitamins 


disability  without  debilitation . 


supportive  oral  anabolic  therapy  • potent  • well-tolerated 

Disabling  illness  or  injury  at  any  time  of  life  can  invite  a slowdown  in  the  natural  anabolic  processes 
or  acceleration  of  catabolic  processes,  resulting  in  a "wasting"  of  protein  and  minerals  needed  for 
tissue  repair.  Loss  of  weight  and  appetite,  strength  and  vitality,  may  be  the  evident  signs  of  this 
process,  frequently  accompanied  by  a lowering  of  mood,  interest  and  activity.  The  older  the  patient, 
the  more  pronounced  may  be  the  signs  of  debilitation.  A potent,  well-tolerated  anabolic  agent  plus 
a diet  high  in  protein  can  make  a remarkable  difference. 

WINSTROL*  STANOZOLOL 


...a  new  oral  anabolic  agent,  combines  high  ana- 
bolic activity  with  outstanding  tolerance.  Although 
its  androgenic  influence  is  extremely  low*,  women 
and  children  should  be  observed  for  signs  of  slight 
virilization  (hirsutism,  acne  or  voice  change),  and 
young  women  may  experience  milder  or  shorter 
menstrual  periods.  These  effects  are  reversible  when 
dosage  is  decreased  or  therapy  discontinued.  Patients 
with  impaired  cardiac  or  renal  function  should  be 
observed  because  of  the  possibility  of  sodium  and 
water  retention.  Liver  function  tests  may  reveal  an 
increase  in  BSP  retention,  particularly  in  elderly 

*The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic 
activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 
agents  currently  in  use. 


patients,  in  which  case  therapy  should  be  discon- 
tinued. Although  it  has  been  used  in  patients  with 
cancer  of  the  prostate,  its  mild  androgenic  activity 
is  considered  by  some  investigators  to  be  a 
contraindication. 

Dosage  in  adults,  usually  7 tablet  t.i.d.;  young  wo- 
men, 7 tablet  b.i.d.;  children  (school  age),  up  to  7 
tablet  t.i.d.;  children  (pre-school  age),  % tablet  b.i.d. 
Shows  best  results  when  administered  with  a high 
protein  diet.  Available  as  scored  tablets  of  2 mg.  in 
bottles  of  7 00. 


Winthrop  Laboratories,  New  York,  N.  Y. 


A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group  oriented ; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 
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In  the  Preservation  of  the  Voluntary  Health  Care  System  . . 


Blue  Shield's  past  record  is  exemplary  of  the  positive  answer  the  medical  profession  has  for  the  pub 
lie  in  meeting  the  expenses  of  medical  core  . . . That’s  why  doctors  sponsor  Blue  Shield  . . . That' 
why  doctors  guide  Blue  Shield  . . . That’s  why  doctors  recommend  Blue  Shield  . . . Blue  Shield  . . . / 
vital  link  in  the  preservation  of  the  voluntary  health  care  system  . . . 

YOUR  SUPPORT  WILL  HELP  BLUE  SHIELD  GROW  . . . 

SOUTH  CAROLINA  MEDICAL  CARE  PLAN  • 709  SALUDA  AVENUE,  COLUMBIA,  SOUTH  CARO 
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e.  g.  mg,  ml,  Cm. 
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Solfotoir 

A Solfoton  tablet  or  capsule  at  six  hour  intervals  maintains  sedation  at  the  threshold 
of  calmness.  Usually  the  patient  is  not  conscious  of  sedation;  only  conscious  of 
feeling  better.  Safe  for  continuous  use. 

Each  tablet  or  capsule  contains:  Phenobarbital,  16  mg.  Warning:  may  be  habit-forming. 
*Bensulfoid,  65  mg.  Contra-indicat  ions:  same  as  those  of  16  mg.  phenobarbital. 

Dispensed  in  bottles  of  100  and  500  tablets  or  capsules 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VA. 

Manufacturers  of  ethical  pharmaceuticals  since  1856 

*See  white  section,  P.D.R. 
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T ;rapeutic  effects 

A umber  of  workers  have  reported  ma- 
j(  improvement  in  50-75%  of  cases,  with 
s ne  successful  cases  going  into  com- 
pte  remission. 

It  esponsive  cases,  improvement  is  gen- 
e lly  seen  within  a week,  so  that  trial 
tl  rapy  need  seldom  be  continued  be- 
y id  this  period.  Alleviation  of  pain  is  fol- 
It'ed  quickly  by  improvement  of  function 
a J resolution  of  effusion  or  other  signs 
o ictive  inflammation.  Relief  of  arthritic 
ffiptoms  is  quite  frequently  accompa- 
n d by  increased  appetite,  gain  in  weight 
a i an  improved  sense  of  well-being. 

1 1 initial  response  is  usually  maintained 
whout  dosage  increases;  indeed,  ini- 
ti  dosage  is  often  reduced  for  mainte- 
n ice  purposes. 

S icylate  or  steroid  therapy  can  usually 
b diminished  or,  in  some  instances, 
e ninated. 

r iriatic  arthritis  responds  in  the  same 
^ / as  rheumatoid  arthritis  but  the  skin 
h ons  are  usually  not  affected  either  fa- 
ff ably  or  adversely  by  treatment. 


in  rheumatoid  Geigy 

arthritis 


Precautions 

Before  prescribing,  the  physician  should 
obtain  a complete  history  and  perform  a 
complete  physical  and  laboratory  exami- 
nation, including  a blood  count. 

The  patient  should  be  kept  under  close 
supervision  and  should  be  warned  to  re- 
port immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dys- 
crasia);  sudden  weight  gain  (water  reten- 
tion); skin  reactions;  black  or  tarry  stools. 

If  coumarin-type  anticoagulants  are 
given  simultaneously,  the  physician 
should  watch  for  excessive  increase  in 
prothrombin  time. 

Side  effects 

The  most  common  side  effects  are  nau- 
sea, edema  and  drug  rash.  Infrequently, 
agranulocytosis,  generalized  allergic  re- 
action, stomatitis,  vertigo  and  languor 
may  occur.  Leukemia  and  leukemoid  re- 
actions have  been  reported  but  cannot 
definitely  be  attributed  to  the  drug. 

Contraindications 

These  include:  edema,  hypertension,  or 
danger  of  cardiac  decompensation;  his- 


tory or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of 
drug  allergy;  history  of  blood  dyscrasia. 
The  drug  should  not  be  given  when 
other  potent  chemotherapeutic  agents 
are  given  concurrently  because  of  the 
increased  possibility  of  toxic  reactions; 
when  the  patient  cannot  be  seen  regu- 
larly; when  the  patient  is  senile. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  side  effects 
and  contraindications  as  contained  in 
the  complete  prescribing  information. 


Butazolidin’  alka 

Each  capsule  contains^ 


phenylbutazone 

100  mg. 

dried  aluminum 

hydroxide  gel 

100  mg. 

magnesium  trisilicate 

150  mg. 

homatropine 

methylbromide 

1.25  mg. 

Butazolidin  brand  of  phenylbutazone 

Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  bu-3479 


YOUR  OWN  ORGANIZATION  SPONSORED 

INCOME 

PROTECTION 

PLAN 

HAS  PAID  OVER 

$87,800 

IN  BENEFITS 
TO  MEMBERS  OF  THE 

SOUTH  CAROLINA 
MEDICAL  ASSOCIATION 

FOR  TIME  LOST  DUE  TO  DISABILITY 

MORE  THAN  350  MEMBERS 
NOW  COVERED 


LEARN  HOW  YOUR 

S.C.M.A. 

INCOME  PROTECTION  PLAN 

CAN  HELP  YOU,  TOO 


PREMIUMS  FOR  ALL  INSUREDS  WERE  REDUCED  IN  1963 


CHARLES  W.  DUDLEY,  236  Ashley  Ct.,  Florence,  S.  C. 
Looks  Forward  to  Greeting  You  at  Your  Annual  Convention 
Ask  Him  For  Full  Details 


EDUCATORS  MUTUAL  LIFE  INSURANCE  COMPANY 

Home  Office : Lancaster,  Penna. 


in  maintenance  therapy... 
a working  analgesic 
for  the 

active  arthritic 


ARTHRALGEN® 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


a working  analgesic  for  the  active  arthritic 

— rapidly  relieves  early  morning  stiffness  and  arthritic  pain.  It 
promises  a quicker  response  in  most  patients  because  its  anal- 
gesic ingredients  need  no  metabolic  conversion  before  they  act. 
As  a combination  of  two  prominent  analgesic  drugs,  Arthralgen 
can  often  establish  smoother,  more  complete  pain  relief  because 
it  synergistically  produces  more  efficient  analgesia  on  lower 
dosage  levels  of  each. 


two  proven  pain  relievers 

Arthralgen  combines  two  better-tolerated,  time-tested  analgesics, 
acetaminophen  and  salicylamide,  into  a pharmacologically  sound 
and  therapeutically  effective  formulation.  As  Arthralgen,  it  pene- 
trates tissues  promptly  and  relieves  pain  rapidly  with  less  likeli- 
hood of  gastric  irritation  than  aspirin. 


BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are 
Indicated  in  the  management  of 
rheumatoid  arthritis,  acute  gouty 
arthritis,  rheumatoid  spondylitis, 
osteoarthritis,  bursitis,  fibrositis, 
and  neuritis.  Arthralgen  may  be 
used  for  analgesia  in  colds,  flu,  and 
various  myalgias. 

DOSAGE:  One  or  two  tablets  four 
times  a day.  After  remission  of 
symptoms  dosage  should  be 
reduced  to  the  minimum  mainte- 
nance level. 

SIDE  EFFECTS:  Nausea,  Gl  upset, 
or  mild  salicylism  may  rarely  occur. 
Symptoms  of  hypercorticoidism 
dictate  reduction  of  dosage  of 
Arthralgen-PR. 

PRECAUTION:  Reduction  in  dos- 
age of  Arthralgen-PR  given  over  a 
long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS:  Hypersen- 
sitivity to  any  ingredient. 


sodium-free 

Arthralgen  contains  no  sodium.  Therefore,  it  is  often  a safer  and 
more  suitable  analgesic  for  use  in  the  long-term  treatments  of 
arthritic  patients  who  have  other  conditions  which  require  sodium 
restriction.' 

ARTH  R ALGEN®-PR  (Arthralgen  with  prednisone) 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 

Prednisone 1 mg. 


To  help  provide  dosage  flexibility  in  patients  who  require  steroids, 
the  basic  Arthralgen  formula  is  also  available  combined  with 
prednisone  as  Arthralgen-PR.  Prednisone  is  favored  as  the  more 
advantageous  steroid  for  use  in  Arthralgen-PR  because  it  shows 
less  tendency  toward  sodium  retention,  potassium  excretion,  and 
steroid-induced  hypertension  than  that  which  often  accompanies 
the  use  of  cortisone  and  ACTHT 


A.  H.  ROBINS  COMPANY,  INCORPORATED/ RICH  MOND,  VIRGINIA 


As  with  any  drug  containing  pred- 
nisone, Arthralgen-PR  is  contra- 
indicated, or  should  be  adminis- 
tered only  with  care,  to  patients 
with  peptic  ulcer,  tuberculosis, 
nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing’s  syndrome 
(or  Cushing’s  disease),  overwhelm- 
ing spreading  (systemic)  infection, 
or  predisposition  to  thrombophle- 
bitis. 

Arthralgen-PR  is  generally  contra- 
indicated in  patients  with  uremia 
and  viral  infections,  including  po- 
liomyelitis, vaccinia,  ocular  herpes 
simplex,  and  fungus  infections  of 
the  eye.  It  is  also  contraindicated 
in  patients  with  chicken  pox  or 
susceptible  persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored) 
and  Arthralgen-PR  (yellow,  scored) 
tablets  are  available  in  bottles  of 
100  and  500. 

REF:  1.  Boreus  & Sandberg,  ACTA. 
PHYSIOL.  SCAND..  28:266,  1953. 
2.  Cohen,  et  al.:  J.A.M.A.,  165:225, 
1957. 


In  Fractures:  B and  C vitamins  are  therapy 


Stress  formula  vitamins  are  a key  factor  in  bone  and  tissue  regeneration.  To  meet  the 
increased  metabolic  demands,  STRESSCAPS  offers  therapeutic  amounts  of  B and  C 
vitamins  as  an  aid  to  smoother  convalescence  and  earlier  rehabilitation.  In  fractures, 
as  in  many  other  conditions  of  physiologic  stress,  STRESSCAPS  vitamins  are  therapy. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B|  (Thiamine Mononitrate)  10  mg. 


Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  "re- 
minder" jars  of  30  and  100;  bottles  of  500. 


jiLEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N. ' 
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Why  do  more 
South  Carolina  Doctors 


insure  with  The  St.  Paul  ? 


Probably  because  our  Professional  Liability  coverage 

is  so  thorough. 

Really  broad  coverage.  Fewer  exclusions,  so 
interpretations  are  no  problem.  The  price  is 

likely  to  be  nice,  too. 

To  get  the  folder  that  tells  all  about  it  concisely,  write. 

The  St.  Paul  is  the  approved  carrier  for  the  State 
Medical  Association  here  . . . and  in  more  states  than 
any  other  single  insurance  company.  It  must 

be  something  we  offer! 


Want  to  see  just  1 insurance 
man  and  still  be  fully  insured? 
Use  our  St.  Paul  Multicover 
Plan.  Same  agent  as  for  Lia- 
bility. He's  in  the  Yellow  Pages. 


South  Carolina 

Columbia,  P.  0.  Box  955,  Palmetto  State  Life 
Building  29201  Phone : AL  3-8391 


THE  ST.  PAUL 

INSURANCE  COMPANIES 


Serving  you  around  the  world. . . around  the  dock 

St.  Paul  Fire  and  Marine  Insurance  Company 
St.  Paul  Mercury  Insurance  Company 
Western  Life  Insurance  Company 
St.  Paul,  Minnesota  55102 


to  help  relieve  pain 
in  common 
anorectal  disorders 

“non-  came 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon  — provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1 ,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


DIOTHANE  OINTMENT 

COMPOSITION: 
diperodon  1.0%;  oxyquinoline 
benzoate  0.1%  in  a special  oint- 
ment base. 

INDICATIONS: 

Provides  temporary  palliation  of 
pain  that  may  result  from  hemor- 
rhoidectomy and  from  common 
anorectal  disorders  such  as  hemor- 
rhoids, anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 

COMPOSITION: 

Each  suppository,  weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%; 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 

^Merrell^ 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215/Weston,  Ontario 


NEW  UNEXCELLED  TASTE 


SYRUP  OF  CHLORAL  HYDRATE 


NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 


lO  Grains  (U.S.P.  Dose)  of  palatable  lime  flavored 
chloral-hydrate  syrup  in  each  teaspoonful 


RAPID  SEDATION  WITHOUT  HANGOVER 


JONES  and  VAUGHAN,  Inc  . RICHMOND  25,  VA. 
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■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety-efficacy 
ratio  of  ‘Miltown’  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


I 


\ 
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Indications:  ‘Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported. but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


Wallace  Laboratories  j Cranhury,  N.J. 


New  broad-spectrum  penicillin 
but  without 

broad-spectrum  toxicity 


no  blood  dyscrasias 
no  photosensitivity 
no  severe  gastric  disturbances 
no  pigmentation  of  teeth 
no  kidney  damage 
no  accumulation  in  long  bones 


PENBRITIN  Campicillin')  brings  the  tradi- 
tional penicillin  advantages  to  areas  of  treat- 
ment formerly  dominated  by  the  tetracyclines 
and  chloramphenicol  — urinary  and  gastroin- 
testinal infections,  as  well  as  respiratory 
infections.  But  PENBRITIN  (ampicillin) 
does  not  cause  the  toxic  disorders  associated 
with  other  broad-spectrum  antibiotics.110 
And  highly  important:  PENBRITIN  (ampi- 
cillin) kills  bacteria  instead  of  merely  sup- 
pressing them. 

Usual  dosage:  Adults  — 250  mg.  every  six  hours 
in  respiratory  infections;  500  mg.  every  six 
hours  in  urinary  and  gastrointestinal  infections 
(higher  doses  may  be  needed  in  severe  infec- 
tions). Children—  (under  13  years,  whose  weight 
will  not  result  in  a dosage  higher  than  that 
recommended  for  adults)  100  mg. /Kg. /day  in 
divided  doses  every  six  or  eight  hours  for  moder- 
ately severe  infections;  200  mg. /Kg. /day  in  di- 
vided doses  every  six  hours  for  severe  infections. 


Contraindications:  (1)  Hypersensitivity  to  pen- 
icillin. (2)  Infections  by  penicillinase-producing 
staphylococci  and  other  penicillinase-producing 
organisms. 

Side  Effects:  Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting  have  occasionally 
appeared. 

Precautions : As  with  other  antibiotics,  precau- 
tions should  be  taken  against  gastrointestinal 
superinfection.  To  date,  safety  for  use  in  preg- 
nancy has  not  been  established. 

Supplied:  No.  606  — Each  capsule  contains  250 
mg.  of  ampicillin.  Bottles  of  16  and  100. 

References:  1.  Editorial.  Brit.  M.  J.  ii: 223  (July  22)  1961. 
2.  Rolinson,  G.  N.,  and  Stevens,  S.:  Brit.  M.  J.  ii : 1 9 1 (July 
22)  1961.  3.  Stewart,  G.  T.,  et  al.:  Brit.  M.  J.  ii : 200  (July  22) 
1961.  4.  Brown,  D.  M.,  and  Acred,  R:  Brit.  M.  J.  ii : 1 97 
(July  22)  1961.  5.  Batchelor,  E R.,  et  al.:  Nature  183: 257, 
1959.  6.  Knudsen,  E.  T.,  et  al.:  Brit.  M.  J.  it:  198  (July  22) 
1961.  7.  Doyle,  E R,  et  al.:  Nature  191: 109*1  (Sept.  9)  1961. 
8.  Acred,  R,  et  al.:  Brit.  J.  Pharmacol.  75:356,  1962.  9.  Har- 
rison, R M.,  and  Stewart,  G.  T:  Brit.  J.  Pharmacol.  77:420, 
1961.  10.  Editorial.  Lancet  ii:  723  (Oct.  5)  1963. 


KILLS  BACTERIA. . . DOES  NOT  JUST  SUPPRESS  THEM 


PENBRITIN' 


Brand  of  Ampicillin 


AYERST  LABORATORIES,  NEW  YORK,  N.Y. 

Distributors  for 

BEECHAM  RESEARCH  LABORATORIES  INC. 


‘All  Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  th  ere  are  at  least  nine  specific  di / ferences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn’t  so. 

You  might  also  say  that  all  registered  nurses 
aren’t  alike,  either. 
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PULVULES' 

ILOSONE 

ERYTHROMYCIN  ESTOIATE 
CAPSULES  US  P 
2 50  mg. 


CAUTTON— (U.S  A j tow  ?**»•*> 
4**p***«i«*  vttfatxrf 


EU  UUY  AND  CO  . USA 


to  meet  an 

extra 

challenge 


Test-tube  activity  of  a drug  is  only  one  indication  of  its  effectiveness.  More  im- 
portant is  the  amount  of  antibacterial  activity  at  the  site  of  infection. 

Ilosone®  produces  peak  levels  of  antibacterial  activity  two  to  four  times  those  of 
other  erythromycin  preparations.  Furthermore,  it  attains  them  earlier  and  main- 
tains them  longer. 


Contraindications:  Ilosone  is  contraindicated 
in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver 
disease  or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug 
idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported. 
There  have  been  no  known  fatal  or  definite  re- 
sidual effects.  Gastro-intestinal  disturbances  not 
associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local 
stimulating  action  of  Ilosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  un- 
common with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin 
eruptions,  and,  on  rare  occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds — 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds — 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 


Ilosone 

Erythromycin  Estolate 


Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company , Indianapolis  6 , Indiana. 
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THE  RECOGNITION  OF  CHRONIC  GOUTY 
ARTHRITIS 


WALTER  M.  BONNER,  JR.,  M.  D. 

Associate  in  Medicine 

Medical  College  of  South  Carolina 
Charleston,  South  Carolina 


About  five  per  cent  of  tire  patients  with 
gout  develop  a chronic  polyarthritis 
which  resembles,  and  is  often  mistaken 
for,  rheumatoid  arthritis.  The  purpose  of  this 
article  is  to  report  six  cases  of  chronic  gouty 
arthritis  and  to  describe  the  diagnostic  fea- 
tures of  the  disease. 

Case  Reports 

During  the  fifteen  month  period  from  July  1963 
through  September  1964,  six  patients  with  chronic 
gouty  arthritis  were  studied  at  the  Medical  College 
of  South  Carolina  Hospital.  Of  these,  three  had  been 
treated  as  cases  of  rheumatoid  arthritis  at  some  time 
during  the  course  of  their  disease.  The  significant 
clinical  findings  in  these  patients  are  summarized  in 
Table  I. 

All  the  patients  were  males  and  they  ranged  from 
46  to  77  years  of  age.  All  had  had  acute  gouty  arth- 
ritis for  at  least  five  years  before  the  appearance  of 
chronic  articular  symptoms.  Tophaceous  deposits  were 
detectable  in  all  cases  and  articular  deformities  and 
synovial  hypertrophy  were  present  in  each.  Involve- 
ment of  the  joints  of  the  lower  extremities  was  pre- 
dominant, but  each  patient  had  some  involvement  in 
the  upper  extremities.  In  one  case  (Case  1),  the 
elbows  were  the  site  of  most  pronounced  joint  de- 
formities. 

Three  patients  had  persistent  albuminuria  but  only 
one  ( Case  4 ) had  evidence  of  renal  failure.  Two  pa- 


tients were  found  to  have  diabetes  mellitus,  three  had 
hypertensive  vascular  disease  and  three  had  arterio- 
sclerotic heart  disease.  Only  one  patient  was  free  of 
these  coexistent  diseases. 

Discussion 

Pathogenesis  of  Chronic  Gouty  Arthritis.  As 
the  result  of  a positive  uric  acid  balance  and 
hyperuricemia  of  many  years  duration,  urate 
crystals  are  deposited  in  cartilage  and  peri- 
articular tissues.  A mild  chronic  inflammatory' 
reaction  around  these  crystals  produces  tire 
“tophus.”1 

Tophi  have  been  found  in  about  45%  of 
the  patients  with  gout,  5 to  10  years  after  the 
initial  attack  of  acute  arthritis.5  Although  the 
first  detectable  tophi  are  usually  seen  about 
joints  affected  by  acute  arthritis,  tophi  later 
develop  about  joints  which  have  never  been 
the  site  of  an  acute  attack.  Tophi  are  also 
found  in  the  ear  cartilage,  in  tendons  or  bur- 
sae, and  sometimes  in  the  skin  distant  from 
cartilage  and  synovial  structure. 

Inflammation,  due  to  the  presence  of  tophi, 
leads  to  synovial  hypertrophy  and  to  destruc- 
tion of  cartilage  and  subchondral  bone.  As  the 
deposits  become  more  extensive  there  appears 


CHRONIC  GOUTY  ARTHRITIS 


TABLE  1 

CLINICAL  FEATURES  OF  SIX  CASES  OF  CHRONIC  GOUTY  ARTHRITIS 


Patient 

Age 

Sex 

& 

Race 

Total  Duration 
of 

Gouty 

Arthritis 

Duration  of 
Chronic- 
Gouty 
Symptoms 

Joints 

Involved 

Tophi 

Evidence 

of 

Renal 

Disease 

Coexistent 

Disease 

1 

50 

M 

White 

10  Years 

6 Months 

Elbows,  wrists, 
MCP0,  knees, 
ankles,  feet, 

1st  MTP° 

Elbows, 

olecranon 

bursae 

Albuminuria 

Hypertension 

Diabetes 

Hypercholes- 

terolemia 

Alcoholism 

2 

56 

M 

White 

8 Years 

3 Years 

MTP,  feet, 
ankles,  knees, 
elbow,  wrists, 
MCP,  PIP° 

Elbows, 

achilles 

tendons 

Albuminuria 

Mild  hyper- 
tension 
ASHD 

3 

48 

M 

Negro 

8 Years 

3 Years 

Feet,  ankles, 
wrists,  elbows, 
shoulders,  MCP 
and  PIP 

Ears, 

olecranon 

bursae 

None 

Hypertension 

4 

77 

M 

White 

40  Years 

4 Years 

Feet,  ankles, 
elbows,  wrists, 
MCP,  PIP 

Ears,  MCP  and 
PIP  Joints, 
olecranon 
bursae,  feet 

Albuminuria 
BUN  23  mg 

ASHD 

Arteriolo- 

sclerosis 

obliterans 

Diabetes 

5 

47 

M 

White 

23  Years 

3 Years 

Ankles,  toes, 
knees,  MCP, 
elbows 

MCP  joints 

None 

ASHD 

6 

46 

M 

White 

16  Years 

2 Years 

Knees,  ankles, 
feet,  toes, 
elbows,  and 
hands 

Ears,  knees, 
fingers, 
olecranon 
bursae 

None 

None 

° MCP — Metacarpophalangeal  Joints 

° MTP — Metatarsophalangeal  Joints 

°PIP — Proximal  Interphalangeal  Joints  of  Fingers 


some  degree  of  persistent  joint  pain  and  stiff- 
ness, and  the  patient  is  said  to  have  chronic 
gouty  arthritis.  Only  about  5%  of  the  patients 
with  gout  develop  this  complication.3 

Acquired  renal  disease  may  play  a permis- 
sive role  in  the  extensive  urate  deposition  of 
tophaceous  gout.  According  to  Gutman,  the 
incidence  of  tophaceous  gout  is  higher  when 
there  is  evidence  of  renal  disease.2  About  20% 
of  gouty  subjects  have  acquired  renal  disease, 
usually  manifested  only  by  mild  albuminuria, 
the  presence  of  a few  casts  in  the  urine  or 
impaired  concentrating  ability.4  Renal  damage 
may  be  caused  by  urate  deposits  in  the  renal 
parenchyma  and  occlusion  of  the  tubules  by 
urate  crystals  ( gouty  kidney),  or  by  the  effects 
of  coexistent  hypertensive  disease  or  diabetes 
mellitus. 


Clinical  Course.  The  overwhelming  majority 
of  patients  with  chronic  gouty  arthritis  have  a 
history  of  intermittent  attacks  of  arthritis  for 
at  least  5 to  10  years  before  chronic  arthritis 
develops.  Typically,  the  attacks  are  said  to 
have  become  more  frequent,  more  severe,  and 
more  prolonged.  Few  gouty  patients  have  per- 
sistent arthralgias  from  the  onset,  while  this 
is  the  rule  in  rheumatoid  arthritis. 

Most  initial  attacks  of  acute  gouty  arthritis 
are  monoarticular,  and  involve  the  metatarso- 
phalangeal joints  of  the  great  toes,  the  small 
joints  of  the  feet,  the  ankles  or  the  knees.  The 
same  joints  are  also  the  most  common  sites  of 
chronic  gouty  changes,  but  the  hands,  wrists 
and  elbows  are  frequently  involved  in  the 
later  stage.  Rheumatoid  arthritis  is  usually 
polyarticular  from  the  outset  and  shows  a 
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predilection  toward  the  small  joints  of  the 
hands. 

Morning  stiffness  is  a characteristic  symp- 
tom of  rheumatoid  arthritis,  and  is  a valuable 
diagnostic  point.  Although  patients  with 
chronic  gouty  arthritis  have  lingering  pain  and 
stiffness,  they  do  not  have  the  marked  stiff- 
ness on  arising  that  is  a feature  of  rheumatoid 
arthritis. 

The  history  of  response  to  treatment  may 
not  be  helpful  in  the  differential  diagnosis, 
since  both  gout  and  rheumatoid  arthritis  may 
respond  temporarily  to  treatment  with  the 
anti-inflammatory  drugs.  Colchicine  therapv 
must  have  resulted  in  a prompt  and  definite 
remission  to  be  indicative  of  gout. 

Physical  Findings.  Deposition  of  tophi 
around  joints  is  accompanied  by  chronic  syno- 
vial hypertrophy  and  thickening,  mimicking 
rheumatoid  arthritis.  In  contrast  to  rheumatoid 
arthritis,  the  joint  pattern  is  usually  asym- 
metrical and  the  individual  joints  show 
knobby,  grotesque  enlargement  rather  than 
soft,  uniform  swelling  (Figure  I).  Muscle 
atrophy  and  flexion  contractures  are  rare  in 
chronic  gouty  arthritis,  and  ankylosis  of  joints 
rarely  occurs.  In  a few  cases,  extensive 
destruction  of  cartilage  and  bone,  by 
tophaceous  deposits,  may  residt  in  extreme 
disability. 


Figure  1 — Case  4 


Hands  of  a seventy-seven  year  old  male  with 
chronic  gouty  arthritis  of  about  four  years  dura- 
tion— total  duration  of  gouty  arthritis  40  years. 
Irregular  masses  are  present  around  the  joints 
and  over  the  back  of  the  left  hand.  The  fourth 
fingers  show  asymmetrical  involvement. 


Figure  2 — Case  3 


Olecranon  bursitis  in  a 39  year  old  male  with 
chronic  gouty  arthritis  of  three  years  duration — 
total  duration  of  gouty  arthritis  eight  years.  Also 
note  swelling  of  second  MCP  joint  and  fourth 
PIP  joint. 

Tophi  in  the  olecranon  bursae  are  typical  of 
chronic  gouty  arthritis  (Figure  2),  and  must 
be  distinguished  from  the  subcutaneous 
nodules  of  rheumatoid  arthritis,  which  are 
usually  situated  2-3  inches  distal  to  the  ole- 
cranon process.  Rheumatoid  nodules  may  be 
located  at  other  pressure  points,  such  as  the 
sacrum,  the  palms  and  the  soles. 

Generally,  patients  with  rheumatoid  arth- 
ritis appear  much  more  chronically  ill,  pale 
and  weak  than  those  with  chronic  gouty  arth- 
ritis. 

Laboratory  Studies.  All  patients  with  chronic 
gouty  arthritis  have  hyperuricemia,  and  the 
blood  uric  acid  is  usually  above  8 mg/100 
ml.6  Prolonged  use  of  corticosteroids  or  salicy- 
lates may  reduce  the  blood  uric  acid  through 
their  uricosuric  effect.  The  same  drugs,  given 
intermittently  or  in  small  doses,  produce  a 
transient  hyperuricemia  in  nongouty  patients. 
The  chlorthiazide  diuretics  also  produce  serum 
uric  acid  elevation  and  indeed  may  produce 
an  acute  attack  of  gouty  arthritis.  These  facts 
must  be  remembered  when  the  significance  of 
a blood  uric  acid  value  is  being  considered. 

Tests  for  the  rheumatoid  factor  are  positive 
in  at  least  80%  of  patients  with  rheumatoid 
arthritis,  while  the  tests  are  negative  in  gout. 
Radiographs  may  reveal  punched  out  areas 
in  the  subcortical  or  subchondral  bone  in  both 
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TABLE  2 

DIFFERENTIAL  DIAGNOSTIC  FEATURES  OF  GOUT  AND  RHEUMATOID  ARTHRITIS 


Gout 

Rheumatoid  Arthritis 

Sex  incidence 

Males  19:1 

Females  3:1 

Age  at  onset 

After  35 

20  to  45 

Onset 

Usually  severe  and  monoarticular 

Insidious  and  polyarticular 

Initial  joints  involved 

Great  toe  and  large  joints  of  lower 
extremities 

Small  joints,  especially  hands 

Course 

Intermittent  for  many  years 

Persistent  and  progressive 

Pattern  when  widespread 
and  chronic 

Asymmetrical 

Symmetrical 

Muscle  atrophy  and 
contractures 

Rare 

Common 

Ankylosis 

Rare 

Occasional 

Toplii 

45%  (Including  all  with  chronic 
arthritis) 

None,  but  subcutaneous  nodules  are 
found  in  20% 

Blood  uric  acid 

Elevated 

Usually  normal 

Rheumatoid  factor  tests 

Negative 

Positive  80% 

Anemia 

Rare 

Common 

diseases,  but  in  gout  there  is  usually  less 
osteoporosis  and  less  thinning  of  the  articular 
cartilage.1 2 3 4 

Differential  Diagnosis.  The  differential 
diagnostic  features  of  gout  and  rheumatoid 
arthritis  are  listed  in  Table  2.  The  recognition 
of  chronic  gouty  arthritis  is  not  difficult  if 
one  gets  details  about  the  onset  of  the  disease, 
observes  the  pattern  of  joint  involvement  and 
distinguishes  between  gouty  tophi  and  the 
subcutaneous  nodules  of  rheumatoid  arthritis. 
Laboratory  studies  confirm  the  diagnosis 
promptly. 


Summary 

Six  cases  of  chronic  gouty  arthritis  have 
been  reported. 

Chronic  gouty  arthritis  is  the  result  of  pro- 
gressive deposition  of  urate  crystals  in  and 
around  synovial  joints.  The  disease  has  many 
features  which  resemble  rheumatoid  arthritis, 
but  can  be  recognized  if  a proper  history  is 
taken,  if  the  joint  involvement  pattern  is  ob- 
served, and  if  tophi  are  identified  and  dis- 
tinguished from  rheumatoid  nodules. 


REFERENCES 


1.  Sokoloff,  L.:  The  pathology  of  gout.  Metabolism 
6:230,  1957. 

2.  Gutman,  A.  B.  In:  Cecil-Loeb  Textbook  of  Medi- 
cine. 11th  Edition.  Philadelphia,  W.  B.  Saunders 
Company,  1963,  p.  1255. 

3.  McCarty,  D.  J.:  The  pendulum  of  progress  in 

gout:  from  crystals  to  hyperuricemia  and  back. 


Arthritis  Rheum  7:534,  1964. 

4.  Smyth,  C.  J.:  Gout.  In:  Hollander,  J.  L.:  Arthritis 
and  Allied  Conditions.  6th  Edition.  Philadelphia, 
Lea  and  Febiger,  1960,  p.  889. 

5.  Seegmiller,  J.  E.,  Laster,  L.,  and  Howell,  R.  R.: 
Biochemistry  of  uric  acid  and  its  relation  to  gout. 
New  Eng  J Med  268:712,  764,  and  821,  1963. 


88 


The  Journal  of  the  South  Carolina  Medical  Association 


President’s  Page 


A Centrally  Located  Headquarters 

The  establishment  of  a State  Headquarters  Building 
should  properly  take  into  consideration  the  welfare  of  the 
State  Medical  Association  and  the  convenience  of  the 
doctors  as  a whole  in  the  state. 

Our  association  has  many  matters  of  importance 
which  are  of  mutual  interest  with  the  State  Board  of 
Health,  the  State  Department  of  Pubic  Welfare,  the  State 
Highway  Department,  the  Governor’s  office,  the  State 
Legislature  and  its  various  committees,  the  Blue  Cross- 
Blue  Shield  and  many  other  Columbia  located  depart- 
ments and  agencies. 


There  is  not  a doctor  in  the  state  who  does  not  visit  Columbia  at  least  once  during  the 
year  and  some  many  times.  When  they  know  that  their  headquarters  is  centrally  located,  they 
can  more  easily  go  by  the  headquarters  building  and  learn  more  about  the  organization  and 
feel  more  of  a part  of  that  organization.  It  would  build  a better  esprit  de  corps  in  the  Associa- 
tion. 


There  are  at  least  35  committees  of  the  Association.  Each  of  them  meets  once  a year  and 
some  of  them  several  times  a year.  They  usually  meet  in  Columbia,  as  it  is  more  convenient 
for  the  members  of  the  committees.  These  committees  are  often  in  need  of  information  that  is 
available  at  our  headquarters,  the  need  of  which  was  not  apparent  in  time  to  permit  the  fur- 
nishing of  such  information  for  the  meeting.  With  the  committees  meeting  in  our  central  head- 
quarters, all  information  in  the  headquarters  would  be  instantly  available.  The  services  of  the 
headquarters  would  be  available  for  carrying  out  the  wishes  of  the  various  committees  without 
the  necessity  of  extensive  correspondence  by  the  committee  chairman.  The  atmosphere  of  a 
meeting  in  your  own  headquarters  is  more  conducive  to  good  medical  decisions  than  are  smoke 
filled  hotel  rooms.  More  freedom  of  expression  would  prevail  than  would  be  the  case  in  some 
doctor’s  office,  for  in  our  own  headquarters  we  woidd  all  know  and  feel  that  each  of  us  has 
just  as  much  pride  of  ownership  as  does  another. 

The  establishment  of  a central  headquarters  for  the  SCMA  in  our  capital  city  must  first 
necessitate  the  purchase  of  a suitable  site.  We  now  have  approximately  $40,000.00  in  our  build- 
ing fund.  This  money  is  invested  so  that  it  brings  in  about  4%  interest  a year.  The  longer  we 
wait  to  purchase  a building  site,  the  more  it  will  cost.  I can  think  of  no  piece  of  property  in  or 
near  the  city  of  Columbia  that  does  not  increase  in  value  more  than  4%  a year.  It  would  be 
good  business  to  purchase  a building  site  now.  We  would  save  money  for  the  Association  by 
such  a purchase. 

The  business  of  the  Association,  the  problems  of  the  Association,  the  activities  of  the 
Association  are  growing  and  expanding.  We  must  keep  pace. 

Frank  C.  Owens,  M.  D.,  President 
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Annual  Meeting  at  Myrtle  Beach 

The  Association  holds  its  annual  session  on 
May  4,  5,  and  6 at  the  Ocean  Forest  Hotel.  An 
interesting  program  is  offered  by  the  faculty 
of  Bowman  Gray  Medical  School  and  some  of 
our  own  members.  A number  of  important 
meetings  will  be  held  in  conjunction  with  the 
main  event.  Opportunities  for  ample  enter- 
tainment and  relaxation  are  included  in  the 
plans. 

At  the  first  meeting  of  the  Association  in 
Charleston  in  February  of  1848,  the  main  con- 
cerns were  with  premedical  training,  vital  sta- 
tistics, vending  of  patent  medicines  by  the 
druggist,  and  extension  of  the  time  and  qual- 
ity of  medical  education.  It  was  noted  then 
that  the  candidate  for  medicine  should  have  a 
preparatory  course  of  liberal  studies,  including 
“a  good  English  education”  with  Latin,  Greek, 
and  mathematics;  a program  rather  more 
ambitious  than  present  premedical  require- 
ments. 

Problems  today  are  somewhat  different, 
solutions  perhaps  more  difficult.  The  profes- 
sion faces  proposed  changes  of  vital  impor- 
tance, to  which  many  of  its  members  show  at 
times  an  astonishing  indifference.  The  annual 
meeting  offers  a place  for  discussion  and 
action  by  the  delegates,  who  carry  the  welfare 
of  the  whole  membership  in  their  hands. 


The  Journal  As  Seen  By  Its  Readers 

To  the  kind  readers  who  took  time  to 
answer  our  recent  questionnaire  the  Journal 
gives  sincere  thanks.  They  were  a true  minor- 
ity group,  about  twelve  percent  of  those  to 
whom  our  publication  goes — we  deliberately 
do  not  call  the  whole  group  “readers.”  They 
included  chiefly  general  practitioners,  general 
surgeons,  and  internists,  with  a wide  sprink- 
ling of  the  various  specialists.  Their  replies 
were  not  always  complete,  but  they  were  very 
helpful.  There  was  only  one  which  might  be 
classed  as  facetious,  and  only  one  with  the 
inevitable  suggestion  that  the  Journal  be 
abolished. 


Many  found  the  scientific  content  accept- 
able. Only  a few  rated  it  as  poor.  The  more 
popidar  sections  were  news,  editorials,  and 
articles,  in  the  order  named.  There  were  not 
many  expressions  of  dislike,  but  among  their 
targets  were  book  reviews,  editorials,  socio- 
economic papers,  and  advertising( !). 

Suggestions  for  improvement  were  varied 
and  included  addition  of  a question-and-an- 
swer  section,  CPC’s,  with  some  requests  for 
more  material  in  the  particular  field  of  the  re- 
sponding physician. 

Perhaps  a word  about  the  Journal  is  in 
order.  It  is  the  official  publication  of  the  Asso- 
ciation and  serves  as  a record  of  its  activities 
and  of  the  proceedings  of  its  various  meetings 
in  whole,  or  in  part.  It  also  serves  as  a medium 
for  announcement  of  programs  and  news  of 
activities  of  individuals.  It  carries  to  the  read- 
ing membership  reports  of  legislative  and 
other  affairs  which  affect  the  profession  of  the 
state  and  nation. 

The  answers  to  the  questionnaire  came  from 
20  categories  of  practitioners.  The  difficulties 
of  finding  scientific  material  which  will  inter- 
est all  of  these  are  obvious.  Indeed,  the  editor 
can  only  try  to  diversify  it  as  much  as  possible, 
and  attempt  to  maintain  some  reasonable 
standard  of  quality.  A state  journal  cannot 
hope  to  attract  the  type  of  paper  which  war- 
rants national  circulation  and  actually  belongs 
in  a national  journal.  The  editor  marvels  at  the 
scarcity  of  papers  submitted  by  our  own  South 
Carolina  physicians.  The  writing  of  a paper  is 
a valuable  experience,  more  beneficial  than 
being  spoonfed  by  a visiting  speaker.  The 
range  of  subjects  is  endless. 

Those  who  expressed  their  dislike  for  ad- 
vertising apparently  are  not  aware  that  adver- 
tising is  the  life  blood  of  this  journal  and  all 
state  journals.  The  more  advertising,  the  more 
journal.  No  advertising,  no  journal,  without 
increased  dues.  Advertisers  pay  for  pages 
which  will  be  seen  by  the  readers.  To  show 
that  their  material  is  read  was  the  chief  pur- 
pose of  our  questionnaire. 
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The  total  returns  were  acutely  disappoint- 
ing, though  not  unexpectedly  so.  Experience 
breeds  a pessimism  about  the  willingness  of 
South  Carolina  doctors  as  a whole  to  partici- 
pate in  any  exercise  of  this  kind.  The  editor 
offers  his  sincere  thanks  to  the  faithful  few 
who  have  assisted,  and  solicits  comment  from 
the  large  and  silent  majority. 


A Smile  from  Olympus 

For  these  many  years  we  of  the  black  bag 
brigade  have  deplored  the  increasing  ten- 
dency of  the  medical  schools  and  training  hos- 
pitals to  stress  the  scientific  aspects  of  medi- 
cine at  the  expense  of  the  practical.  As  though 
clinical  medicine  were  a science!  It  isn’t. 
Though  served  by  science,  it  is  a highly  sub- 
jective system  of  probability  applied  to  dis- 
ease. What  consolation,  therefore,  to  read  in  a 
recent  issue  of  the  JAMA  a piece  by  Har- 
vard’s Dr.  Samuel  Levine,  a gentleman  who 
has  never  tasted  sour  grapes,  pleading  for 
wider  use  of  the  practitioner  in  the  training  of 
young  physicians.  Most  of  these  will  become 
practitioners  themselves,  and  in  a four  flight 
walk-up  at  three  o’clock  on  a February  morn- 
ing, when  one  is  all  walked  out,  an  intimate 
knowledge  of  immunochemistrv  and  chroma- 
tin analysis  is  supremely  redundant. 

We  close  these  comments  with  a quotation 
from  the  article  mentioned  above,  a little  out 
of  context:  “The  health  of  our  society  would 
profit  greatly  if  nothing  new  were  discovered 
for  a while  and  more  of  those  millions  were 
spent  in  teaching  physicians  what  is  already 
known.”  Amen  and  bravo,  Dr.  Levine! 

Westchester  Medical  Bulletin 


Old  Friends  Return 

The  Journal  has  viewed  with  regret  the 
reduction  in  the  amount  of  pharmaceutical 
advertising  in  its  pages.  We  are  always  happy 
to  see  old  friends  returning  to  our  publication 
and  we  note  among  these  especially  the 
Armour  Pharmaceutical  Company  and  J.  B. 
Roerig  & Company.  We  cannot  overemphasize 
the  fact  that  our  wellbeing  depends  very  con- 


siderably on  the  support  of  our  advertisers  and 
we  can  make  this  support  attractive  only  by 
assuring  the  companies  that  their  messages 
reach  our  readers.  For  this  reason,  there  is 
hope  that  all  readers  will  take  time  to  look- 
through  the  advertising  pages  and  to  mention 
to  detailmen  or  representatives  of  the  various 
companies  the  interest  and  the  usefulness  of 
this  form  of  advertising. 


What  joy  can 
equal  this  one . . . 


. . . the  joy  of  being  back  with  your 
child.  For  some  mothers  this  will 
never  be.  For  many  mentally  sick 
people,  even  the  new  treatment 
methods  do  not  work.  More  re- 
search is  needed  to  find  ways  to 
save  all  the  victims  of  mental  ill- 
ness. Please  help  this  important 
work.  Help  speed  the  day  that 
we’ll  be  rid  of  mental  illness. 
GivetotheNation- 
al  Association 
for  Mental  Health 
through  your 
local  chapter. 
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LETTER  TO  THE  EDITOR 


To  the  Editor  of  the  Journal: 

At  the  last  meeting  of  the  House  of  Delegates  in 
May,  1964,  a committee  studying  the  matter  of 
acquiring  property  for  the  use  of  headquarters  of  the 
Association  brought  in  a recommendation  for  the  pur- 
chase of  land  and  a building  in  Columbia,  at  a cost, 
including  renovation  of  the  building,  of  $75,000.00. 
The  committee  report  was  made,  initially,  to  Council, 
and  was  referred  by  that  body  to  the  House  of  Dele- 
gates for  action,  and  then  to  a reference  committee. 
The  latter  brought  in  a unanimously  unfavorable  re- 
port and  this  was  adopted  by  an  overwhelming 
majority  with  virtually  no  debate.  This  seemed  to 
many  of  us  to  dispose  of  the  matter — at  least  for  some 
time. 

There  will,  however,  probably  be  some  discussion 
of  this  matter  during  our  annual  meeting.  As  in  the 
past,  the  more  active  proponents  for  such  a building 
will  consist  of  a group  of  well-meaning  physicians, 
primarily  from  Columbia.  I am  certain  that  their  only 
motive  is  to  help  the  Medical  Association.  But  is  such 
a proposal  actually  a benefit  for  the  Association? 

Of  primary  importance  is  the  question:  Is  there 
actually  a need  for  a permanent  home?  How  would  it 
be  used?  For  meetings  of  Council  and  Association’s 
Committees  and  as  headquarters  for  the  Executive 
Secretary  and  his  staff. 

It  is  well-known  that  meeting  places  for  committee 
meetings  of  the  Association,  as  well  as  meeting  places 
for  Council,  are  furnished  free  by  the  Hotels  in 
Columbia  or  any  other  large  city  in  South  Carolina. 
It  scarcely  seems  feasible  in  the  foreseeable  future,  for 
us  to  have  a building  which  will  be  used  on  the  occa- 
sional weekend  by  the  Association’s  committees. 

Headquarters  for  the  Executive  Secretary  and  his 
staff  now  cost  the  Association  $1500.00  per  year,  in- 
cluding utilities.  According  to  real  estate  actuaries,  this 
would  be  the  financial  return  on  a building  valued  at 
$15,000.00.  Such  a building  would  be  out  of  the  ques- 
tion in  any  of  our  South  Carolina  cities.  While  it  is 
true  some  additional  space  is  needed  at  our  present 
location,  this  can  be  obtained  at  a reasonable  and 
practical  figure. 

The  question  of  finance  now  enters  into  the  picture. 
Through  economical,  efficient  operation,  with  a 
limited,  staff,  and  without  unnecessary  frills,  and 
despite  its  small  membership,  our  State  Association 
has  been  able  to  carry  out  all  important  functions  and 
yet  continue  to  assess  its  members  the  lowest  State 
dues  in  America.  Even  more  important  is  the  fact  that 
this  has  been  done  during  a period  of  continuously 


rising  costs  throughout  the  entire  economy  and  one  in 
which  the  activities  and  interests  of  the  profession 
have  expanded  and  multiplied  as  never  before.  This 
has  come  about  principally  because  of  the  political 
measures  and  vastly  increased  role  of  the  AMA  and 
its  constitutent  societies  in  connection  with  legislative 
matters. 

At  our  1963  annual  meeting  the  House  of  Dele- 
gates was  told  that  our  Association  was  not  meeting  its 
expenses  with  our  membership  dues  and  other  reve- 
nue. The  House  of  Delegates  wisely  diverted  into  the 
general  fund,  the  $5.00  per  member,  previously  ear- 
marked for  the  Permanent  Home.  This  has  been  ade- 
quate in  meeting  the  financial  needs  of  the  Associa- 
tion and  appears  to  be  quite  satisfactory  with  the 
great  majority  of  physicians  over  the  State.  Without 
this  change  it  would  have  been  necessary  to  increase 
our  dues  already  to  meet  current  expenses  or  dip  fur- 
ther into  our  reserves. 

I have  been  actively  associated  with  the  business 
and  financial  affairs  of  this  Association  for  a longer 
continuous  period  than  any  other  living  officer  or 
member,  having  served  first  as  a member  of  Council 
from  1945  to  1950,  and  since  that  time  as  Treasurer. 
Our  present  method  of  operation  seems  to  be  quite 
adequate.  There  is  no  reason  why  our  Editor  should 
not  be  in  Charleston,  since  that  is  where  the  best 
qualified  man  lives — so  with  the  Executive  Secretary 
in  Florence,  or  Chairman  of  Council  in  Sumter  or  the 
other  officers  scattered  over  the  State.  They  have 
been,  and  are  doing  a good  job.  This  is  a State  or- 
ganization and  its  officers  should  be  state-wide. 

While  it  is  true  that  other  state  organizations  have 
their  permanent  homes,  ( obviously,  circumstances 
dictated  their  need),  and  while  such  a permanent 
home  might  be  a source  of  pride  to  the  members  of 
state  associations  living  in  that  city,  it  is  unlikely  that 
members  from  Pickens,  Cherokee,  Chesterfield,  Berke- 
ley, Hampton,  Dillon  or  Horry  would  feel  the  in- 
creased prestige  of  the  building,  for  instance,  if  it  were 
in  Columbia. 

There  are  many  important  matters  to  be  considered 
by  the  Council  and  the  House  of  Delegates  in  May. 
The  matter  of  the  acquisition  of  a permanent  home  is 
not  one  of  them. 

I hope  my  well-motivated  and  dedicated  medical 
friends  who  are  proponents  of  this  matter  will  consider 
first  things  first,  and  when  the  need  for  a permanent 
home  really  becomes  evident,  we  can  all  join  in  to- 
gether. BUT  NOT  NOW. 

J.  HOWARD  STOKES,  M.  D. 
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MARSHALL  L.  MEADORS 

Last  fall  Jack  Meadors  completed  20  years 
of  service  with  the  South  Carolina  Medical 
Association.  He  has  been  responsible  for  many 
improvements  in  our  affairs  and  has  been  an 
active,  conscientious  and  effective  agent  of  the 
Association.  Below  appears  a brief  sketch  of 
his  career  and  brief  tributes  to  his  very  worth- 
while work  with  the  Association.  These  come 
from  our  new  president  and  from  a number  of 
the  presidents  of  some  years  back. 

Mr.  Meadors  was  born  at  Rock  Hill  in  1904, 
where  he  attended  the  public  schools.  Years 
later  he  obtained  his  A.B.  degree  from  Wof- 
ford College  (1924).  After  legal  education 
and  training,  he  was  licensed  and  admitted  to 
the  South  Carolina  Bar  in  1926  and  entered 
the  practice  of  law  at  Kingstree.  He  was  a 
member  of  the  South  Carolina  House  of 
Representatives  in  1931-32,  County  Attorney 
for  Williamsburg  County,  and  after  a period 
of  two  years’  connection  with  the  Federal 
Trade  Commission  in  New  Orleans  he  entered 
the  general  practice  of  law  in  Florence  in 
1936. 

Mr.  Meadors  has  held  innumerable  offices 
of  trust.  He  was  head  of  the  Florence  Branch 
of  the  Office  of  Price  Administration  in  1942- 
43.  He  is  chairman  of  the  board  of  the  McLeod 
Infirmary,  vice-president  of  the  South  Caro- 
lina Hospital  Service  Plan  and  of  the  South 
Carolina  Medical  Care  Plan.  He  has  been 


chairman  of  the  official  board  of  the  Central 
Methodist  Church  and  has  been  a member  of 
the  board  of  trustees  for  many  years.  He  is  a 
member  of  the  board  of  directors  of  the  Flor- 
ence YMCA,  past  president  of  the  Florence 
Chapter  of  the  American  Red  Cross  and  past 
president  of  the  Florence  Kiwanis  Club.  He  is 
a member  of  The  American  Judicature  Society 
and  many  other  organizations. 

Mr.  Meadors  was  married  in  1929  and  has 
two  children,  M.  L.  Meadors,  Jr.,  who  is  a 
minister,  and  a daughter  who  is  married  and 
lives  in  Florence. 


Twenty  years  ago  state  and  national  medi- 
cal organizations  were  undergoing  change.  A 
new  concept  was  developing  as  to  their  scope 
and  responsibility  and  the  phrase  “public  re- 
lations’’ was  coming  to  the  fore.  Plans  were 
being  made  for  future  activities — and  in  these 
plans  an  increasingly  important  part  was  being 
assigned  to  non-medical  personnel  working 
with  the  organizations. 

Our  state  medical  association  was  one  of 
the  leaders  in  this  movement.  A ten-point  pro- 
gram was  outlined  for  the  future.  It  soon 
became  evident  that  the  implementation  of 
this  program  would  require  more  time  than 
members  of  the  Association  could  give.  So  the 
position  of  Director  of  Public  Relations  was 
established  and  M.  L.  (Jack)  Meadors  was 
selected  for  the  office. 

For  twenty  years  Jack  Meadors  has  served 
the  Association  efficiently  and  well.  More  and 
more  work  has  been  placed  on  his  shoulders 
until  today  he  is  Executive  Secretary  and 
Counsel  as  well  as  Business  Manager. 

Being  a professional  man  himself,  an  at- 
torney, Jack  has  an  education  and  training 
which  has  helped  him  greatly  in  his  associa- 
tion with  physicians  and  with  the  public.  His 
genial  personality,  his  logical  mind,  his 
sincerity,  his  honesty,  his  ability  to  express 
himself — all  have  had  their  part  in  establish- 
ing his  fine  record  and  reputation. 

Jack  has  been  a real  asset  to  our  Associa- 
tion and  we  wish  him  well  in  the  days  and 
years  ahead. 

Julian  P.  Price,  M.  D. 
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Jack  Meadors  is  serving  his  twentieth  year 
as  Executive  Secretary  of  the  South  Carolina 
Medical  Association.  During  that  time  he  has 
served  under  twenty  different  personalities, 
twenty  different  sets  of  ideas.  It  is  a tribute  to 
his  personality  and  astuteness  that  he  got 
along  so  well  with  so  many  presidents  of  the 
Association.  That  the  South  Carolina  Medical 
Association  has  a valuable  man  in  Jack 
Meadors  is  well  recognized.  In  addition  to  his 
experience  over  the  years  in  his  position,  he  is 
an  attorney  whose  advice  and  counsel  is  often 
sought  by  the  Association  and  its  component 
parts.  His  presentation  of  cases  before  legisla- 
tive hearings  has  played  a large  part  in  the 
successful  accomplishments  of  the  Association 
before  the  legislature.  Few,  if  any,  of  the  vari- 
ous state  associations  have  an  executive  secre- 
tary with  so  many  varied  talents.  Jack  Meadors 
has  served  the  South  Carolina  Medical  Asso- 
ciation well  during  the  past  twenty  years  and 
it  is  my  hope  that  he  will  continue  to  do  so  for 
many  more  years. 

Frank  C.  Owens,  M.  D.,  President 


When  Jack  Meadors  first  took  on  his  asso- 
ciation with  the  South  Carolina  Medical 
Association  20  years  ago,  as  a delegate  I was 
impressed  with  the  quickness  with  which  he 
began  to  be  useful  in  the  work  of  the  Associa- 
tion. During  my  ten  years  as  secretary  the 
routine  duties  of  this  office  were  immensely 
lightened  by  Jack’s  work  as  Executive  Secre- 
tary and  never  once  did  he  fail  to  respond  to 
any  request  for  advice  or  help.  On  many  trips 
to  AM  A conferences  and  conventions  Jack 
was  always  ready  to  be  of  help,  and  on  one 
occasion  even  supplied  a key  ( not  his  own ) to 
the  Playboy  Club.  He  has  always  been  an 
extremist  in  assisting  the  officers  and  members 
of  the  Association  and  it  has  been  a delightful 
pleasure  to  have  had  this  personal  association 
over  the  past  20  years. 

Robert  Wilson,  M.  D. 


I think  one  of  the  best  things  that  has  hap- 
pened to  the  South  Carolina  Medical  Associa- 
tion was  Jack  Meadors.  He  has  done  a grand 
job  of  carrying  on  the  multitudinous  chores 
required  of  the  Association  and  its  members, 


and  has  represented  this  state  association 
unusually  well  at  other  meetings  and 
especially  at  AMA.  He  knows  his  way  around 
both  in  this  state  and  nationally.  My  heartiest 
congratulations  to  the  state  organization  for 
having  had  him  for  20  years. 

Charles  N.  Wyatt,  M.  D. 

Jack  Meadors  has  been  and  is  a great  asset 
to  the  South  Carolina  Medical  Association. 
My  relationship  with  him  has  been  very 
pleasant  and  helpful.  He  has  always  been 
ready  and  willing  to  tackle  any  Association 
problems.  He  has  contributed  many  valuable 
opinions  which  the  Association  has  followed. 
He  possesses  the  ability  to  discuss  problems 
without  the  consideration  of  personalities 
which  leaves  room  for  others  to  disagree  or 
agree.  This,  to  me,  in  Association  business  is 
worth  much. 

Jack,  I hope  you  will  be  with  us  to  cele- 
brate your  Fiftieth  Anniversary.  In  fact,  you 
have  been  with  our  Association  as  long  as  I 
have,  so  I hope  to  be  here  too. 

James  H.  Gressette,  M.  D. 


It  gives  me  pleasure  to  say  a word  about 
Jack  Meadors.  Mr.  Meadors,  in  his  capacity  as 
our  Executive  Secretary,  has  made  quite  a 
name  for  himself  and  for  the  South  Carolina 
Medical  Association  in  national  medical  cir- 
cles. Mr.  Meadors  has  been  the  invited  guest 
of  state  associations  throughout  the  country  to 
speak  at  their  annual  meetings  on  the  subject 
of  public  relations. 

Those  of  us  who  have  worked  with  Mr. 
Meadors  over  the  years  have  found  him  to  be 
a very  cordial,  dependable,  and  loyal  worker 
for  the  Association.  He  has  been  especially  co- 
operative in  his  untiring  work  with  the  Medi- 
cal Association. 

Joseph  P.  Cain,  M.  D. 

Mr.  M.  L.  Meadors  was  the  first  individual 
outside  of  the  medical  profession  to  be  em- 
ployed by  the  South  Carolina  Medical  Associa- 
tion. He  has  filled  an  important  cog  in  our 
society.  His  legal  training  has  helped  us  im- 
mensely and  at  times  has  certainly  kept  us 
from  butting  our  heads  against  the  wall.  In 
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addition,  he  has  helped  pull  us  out  of  holes 
and  difficult  situations. 

I trust  Jack’s  association  with  the  South 
Carolina  Medical  Association  will  continue  in 
a progressive  and  pleasant  manner  as  it  has 
for  the  past  twenty  years. 

William  Weston,  Jr.,  M.  D. 


Let’s  hope  that  Jack  is  with  us  for  another 
twenty  years.  Without  his  valuable  assistance 
I could  never  have  conducted  the  affairs  of 
the  office  I held  for  one  year.  He  always 
greets  you  with  a “hello,”  and  a smile.  There  is 
nothing  within  reason,  that  he  would  not  do 
for  the  Association  or  any  of  its  members.  Jack 
has  labored  long  in  the  halls  of  the  legislature, 
keeping  us  informed  of  any  legislation  that 
might  affect  the  Association.  He  has  many 
friends  and  valuable  acquaintances  in  that 
body.  I feel  that  without  Jack’s  help  during  the 
past  twenty  years  we  would  have  had  some 
rough  sailing.  His  efficient  management  of  our 
annual  meetings  is  a real  tribute  to  the  man. 

R.  L.  Crawford,  M.  D. 


Successfully  filling  a difficult  and  respon- 
sible position  for  20  years  speaks  for  itself  far 
more  eloquently  than  words.  Such  is  the  rec- 
ord of  M.  L.  Meadors,  Executive  Secretary 
and  Counsel  of  the  South  Carolina  Medical 
Association.  To  those  familiar  with  the  position 
no  more  need  be  said.  For  the  information  of 
others,  we  call  attention  to  the  diverse  nature 
of  the  duties  of  the  office  demanding  ability 
in  business,  administrative  and  legislative 
fields.  Add  to  these  the  attributes  of  interest 
and  loyalty  and  you  have  Jack  Meadors  in  per- 
son. May  the  South  Carolina  Medical  Associa- 
tion continue  in  its  good  fortune  and  have  his 
services  and  guidance  for  many  years. 

William  LI.  Prioleau,  M.  D. 


Jack  Meadors  and  the  South  Carolina  Medi- 
cal Association  are  almost  synonymous. 

For  twenty  years,  Jack  has  administered  the 
office  of  Executive  Secretary  with  thorough- 
ness, fairness  and  loyalty.  He  knows  the  com- 
plete background  of  the  Association  and  its 
objectives. 

The  physicians  of  the  state  call  on  him 


for  many  services  and  the  officers  of  the  Asso- 
ciation depend  on  him  heavily  for  his  experi- 
ence and  opinions. 

Jack  is  very  congenial,  likeable,  and  is  every- 
one’s friend.  It  is  at  the  annual  meeting  that 
Jack’s  planning  and  knowledge  pay  off  in  the 
smooth  way  the  program  is  carried  out. 

I feel  grateful  to  Jack  for  his  cooperation 
and  help  in  many  instances,  and  I am  happy 
for  this  opportunity  to  say  thanks,  and  best 
wishes. 

O.  B.  Mayer,  M.  D. 

Having  assumed  the  Presidency  of  the  South 
Carolina  Medical  Association  with  little  ex- 
perience in  the  affairs  of  the  Association,  I am 
in  a position  to  attest  to  the  aid  and  comfort 
given  by  Jack  Meadors.  His  knowledge  of 
every  aspect  of  the  Association’s  inner  work- 
ings and  his  broad  grasp  of  its  aims  and  pur- 
poses render  him  invaluable  to  the  president. 
He  was  always  accessible,  always  gracious, 
and  ever  helpful;  and  I learned  to  lean  heavily 
upon  him. 

It  gives  me  great  pleasure  to  have  this  op- 
portunity to  express  my  respect  and  admira- 
tion for  his  services  as  executive  secretary. 

Tom  Gaines,  M.  D. 


For  twenty  years,  Jack  Meadors  has  served 
the  Medical  Association  as  its  lawyer,  trouble 
shooter,  and  public  relations  man — its  Mr.  Fix 
It. 

That  he  has  made  a brilliant  success,  is  due 
to  two  factors  in  his  make-up:  A capacity  for 
gruelling  work  and  an  equanimity  that  enables 
him  to  function  with  grace  and  good  humor 
under  pressure. 

These  qualities  were  brought  home  to  me 
the  year  I was  president.  He  not  only  had  all 
the  staggering  details  of  the  1953-54  meeting 
worked  out  by  skillful  advanced  planning,  but 
he  took  care  of  the  unexpected  difficult  mat- 
ters that  cropped  up  at  the  last  minute  to 
harry  me. 

I’d  like  to  say,  too,  that  Jack’s  hard  work  in 
1954  laid  the  groundwork  that  outlawed  the 
naturopaths.  The  law  was  passed  the  next 
year.  For  that  he  has  my  gratitude  because 
that  project  was  my  especial  baby. 


April,  1965 
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Jack  is  a gentleman,  in  the  truest  sense  of 
that  word,  and  the  South  Carolina  Associa- 
tion is  extremely  fortunate  to  have  had  his 
diplomatic  skill,  which  conciliated  warring 
elements,  and  his  calm  endurance  working 
loyally  in  our  behalf. 

And  so  to  Jack,  a modest  man  if  ever  there 
was,  my  public  thanks. 

C.  R.  F.  Baker 


One  of  the  wisest  steps  the  South  Carolina 
Medical  Association  has  ever  taken  was  the 
decision  to  employ  a full  time  executive  secre- 
tary. One  of  the  most  fortunate  circumstances 
of  that  decision  was  the  opportunity  and  the 
employment  of  Jack  Meadors  to  fill  the  posi- 
tion. 

Jack  has  proven  his  worth  many  times  over 


during  his  twenty  years  of  loyal  and  efficient 
service.  Every  president  and  every  secretary 
of  the  Association  in  those  vears  can  attest  to 

J 

that  with  an  acute  sense  of  gratitude. 

J.  Decherd  Guess,  M.  D. 


Bouquets  to  a man!  Why  not?  Not  very 
often  does  the  privilege  come  to  a large  profes- 
sional group  to  pay  tribute  to  an  individual 
who  has  rendered  yeoman  service  while  he  is 
still  in  the  saddle,  with  many  miles  yet  to 
go  (we  hope?).  Such  a person  is  M.  L.  (Jack) 
Meadors,  who  has  withstood  the  vicissitudes 
of  time  and  the  winds  of  change.  By  his  serene 
smile,  warm  handclasp,  and  stalwart  char- 
acter, we  of  the  South  Carolina  Medical  Asso- 
ciation know  that  all  is  well. 

Roderick  Macdonald,  M.  D. 


Minutes  of  Council 
South  Carolina  Medical  Association 
February  28, 1965 


A call  meeting  of  Council  was  held  in  the  Town 
Room,  Hotel  Columbia,  Columbia,  South  Carolina 
February  28,  1965.  Following  the  one  o’clock  luncheon 
the  meeting  was  called  to  order  by  Dr.  Eaddy,  Chair- 
man of  Council,  who  stated  the  call. 

Present:  Dr.  Eaddy,  Dr.  Owens,  Dr.  Price,  Dr. 
Black,  Dr.  Miller,  Dr.  Waring,  Mr.  Meadors,  Dr. 
Evatt,  Dr.  King,  Dr.  Booker,  Dr.  Perry,  Dr.  Thomas, 
Dr.  Fleming,  Dr.  Macdonald,  Dr.  Johnson,  and  Dr. 
Cain. 

The  Secretary  read  the  letter  of  call. 

The  Chairman  of  Council  presented  the  proposed 
agenda. 

Proposed  Agenda 

1 . Naturopathic  Law.  ( This  law  is  now  under  con- 
sideration as  to  its  constitutionality  and  a public 
hearing  is  expected  approximately  April  16, 
1965.  This  Bill  is  under  consideration  by  a three- 
man  Federal  Judge  Panel.) 

2.  Bill  under  consideration  to  separate  the  Division 
of  the  Blind  from  the  Department  of  Public  Wel- 
fare. 

3.  Report  Governor’s  Advisory  Committee  on  Men- 
tal Health.  ( SCMA  request  that  each  men- 
tal health  clinic  be  headed  by  a medical  doctor). 

4.  Osteopathic  Bill. 

5.  Podiatry  Bill. 

6.  Request  that  SCMA  co-sponsor  clinic  with  S.  C. 
High  School  Coaches’  Association — purpose  to 
provide  medical  assistance  to  high  school  athletic 
teams.  (Dr.  Tucker  Weston’s  report). 

7.  Hear  report  from  Dr.  Roderick  Macdonald  from 


S.  C.  Board  of  Medical  Examiners.  ( No  action  to 
be  taken). 

8.  Trustee  Bill.  (Regarding  South  Carolina  Medical 
College ) . 

Dr.  Eaddy  then  commented  on  the  provisions  for  a 
call  meeting  according  to  Roberts’  Rules  of  Parliamen- 
tary Procedures.  This  was  followed  by  discussion  and 
Council  ruled  by  a vote  of  10  to  adopt  the  proposed 
agenda,  consider  the  subject  of  Regional  Research 
Centers,  plus  any  pertinent  problems  referable  to 
other  legislation  and  organized  medicine. 

Mr.  Meadors  commented  on  the  Naturopathic  Bill, 
indicating  that  a hearing  has  been  set  for  April  16, 
and  that  he  does  not  feel  there  is  anything  SCMA 
should  do  at  this  time.  He  will  be  present  at  the 
hearing.  Dr.  Cain  commented  that  he  felt  that  Mr. 
Meadors  was  very  familiar  with  this  law  and  that  Mr. 
McLeod  might  like  to  request  a brief  from  Mr.  Mead- 
ors. Dr.  Cain  moved  that  Council  authorize  Mr.  Mead- 
ors, if  in  the  opinion  of  the  Attorney  General  it  would 
be  of  help,  to  prepare  a brief  to  be  presented  at  the 
hearing.  Seconded.  Passed. 

Dr.  Macdonald  spoke  on  the  Bill  to  separate  the 
Division  for  the  Blind  from  the  Department  of  Public 
Welfare.  He  commented  that,  in  general,  the  Ophthal- 
mology Association  is  opposed  to  this  Bill.  If  a new 
Commission  is  created,  the  Department  of  Public  Wel- 
fare would  only  handle  investigations.  He  also  com- 
mented that  it  is  felt  that  the  Department  of  Public 
Welfare  should  control  the  Division  for  the  Blind. 
They  are  well  organized  to  take  care  of  this,  and  see 
no  reason  for  creation  of  a new  Commission.  Dr. 
Owens  asked  for  the  status  of  the  Bill.  Mr.  Meadors 
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reported  that  the  Bill  is  in  Committee;  and,  insofar 
as  he  could  determine,  there  has  been  no  activity  on 
this  Bill.  Dr.  Johnson  moved  that  Council  support  the 
stand  of  the  Ophthalmology  Association,  opposing  the 
Bill,  and  authorize  Mr.  Meadors  to  participate  if  a 
hearing  is  requested.  Seconded.  Passed. 

Dr.  Eaddy  asked  for  the  status  of  Bill  Number 
H-1135,  to  require  that  the  overall  director  of  each 
Community  Mental  Health  Services  Program  be  a 
medical  doctor,  preferably  one  qualified  in  the 
specialty  of  psychiatry.  Mr.  Meadors  reported  that  this 
Bill  was  referred  to  the  Military,  Public  and  Municipal 
Affairs  Committee,  with  no  action  taken,  and  no 
sentiments  favorable  of  its  passage.  He  feels  that  it 
will  require  strong,  direct  activity  to  keep  this  from 
being  pigeonholed  for  the  session.  Also  feels  that  the 
prevailing  sentiments  seem  to  be  that  the  Board,  com- 
posed of  members  from  various  walks  of  life,  and 
which  is  required  to  include  two  doctors  of  medicine, 
should  be  permitted  to  select  its  own  director.  Mr. 
Meadors  offered  to  send  out  again  a list  of  this  com- 
mittee so  that  the  various  members  may  be  contacted. 
Dr.  Cain  commented  that  the  House  of  Delegates, 
South  Carolina  Medical  Association,  has  directed 
Council  to  work  to  get  this  Bill  passed.  Mr.  Meadors 
suggested  that,  as  done  in  the  past  on  other  matters, 
the  Councilors  take  the  name  and  number  of  the  Bill 
and  contact  the  members  of  this  committee  in  their 
district,  and  request  the  support  of  the  Bill.  Dr.  Cain 
stressed  the  importance  of  these  people  being  con- 
tacted. Dr.  Eaddy  asked  that  Dr.  Waring’s  Committee 
and  each  Councilor  be  responsible  for  contacting  the 
appropriate  persons  in  their  district  and  report  back  to 
Mr.  Meadors  on  this  matter. 

Dr.  Eaddy  asked  for  the  status  of  Bill  Number 
H-1315,  relating  to  Osteopaths  and  Osteopathy.  Mr. 
Meadors  reported  that  this  Bill  to  amend  sections  of 
the  Law  was  referred  to  Military,  Public  and  Munici- 
pal Affairs  Committee,  indicating  that  it  did  not  look 
as  if  any  action  would  be  taken  and  that  it  should  be 
sent  to  a subcommittee,  which  he  feels  would  be  a 
good  resting  place  for  it.  No  further  discussion  was  re- 
quired. 

Dr.  Eaddy  asked  for  the  status  of  the  Podiatry  Bill. 
Mr.  Meadors  reported  that  Senator  Mozingo  intro- 
duced two  Bills  relating  to  the  practice  of  podiatrist 
and  podiatry.  The  first  Bill,  Number  S.  173  would 
amend  a section  of  the  Code  by  adding  the  word 
“podiatrist''  and  thus  including  podiatrists  along  with 
physicians,  dentists  and  veterinarians  among  those 
authorized  to  prescribe  drugs  of  all  kinds.  The  second 
Bill,  Number  S.  174  would  rewrite  the  whole  chapter 
of  the  Code  on  the  practice  of  podiatry,  and  in  prin- 
ciple, would  extend  the  authority  of  podiatrists  to  do 
surgery  of  the  foot,  excepting  only  amputations  of  the 
foot  or  toes.  Also  a change  in  the  Board  of  Podiatry 
Examiners  would  provide  for  one  member  of  the  South 
Carolina  Medical  Association,  instead  of  a member  of 
the  South  Carolina  State  Board  of  Medical  Examiners, 
as  now  provided.  Mr.  Meadors  indicated  that  the  Bills 
were  referred  to  the  Senate  Committee  on  Medical 


Dr.  Norman  Eaddy, 
Chairman  of  Council 


Affairs  and  a public  hearing  on  both  is  being  re- 
quested, and  if  help  is  recpiired  to  get  this  blocked 
there  would  be  adequate  time. 

Dr.  Owens  commented  that  Dr.  Tucker  Weston  had 
been  appointed  as  Chairman  of  the  Committee  to 
work  with  the  Coaches’  Association  of  High  Schools  in 
South  Carolina  in  an  effort  to  upgrade  the  medical 
care  in  sports  activities,  provide  adequate  pre-partici- 
pation physical  examination,  and  so  forth.  Dr.  Wes- 
ton’s Committee  has  requested  that  Council  approve 
of  holding  a seminar  on  the  medical  aspects  of  sports 
for  the  coaches,  physicians,  trainers,  educators.  The 
seminar  would  be  sponsored  by  the  South  Carolina 
Medical  Association;  South  Carolina  Coaches’  Associa- 
tion; South  Carolina  High  School  Association;  South 
Carolina  Department  of  Education;  South  Carolina 
Dental  Association;  and  the  South  Carolina  Depart- 
ment of  Public  Health.  The  committee  requests  ap- 
proval to  hold  this  seminar  in  Columbia  on  May  16 
and  17,  1965.  Dr.  Johnson  moved  that  the  committee’s 
request  for  SCMA  to  endorse  such  a seminar  be  ap- 
proved. Seconded.  Passed. 

Dr.  Macdonald  discussed  the  present  Medical  Prac- 
tice Laws  of  South  Carolina  and  the  proposed  changes 
being  offered  by  the  South  Carolina  State  Medical 
Examiners.  This  was  presented  for  study,  and  to  be 
brought  up  again  at  the  next  meeting  of  Council.  Dr. 
Macdonald  furnished  members  of  Council  with  pre- 
pared material  for  study. 

Dr.  Weston  was  now  available,  and  Dr.  Perry 
moved  that  Council  hear  from  him  referable  to  the 
seminar  discussed  by  Dr.  Owens.  Seconded.  Passed. 

Dr.  Weston  commented  on  the  committee  report, 
and  specifically  pointed  out  that  the  committee  also 
requests  assistance  from  the  South  Carolina  Medical 
Association  in  preparing  copies  of  the  talk  of  Dr.  Fred 
Allman  for  distribution  and  study,  assistance  in  print- 
ing the  programs  and  mailing  of  notices  to  the  mem- 
bers ot  the  SCMA.  Mr.  Meadors  estimated  that  this 
could  probably  be  handled  for  $100.00.  Dr.  Owens 
moved  that  Mr.  Meadors,  through  the  Treasurer,  be 
authorized  to  spend  up  to  $100.00  for  the  printing  of 
the  programs,  preparing  copies  of  Dr.  Allman’s  talk  for 
distribution  and  mailing  of  notices  to  the  members  of 
the  SCMA.  Seconded.  Passed. 
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Dr.  Thomas  moved  that  the  order  of  the  agenda  be 
changed  so  that  Council  might  discuss  the  proposed 
Regional  Research  Centers.  Seconded.  Passed. 

Dr.  Owens  commented  that  Dr.  Peeples  of  the 
State  Department  of  Health  has  been  asked  by  the 
Governor  to  make  recommendations  on  the  proposed 
Regional  Research  Centers  planned  by  the  Federal 
Government.  Since  there  are  only  a few  specific  de- 
tails known  at  this  time,  this  subject  was  brought  up 
to  alert  Council  of  such  a proposal,  however,  Dr. 
Owens  did  not  think  the  plans  are  far  enough  along 
to  approve  or  disapprove  and  sees  no  indication  for 
any  action  at  this  time.  He  recommended  that  the 
matter  be  studied  until  the  next  meeting  of  Council. 
Dr.  Price  commented  also  that  he  felt  this  was  rather 
premature,  and  would  be  a matter  of  future  concern. 

Dr.  Owens  commented,  as  information  only,  that 
the  Selective  Service  will  call  for  about  fifteen  medical 
doctors  in  the  near  future,  and  at  this  time  the  pro- 
cedure is  such  that  the  Chairman  of  the  Committee 
for  Selective  Service  writes  to  the  committee  member 
in  the  appropriate  district,  in  turn,  his  recommenda- 
tions are  referred  to  the  committee  and  the  majority 
rules  whether  or  not  the  man  being  called  is  available 
or  not. 

It  was  moved,  seconded,  and  passed  that  Council  go 
into  executive  session  and  that  no  minutes  be  recorded 
of  this  portion  of  the  discussion. 

Council  returned  to  business  session  and  the 


agenda  to  complete  the  business  referable  to  the  Bill 
to  change  the  composition  of  the  Board  of  Trustees 
of  the  Medical  College  (identical  Bills — S.  142  and 
H.  1299)  introduced  simultaneously  in  the  Senate  and 
in  the  House.  The  following  motion  was  adopted: 

That  the  Council  of  the  South  Carolina  Medi- 
cal Association, 

( 1 ) Agrees  in  principle  with  the  proposed  increase 
in  non-medical  representation  on  the  Board  of 
Trustees,  but  recommends 

(2)  That  the  Bill  be  so  amended  that  the  physician 
members  of  the  Board  may  not  be  exceeded  in 
number  by  the  non-medical  representatives; 
and 

(3)  That  the  present  medical  members  of  the 
Board  will  be  allowed  to  complete  their  terms 
of  office. 

The  Secretary  was  directed  by  Council  to  convey 
this  information  to  Senator  Rembert  C.  Dennis,  Chair- 
man of  the  Committee  on  Medical  Affairs,  The 
Senate. 

On  motion  put  and  carried  the  following  persons 
will  compose  a committee  to  advise  with  Senator 
Dennis  regarding  the  Trustee  Bill:  Dr.  Frank  C. 
Owens,  Chairman,  Dr.  Norman  Eaddy,  Dr.  Julian 
Price,  and  Mr.  Meadors. 

Meeting  adjourned  approximately  5:00  p.  m. 

Ben  N.  Miller,  M.  D. 

Secretary,  South  Carolina  Medical  Association 
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ONE  HUNDRED  AND  SEVENTEENTH  ANNUAL  MEETING  OF  THE 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
MYRTLE  REACH,  MAY  4,  5,  AND  6,  1965 

GENERAL  PROGRAM 

FRANK  C.  OWENS,  M.  D.,  PRESIDING 

ORDER  OF  BUSINESS 


Tuesday,  May  4 

2:00  P.  M.  Call  to  Order 
Invocation 

Report  of  Credentials  Committee 
Opening  Remarks  by  the  President 
Introduction  of  President-elect 
Announcement  of  Reference  Committees 
Presentation  of  Resolutions  and  Recommendations 

3:00  P.  M.  Introduction  of  Officers  and  Guests  of  Woman’s  Auxiliary 
Reports  of  Officers: 

The  President 
The  President-elect 
The  Executive  Secretary 
The  Secretary 
The  Treasurer 
The  Editor  of  the  Journal 
The  Chairman  of  Council 
The  Delegates  to  the  A.  M.  A. 

Reports  of  Committees: 

(The  reports  of  the  Committees  will  have  been  published  in  the  Journal  and 
will  not  be  read  before  the  House.  Any  supplementary  remarks  by  the  Chairman 
will  be  heard  at  this  time. ) 

4:00  P.  M.  (Special  Order)  The  Annual  Meeting  of  the  Corporation,  The  South  Carolina 
Medical  Care  Plan 
Election  of  Directors: 

The  terms  of  the  following  expire  this  year: 

Mr.  Frank  S.  Adams 
Dr.  Joseph  P.  Cain,  Jr. 

Mr.  Wilton  F.  May 
Mr.  M.  L.  Meadors 
Dr.  John  A.  Siegling 
Dr.  W.  W.  Simmons 

Report  of  State  Board  of  Medical  Examiners 

Report  of  Executive  Committee  of  State  Board  of  Health 

Unfinished  Business 

New  Business 


5:00  P.  M.  Meeting  of  Reference  Committees 

( All  members  of  the  Association  are  invited  to  appear  before  the  Committees 
considering  matters  in  which  they  are  interested.  Meeting  places  will  be  posted 
and  announced.) 

Wednesday,  May  5 

9:30  A.  M.  Call  to  Order 

Reports  of  Reference  Committees 

11:30  A.  M.  Annual  Elections 
Officers: 

President-elect 
Vice  President 
Secretary 
Treasurer 

Delegate  to  the  A.  M.  A.  (2-year  term): 

The  term  of  Dr.  Joseph  P.  Cain,  Jr.  expires  December  31,  1965. 

Alternate  Delegate  to  the  A.  M.  A.  ( 2-year  term): 

The  term  of  Dr.  Joel  W.  Wyman  expires  December  31,  1965. 

Councilors:  ( 3-tjear  terms ) : 

Third  District — The  term  of  Dr.  C.  J.  Scurry  expires.  ( 1957) 

Sixth  District — The  term  of  Dr.  William  L.  Perry  expires.  ( 1959) 

Ninth  District — The  term  of  Dr.  John  M.  Fleming  expires.  ( 1956) 
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Members  of  Mediation  Committee:  ( 3-year  terms): 

Third  District — The  term  of  Dr.  Robert  S.  Clarke,  Jr.  expires.  (1962) 

Sixth  District — The  term  of  Dr.  Sam  O.  Cantey  expires.  ( 1959) 

Ninth  District — The  term  of  Dr.  Francis  P.  Owings  expires.  (1962) 

Member  of  Benevolence  Fund  Committee  ( 3-year  term): 

The  term  of  Dr.  Harold  S.  Pettit  expires. 

Members  of  State  Board  of  Medical  Examiners: 

( 4-year  terms ) 

First  Congressional  District — The  term  of  Dr.  A.  R.  Johnston  expires. 

Third  Congressional  District — The  term  of  Dr.  William  P.  Turner  expires. 
Members  of  Hospital  Advisory  Council  to  State  Board  of  Health  (4-year 
terms ) : 

The  term  of  Dr.  T.  C.  McFall  expires. 

The  term  of  Dr.  Halstead  M.  Stone  expires. 

Members  of  Committee  on  Legislation  and  Public  Relations  ( 3-year  terms,  to 
be  nominated  by  Council  and  elected  by  the  House.) 

The  term  of  Dr.  Harold  S.  Pettit  expires. 

The  term  of  Dr.  John  D.  Gilland  expires. 

Member  of  Committee  on  Emergency  Medical  Care: 

( 5-year  term,  to  be  nominated  by  Council  and  elected  by  the  House. ) 
The  term  of  Dr.  Robert  S.  Solomon  expires. 

Selection  of  Place  for  1966  Annual  Meeting. 

Sine  Die  Adjournment. 

SCIENTIFIC  PROGRAM  FOR  THE  ANNUAL  MEETING 
OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
MYRTLE  BEACH 

May  5 and  6,  1965 

Wednesday  PM  — May  5th 

2 .00  RECENT  ADVANCES  IN  RADIOLOGY— Dr.  Harold  S.  Pettit 
Discussion 

2:25  RENAL  HYPERTENSION— Dr.  Paul  W.  Sanders,  III 
Discussion 

2:50  ANALYSIS  OF  ATYPICAL  MYCOBACTERIA  REPORTED  BY 
STATE  BOARD  OF  HEALTH  LABORATORY— Drs.  Eleanor  W.  Town- 
send, F.  L.  Geiger,  and  David  B.  Gregg,  and  Agnes  M.  Fielding 
Discussion 

3:15  BREAK  TO  VISIT  EXHIBITS 

3:50  CLINICO-PATHOLOGICAL  CONFERENCE.  Presented  by  Dr.  Gordon 
Ilennigar 

Discitssion — Dr.  C.  Glenn  Sawyer 
5 :00  ADJOURN 

Thursday — May  6th 

Presented  by  Members  of  the  Faculty  of  the  Bowman  Gray  School  of  Medicine 

MORNING : 

9:30  CURRENT  CONCEPTS  IN  THE  DIAGNOSIS  AND  MANAGEMENT 
OF  DIABETES  MELLITUS— Dr.  Emery  Miller 
10:15  A RAPID,  ACCURATE  NEUROLOGICAL  EXAMINATION  FOR  THE 
OFFICE— Dr.  James  F.  Toole 
10:45  BREAK  TO  VISIT  EXHIBITS 

11:00  PANEL  DISCUSSION:  PRESENT-DAY  DIAGNOSIS  AND  MAN- 
AGEMENT OF  STROKES 

Dr.  James  F.  Toole,  Moderator 
Dr.  Courtland  Davis 
Dr.  Robert  B.  IJeadlev 
12:00  LUNCH 
AFTERNOON : 

2:15  DIFFERENT  1 AL  DIAGNOSIS  OF  SPINAL  CORD  AND  NERVE 
ROOT  SYNDROMES— Dr.  Courtland  Davis 
3 00  BREAK  TO  VISIT  EXHIBITS 
3 :30  PANEL  DISCUSSION  : CARDIAC  EMERGENCIES 
Dr.  C.  Glenn  Sawyer,  Moderator 
Dr.  Robert  B.  Headley 
Dr.  Emery  Miller 
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DONOVAN  FREDERICK  WARD,  M.  D. 

PRESIDENT,  AMA 
BANQUET  SPEAKER 

Donovan  F.  Ward,  M.  D.,  of  Dubuque,  Iowa,  became  President-Elect  of  the  American 
Medical  Association  at  its  Annual  Convention  in  June,  1964.  He  succeeded  to  the  office  of 
President  upon  the  death  of  Dr.  Norman  A.  Welch  on  September  10,  1964. 

Doctor  Ward  was  born  in  Dubuque  in  1904,  and  has  practiced  surgery  there  since  1931, 
with  the  exception  of  four  wartime  years  as  a Navy  surgeon.  He  received  his  MD  degree  from 
the  University  of  Iowa  College  of  Medicine  in  1930,  and  interned  at  St.  Mary’s  Hospital, 
Detroit. 

Doctor  Ward  is  chief  of  the  surgical  section  of  Dubuque’s  Finley  Hospital,  senior  surgeon 
at  Mercy  Hospital  and  consulting  surgeon  for  Xavier  Hospital. 

From  1954  to  his  election  as  President-Elect  of  the  AMA,  Doctor  Ward  was  AMA  Vice 
President  (1963-64)  and  an  AMA  delegate  from  the  Iowa  Medical  Society.  He  has  been  a 
delegate  since  1946. 

Doctor  Ward  holds  fellowships  in  the  American  College  of  Surgeons  and  the  Inter- 
national College  of  Surgeons.  He  is  a member  of  the  professional  education  committee  of  the 
Iowa  division  of  the  American  Cancer  Society  and,  in  1949,  coauthored  the  Iowa  Cancer 
Manual. 

He  has  held  offices  in  several  civic  and  fraternal  organizations  and  is  a member  of  the 
Iowa  “I”  Club.  He  is  a co-organizer  and  member  of  the  board  of  directors  of  the  Life  Investors 
of  Iowa,  and  a member  of  the  board  of  Investors  Life  Company  of  Iowa. 
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THE  HONORABLE  DURWARD  G.  HALL 
SPEAKER  AT  SCALPEL  DINNER 

Durward  G.  Hall,  M.  D.,  of  Springfield,  Missouri,  was  graduated  from  Drury  College  with 
an  AB  Degree  and  received  his  M.D.  Degree  from  Rush  Medical  School,  University  of 
Chicago  in  1934.  He  joined  the  Smith  - Glynn  - Callaway  Clinic  at  Springfield,  Missouri  in 
1936  and  since  1945  has  practiced  as  a specialist  in  General  Surgery.  He  is  a Fellow,  Ameri- 
can College  of  Surgeons,  1942  Diplomate,  American  Board  of  Surgery,  1948;  and  a member  of 
the  Greene  County  Medical  Society. 

Dr.  Hall  is  a Past  President  of  the  Springfield  Chapter  of  American  College  of  Surgeons; 
Delegate  to  the  American  Medical  Association;  and  Founder  of  Eleventh  Regional  Red  Cross 
Blood  Center. 

M any  other  honors  have  been  earned  by  Dr.  Hall:  Past  President,  Springfield  Chamber  of 
Commerce;  Past  President,  Missouri  State  Chamber  of  Commerce;  Past  President,  Missouri 
State  Chamber  of  Commerce  Citizenship  Responsibility  Committee;  and  Past  President  of  the 
Springfield  Rotary  Club.  Congressman  Hall  is  also  Past  President  of  the  Greene  County  Medi- 
cal Society;  Member,  Drury  College  Board  of  Trustees;  and  a member  of  the  Economic  Security 
Committee,  Chamber  of  Commerce  of  the  United  States. 

He  was  elected  to  Congress  in  1960  and  serves  on  the  House  Armed  Services  Committee. 
Since  he  is  a doctor  of  medicine  and  also  a member  of  Congress,  he  has  first  hand  knowledge 
and  understanding  of  the  many  threats  to  medical  freedom. 

Dr.  Hall  will  speak  on  “Congress  and  You.” 

SCALPEL 

The  Annual  Meeting  of  the  member- 
ship of  SCALPEL  will  be  held  on  Tues- 
day, May  4,  at  5:30  p.  m. 

102  The  Journal  of  the  South  Carolina  Medical  Association 


SPEAKERS  ON  THE  SCIENTIFIC  PROGRAM 

Harold  S.  Pettit,  M.  D. 

Harold  S.  Pettit,  M.  D.,  was  born  in  West  Virginia  and  graduated  at  West  Virginia  and 
Northwestern  Universities.  He  received  post-graduate  training  in  pathology  and  radiology  in 
Roosevelt  Hospital  in  New  York,  and  in  radiology  in  Peter  Bent  Brigham  Hospital,  Boston.  He 
is  a diplomate  of  the  American  Board  of  Radiology,  FACR,  member  of  the  American  Roentgen 
Ray  Society,  clinical  professor  and  chairman  of  the  Department  of  Radiology  of  the  Medical 
College  of  South  Carolina.  He  is  a member  of  AOA  and  served  four  years  in  the  Army  Medical 
Corps. 

Paul  Walter  Sanders,  III 

Paul  Walter  Sanders,  III,  of  Charleston  attended  the  Citadel  and  Davidson  College.  He 
graduated  from  the  Medical  College  of  South  Carolina  in  1957  and  served  his  internship  in  the 
Medical  College  of  Virginia.  Afterwards  he  served  residencies  in  the  Medical  College  of  South 
Carolina  and  the  Charity  Hospital  in  New  Orleans.  He  was  chief  resident  in  urology  during 
his  last  year  at  the  Charity  Hospital. 

Dr.  Sanders  was  instructor  in  urology  at  Tulane  and  is  now  clinical  assistant  in  urology  at 
the  Medical  College  of  S.  C.  He  is  connected  with  all  of  the  Charleston  hospitals  and  is  in  pri- 
vate practice  of  urology.  He  is  a member  of  the  American  Urological  Association  and  of  Alpha 
Omega  Alpha. 

Eleanor  W.  Townsend,  M.  D. 

Eleanor  W.  Townsend,  M.  D.,  graduated  at  the  Medical  College  of  S.  C.  and  served 
internships  and  served  on  the  staffs  at  Mercy  Hospital,  Bay  City,  Michigan,  and  Willard  Parker 
Hospital,  New  York.  She  then  returned  to  South  Carolina  and  worked  in  the  Department  of 
Clinical  Pathology  at  the  Medical  College  of  S.  C.  She  was  assistant  professor  of  pathology 
and  bacteriology  at  Emory  University  School  of  Medicine  and  was  on  active  duty  in  the  U.  S. 
Naval  Reserve  in  several  hospitals.  Later  she  became  pathologist  at  the  Kentucky  Baptist  Hos- 
pital and  Chief  of  Laboratory  Services  at  Veterans  Hospitals  in  Tennessee  and  North  Carolina. 

Returning  to  South  Carolina,  she  assumed  the  position  of  clinical  pathologist  in  the  Central 
Laboratory  of  the  State  Board  of  Health  from  1956  to  1958  when  she  was  appointed  Director, 
Division  of  Laboratories  of  the  State  Board  of  Health. 


Gordon  R.  Hennigar,  M.  D. 

Dr.  Hennigar,  a native  of  Canada,  has  recently  assumed  the  position  of  Chairman  of  the 
Department  of  Pathology  at  the  Medical  College  of  South  Carolina.  Previous  to  that  time  he 
was  in  the  pathology  department  of  the  Medical  School  of  the  State  University  of  New  York. 
He  holds  diplomas  in  pathological  anatomy  and  forensic  pathology  and  is  a fellow  of  the  Inter- 
national Academy  of  Pathologists,  a member  of  the  American  College  of  Physicians  and  the 
American  Society  of  Experimental  Pathology.  His  prime  interest  in  the  field  of  pathology  re- 
volves around  the  study  of  the  diseases  of  the  kidney  and  lung.  He  attended  college  and  medi- 
cal school  at  Dalhousie  University  in  Halifax  and  took  his  residency  at  Victoria  General  Hos- 
pital, Halifax,  and  at  the  Union  Memorial  Hospital  in  Baltimore.  During  the  war  he  served  in 
the  Medical  Corps  of  the  Royal  Canadian  Army. 

Glenn  Sawyer,  M.  D. 

Dr.  Glenn  Sawyer  is  a native  of  New  Bern,  N.  C.,  and  received  his  undergraduate  train- 
ing at  the  University  of  North  Carolina.  After  graduation  from  Bowman  Gray  School  of 
Medicine  he  pursued  post-graduate  training  at  Harvard  University  at  the  Peter  Bent  Brigham 
Hospital.  In  1950  he  returned  to  Bowman  Gray,  where  he  established  and  developed  a 
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cardiac  catheterization  laboratory.  He  has  remained  there  and  is  currently  professor  of  medi- 
cine and  chief  of  cardiology. 


Emery  C.  Miller,  M.  D. 

North  Carolina  born  and  University  of  North  Carolina  educated.  Dr.  Miller  received  his 
M.  D.  from  Johns  Hopkins  Medical  School  and  then  took  his  internship  and  residency  train- 
ing at  Bowman  Gray,  with  time  out  for  two  years  in  military  service  in  the  Korean  War.  He 
was  Chief  Resident  at  the  New  England  Deaconess  Hospital  and  Joslin  Clinic  for  one  year.  At 
Bowman  Gray  he  has  been  a Jack-of-all-trades  serving  as  administrator  of  the  Outpatient  De- 
partment for  seven  years.  He  is  now  “the  only  full-time  endocrinologist  in  the  country  who  reads 
ECG’s”  and  is  Director  of  the  Heart  Station  of  the  North  Carolina  Baptist  Hospital  and  Chief 
of  the  Section  on  Endocrinology  at  Bowman  Gray,  where  he  is  an  associate  professor  of  medi- 
cine. 


James  F.  Toole,  M.  D. 

Born  in  Atlanta  and  raised  in  Pittsburgh,  Dr.  Toole  graduated  B.A.  at  Princeton  in  1947, 
M.D.  from  Cornell  in  1949,  and  had  his  post-graduate  training  at  the  Hospital  of  the  University 
of  Pennsylvania  and  the  National  Hospital  for  Nervous  Diseases  in  London.  He  completed 
residency  training  in  internal  medicine  and  neurology  and  is  board  certified  in  both.  Since 
1961  he  has  been  professor  of  neurology  and  chairman  of  the  department  at  Bowman  Gray.  In 
addition  to  membership  in  the  American  Academy  of  Neurology,  the  American  Neurological 
Association,  the  American  Heart  Association,  and  the  Pan-American  Medical  Association,  he 
holds  a degree  in  law  from  the  LaSalle  Extension  University. 


Courtland  H.  Davis,  Jr.,  M.  D. 

Born  in  Alexandria,  Virginia,  Dr.  Davis  was  educated  in  the  public  school  system  of  Alex- 
andria and  then  George  Washington  University  in  Washington,  D.  C.  He  graduated  from  the 
University  of  Virginia  School  of  Medicine,  took  a rotating  internship  at  the  Marine  Hospital 
in  New  Orleans,  Louisiana,  and  then  returned  to  the  University  of  Virginia  for  an  assistant 
residency  in  neurosurgery  before  entering  military  service.  His  principal  tours  of  duty  here 
were  on  the  neurosurgical  services  of  the  Halloran  General  Hospital  in  Staten  Island  and 
Walter  Reed  General  Hospital  in  Washington.  Following  this,  he  spent  four  years  in  neurol- 
ogy and  neurosurgery  at  Duke  Hospital.  He  joined  the  neurosurgical  staff  of  the  Bowman  Gray 
School  of  Medicine  in  Winston-Salem  in  1952  and  has  remained  at  that  institution.  He  was 
certified  by  the  American  Board  of  Neurological  Surgery  in  1954.  He  is  Associate  Professor  of 
Neurological  Surgery  at  the  Bowman  Gray  School  of  Medicine  at  this  time. 


Robert  N.  Headley,  M.  D. 

Dr.  Headley  took  his  undergraduate  and  medical  schooling  at  the  University  of  Maryland 
and  is  a native  of  that  state.  A rotating  internship  was  taken  at  the  University  of  Virginia  Hos- 
pital followed  by  a fourteen  month  cardiology  fellowship  at  the  Bowman  Gray  School  of  Medi- 
cine. He  then  spent  two  years  as  project  engineer  at  the  Aero-Space  Medical  Laboratory, 
Wright-Patterson  Air  Force  Base,  Dayton,  Ohio,  with  part-time  assignment  to  the  Mayo  Clinic 
and  a portion  of  the  active  duty  time  being  spent  also  on  problems  of  Project  Mercury.  After 
discharge,  Dr.  Headley  returned  to  the  Bowman  Gray  School  of  Medicine  where  he  spent 
another  year  in  cardiology,  then  two  years  in  completion  of  an  internal  medicine  residency.  He 
retained  contact  with  the  Air  Force  during  the  early  stages  of  residency  as  civilian  consultant 
on  biomedical  problems  of  landing  impact  of  aerospace  vehicles.  Since  completion  of  residency 
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training,  Dr.  Headley  has  been  on  the  faculty 
at  the  Bowman  Gray  School  of  Medicine, 
initially  as  instructor  of  internal  medicine  and 
currently  as  assistant  professor  of  internal 
medicine  with  assignment  to  the  section  on 
cardiology.  Dr.  Headley  is  also  director  of  the 
Out-Patient  Department  and  Emergency 
Room  at  North  Carolina  Baptist  Hospital  and 
is  certified  by  the  American  Board  of  Internal 
Medicine. 

Dr.  Rhett  Talbert, 

Chairman,  Program  Committee 


FORTIETH  ANNUAL  CONVENTION 
WOMAN’S  AUXILIARY 
TO  THE 

SOUTH  CAROLINA  MEDICAL 
ASSOCIATION 
OCEAN  FOREST  HOTEL, 
MYRTLE  BEACH,  SOUTH  CAROLINA 

MAY  4,  5,  6,  1965 


Registration — Lobby  Ocean  Forest  Hotel 

Tuesday,  May  4,  1965  ___ 2.00  P.  M.  to  5:00  P.  M. 
Wednesday,  May  5,  1965  _9:00  A.  M.  to  5:00  P.  M. 
Thursday,  May  6,  1965  _9:00  A.  M.  to  12:30  P.  M. 
TUESDAY,  MAY  4,  1965 
President’s  Suite,  Ocean  Forest  Hotel 

2:30  P.  M. Student  Loan  Fund  Committee 

Mrs.  W.  P.  Turner,  presiding 


Mrs.  C.  Benton  Burns, 
President,  Woman’s  Auxiliary 


3:30  P.  M. Finance  Committee 

Mrs.  Paul  Hearn,  presiding 

8:00  P.  M. Banquet,  Ocean  Forest  Hotel 

WEDNESDAY,  MAY  5,  1965 

10:00  A.M. Executive  Board  Meeting 

Pine  Lakes  International  Country  Club 
Mrs.  C.  B.  Burns,  presiding 

12:30  P.  M. Executive  Board  Luncheon 

Pine  Lakes  International  Country  Club 

Mrs.  C.  B.  Burns,  presiding 

Dr.  Marion  Davis,  Guest  Speaker 

2:00  P.M. Round  Table  Conference  of 

County  Presidents  and  Presidents-Elect 
Pine  Lakes  International  Country  Club 
Mrs.  L.  H.  Taylor,  Jr.,  presiding 


Afternoon  free  for  relaxation  and  lesiure 
THURSDAY,  MAY  6,  1965 
10:00  A.  M.  -House  of  Delegates  and  General  Meeting 
Ocean  Forest  Hotel.  Mrs.  C.  B.  Burns, 
presiding 

12:30  P.  M. Sherry  party  compliments  of  Table 

Rock  Laboratories,  Greenville,  S.  C. 

The  Past  State  Presidents  will  be  honored 
at  this  time. 

Pine  Lakes  International  Country  Club. 

LOOP.  M. Membership  Luncheon,  Pine  Lakes 

International  Country  Club,  Guest  Speaker 
Mrs.  Earl  W.  Roles,  Southern  Regional 
Vice  President  for  National  Auxiliary 
2:30  P.  M. Post  Convention  Executive  Board  meet- 

ing 

Pine  Lakes  International  Country  Club 
Mrs.  L.  H.  Taylor,  Jr.,  presiding 
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Committee  Reports 


Industrial  Fee  Schedule  Committee 

The  Industrial  Fee  Schedule  Committee  of  the  Asso- 
ciation held  a meeting  in  Columbia  on  September  20, 
1964.  Every  member  of  the  Committee  was  present. 

There  was  a concensus  of  the  Committee  that  its 
function  was  to  consider  adequate  compensation  for 
the  physicians  of  South  Carolina  for  their  treatment 
of  industrial  cases,  but  at  the  same  time  correlate  fees 
with  industrial  schedules  of  neighboring  states  and 
keep  South  Carolina  in  a competitive  position  with 
other  states  attempting  to  attract  industry. 

Complaints  were  referred  to  the  Committee  by  St. 
Francis  Hospital  in  Charleston  relative  to  certain 
x-ray  fees  allowed  for  examination  of  the  lumbar 
spine.  Several  conferences  were  held  by  the  Chairman 
of  the  Committee  with  representatives  of  St.  Francis 
Hospital  and  its  x-ray  department,  and  the  report  is 
that  the  matter  has  been  settled  to  the  satisfaction  of 
all  parties  concerned. 

The  matter  of  a fee  for  specialist  examinations  was 
discussed  at  length,  and  the  present  fee  as  listed  (to 
$25.00)  seems  to  be  the  best  solution,  leaving  the 
final  fee  in  some  cases  to  the  individual  consideration 
of  the  medical  examiner  depending  upon  his  judgment 
of  the  extent  of  the  examination  involved  and  the 
probable  time  consumed  by  the  physician  in  the  ex- 
amination. The  Committee  recommends  that  $5.00  be 
allowed  for  hospital  visits  instead  of  $4.00  as  allowed 
by  the  present  schedule. 

Dr.  Jervey,  Medical  Consultant  to  the  Industrial 
Commission,  had  previously  brought  to  the  attention 
of  the  Chairman  of  this  Committee  the  problem  of 
fees  for  plastic  surgery.  He  stated  that  many  of  the 
procedures  described  were  not  in  the  presently  con- 
stituted schedule  and  that  he  needed  guidance  and 
advice.  The  Chairman  of  this  Committee  presented  to 
the  Committee  material  which  was  the  result  of  sev- 
eral consultations  with  Dr.  Hagerty,  plastic  surgeon  at 
the  Medical  College,  and  a fee  schedule  was  discussed 
in  detail.  The  Committee  recommended  that  for  the 
present  Dr.  Jervey  be  permitted  to  use  the  fee  sched- 
ule of  the  South  Carolina  Medicare  manual  as  a plastic 
schedule,  including  the  indicated  number  of  days  of 
post-operative  treatment  allocated  to  the  particular  fee 
in  the  Medicare  manual,  where  there  is  no  appropriate 
listing  of  the  procedure  described  in  the  currently 
used  fee  schedule. 

Dr.  Jervey  was  furnished  with  the  fee  schedule,  for 
his  guidance,  which  lists  in  a comprehensive  way  with 
appropriate  fees  the  various  plastic  procedures. 

The  Committee  recognizes  the  need  for  a more 
comprehensive  schedule,  and  hopes  to  evolve,  after 
careful  study,  a schedule  using  as  a basis  the  National 
Professional  Index  of  relative  values  with  appropriate 
code  numbers  which  can  be  constituted  in  a very 
similar  way  to  the  Medicare  manual  of  fees. 

John  A.  Siegling,  M.  D.,  Chairman 


Committee  on  Post  Graduate  Medical 
Education 

During  the  year  1964  and  during  the  first  part  of 
1965  there  has  been  a continued  improvement  in  the 
status  of  post  graduate  education  in  the  state  of  South 
Carolina.  This  committee  has  felt  that  in  the  past 
there  were  sufficient  programs  of  varied  content 
offered  throughout  the  state  by  various  hospital  staffs 
and  other  organizations.  Heretofore,  we  have  lacked 
programs  covering  a single  subject  in  depth.  The 
members  of  the  Post  Graduate  Education  Committee 
conferred  with  the  faculty  of  The  Medical  College  of 
South  Carolina  relative  to  this  matter  and  during  the 
past  twelve  months  there  have  been  at  least  three 
courses  in  depth  offered  by  The  Medical  College  of 
South  Carolina.  The  first  course  was  not  well  attended, 
possibly  due  to  lack  of  adequate  notification  of  the 
potential  students  for  this  course.  The  more  recent 
courses  offered  by  The  Medical  College  of  South 
Carolina  have  been  well  publicized  and  attendance  has 
improved. 

This  year  the  Chairman  of  the  Committee  on  Post 
Graduate  Education  attended  the  annual  Congress  of 
Medical  Education  in  Chicago.  At  this  meeting  various 
problems  of  state  Post  Graduate  Education  programs 
were  considered.  It  is  notable  that  the  Educational 
Television  programs  in  the  state  of  South  Carolina 
under  the  direction  of  Dale  Groom,  M.  D.  of  the  De- 
partment of  Medicine,  Medical  College  of  South  Caro- 
lina, were  particularly  well  spoken  of  at  this  meeting. 
As  a result  of  the  work  of  Dr.  Groom  and  his  group 
the  state  of  South  Carolina  has  achieved  national 
recognition  in  the  field  of  Post  Graduate  Education. 
The  Post  Graduate  Education  Committee  of  the  South 
Carolina  Medical  Association  has  no  direct  connection 
with  the  educational  television  programs  but  this  en- 
deavor has  the  interest  and  support  of  our  committee. 

Since  the  formation  of  the  Post  Graduate  Education 
Commitee  of  the  South  Carolina  Medical  Association 
it  is  felt  that  there  has  been  a considerable  improve- 
ment in  the  variety  of  educational  programs  offered 
in  the  state.  This  was  particularly  notable  in  the  year 
1964. 

William  A.  Klauber,  M.  D.,  Chairman 


Emergency  Medical  Care  Committee 

Although  the  Emergency  Medical  Care  Committee 
had  no  joint  meetings,  the  majority  of  the  business  and 
activities  was  transacted  through  correspondence. 

The  Committee  was  active  in  continuing  the  various 
Medical  Self-Help  courses  throughout  the  State  as 
well  as  initiating  new  ones  for  the  general  public  and 
public  schools.  Two  members  of  the  Committee 
actually  participated  in  the  Health  Mobilization  Train- 
ing Course  held  in  Columbia,  S.  C.  during  the  month 
of  October,  which  course  was  jointly  sponsored  by  the 
State  Board  of  Health,  the  Veteran’s  Administration 
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Hospital,  the  State  Civil  Defense  Agency  and  in  co- 
operation with  the  U.  S.  Public  Health  Service.  Dr.  J. 
Graham  Shaw  gave  a very  informative  talk  on  the 
“Private  Practitioner  and  Pre-Disaster  Planning”  and 
Dr.  Robert  S.  Solomon  appeared  on  the  panel  of 
questions  and  answers  covering  the  general  aspects  of 
“Health  and  Medical  Discipline  in  Civil  Defense 
Emergencies.” 

The  Committee  has  actively,  through  correspon- 
dence and  personal  contact,  laid  the  groundwork  for 
initiating  additional  pre-positioned  hospitals  through- 
out the  State  as  well  as  working  with  the  Charleston 
County  Medical  Society  through  their  Emergency 
Medical  Care  Committee  and  the  Medical  College  of 
South  Carolina  in  establishing  hospital  training  units 
in  the  Charleston  area  for  the  teaching  and  training  of 
medical  and  paramedical  groups  in  that  areas  as  well 
as  students  affiliated  with  the  Medical  College  of 
South  Carolina. 

Through  the  efforts  of  Dr.  Grier  Linton,  Chairman 
of  the  Emergency  Medical  Care  Committee  of  the 
Charleston  Medical  Society,  great  progress  has  been 
made  in  establishing  these  training  units  as  well  as 
enlarging  the  scope  and  participation  in  Medical  Self- 
Help  training. 

Through  the  cooperation  of  the  State  Board  of 
Health  there  were  exhibits  at  the  Annual  Association 
Meeting  emphasizing  Civil  Defense  as  well  as  Emer- 
gency Medical  Care  programs. 

Robert  S.  Solomon,  M.  D.,  Chairman 


The  Ad  Hoc  Committee  on  Membership 

This  committee  has  not  met  as  a unit.  We  have 
secured  a listing  as  of  August  1964  of  the  physicians 
practicing  in  the  State  who  are  eligible  but  are  not 
members  of  the  State  Association.  Excluding  residents, 
interns,  service  physicians,  VA  personnel,  and  retired 
physicians,  there  are  approximately  85  who  are  non- 
members. The  names  of  these  are  being  sent  to  their 
respective  County  Societies  with  the  suggestion  that 
they  be  invited  to  join  the  State  Association. 

Robert  S.  Clarke,  Jr.,  Chairman 


Special  Committee  on  Election  of  Members 
of  Council 

This  Committee  has  met  by  mail  and  telephone  and 
renders  the  following  report.  Our  report  is  in  line  with 
and  has  been  guided  by  the  discussion  carried  on  by 
the  House  of  Delegates  at  Myrtle  Beach  in  May,  1964. 

Amend  Chapter  V — Section  II  of  the  By-Laws,  by 
striking  out  the  words  “that  for  the  office  of”  on  lines 
one  and  two  of  said  Section,  and  inserting  in  their 
place,  the  words  “those  for  the  offices  of  Councilor 
and,”  so  that  said  sentence  when  so  amended  shall 
read  as  follows: 

"Section  II.  Nominations  for  office  except  those  for 
the  office  of  Councilor  and  Treasurer  shall  be  made 
from  the  floor.” 

Amend  said  Chapter  further  by  adding  a new  Sec- 
tion immediately  after  Section  II  to  be  numbered  Sec- 
tion III  and  by  renumbering  the  following  Sections  of 


Dr.  Frank  C.  Owens,  President 


said  Chapter  to  conform,  the  said  new  Section  III  to 
read  as  follows: 

“The  Councilor  for  each  District  shall  be  elected 
by  the  County  Societies  comprising  such  District,  in 
meeting  assembled,  at  least  two  months  prior  to  the 
Annual  Meeting  of  the  South  Carolina  Medical  Asso- 
ciation, at  which  the  term  of  office  of  the  incumbent 
Councilor  expired.  Each  County  Society  in  such 
election  shall  have  one  vote  for  each  member  of  the 
House  of  Delegates  to  which  it  is  entitled.  The  office 
of  Councilors  shall  be  rotated  through  each  County  in 
each  district.  In  event  that  an  eligible  County  has  no 
candidate,  it  would  pass  to  the  next  eligible  County.” 
Halsted  M.  Stone,  M.  D.,  Chairman 


Committee  to  Study  Health  Organizations 
Seeking  Endorsement  of  the  South  Carolina 
Medical  Association 

This  Committee  held  no  meeting  during  the  last 
year.  There  was  no  application  from  any  organiza- 
tion seeking  our  endorsement. 

At  the  request  of  the  President  of  the  SCMA,  I at- 
tended the  First  National  Conference  of  Voluntary 
Organizations  which  was  held  in  Chicago,  Illinois, 
September  17  and  18,  1964. 

Charles  R.  Holmes,  M.  D.,  Chairman 


AMA-ERF  Committee 

During  the  period  from  June,  1964  through  De- 
cember 31,  1964,  contributions  were  received  in  the 
amount  of  $24,991.77.  This  amount  came  from  the 
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following  sources:  Physicians  $18,527;  Alumni  Office, 
Medical  College  of  South  Carolina  $3,600;  Women’s 
Auxiliaries  $2,864.77. 

A final  report  will  be  submitted  to  the  President  of 
the  South  Carolina  Medical  Association  at  the  con- 
clusion of  this  fiscal  year. 

B.  M.  Montgomery,  M.  D.,  Chairman 


Medical  Advisory  Committee 
to  the  Crippled  Children  Society 

This  standing  committee  appointed  by  the  President 
changes  a portion  of  its  15  members  every  year.  The 
annual  meeting  and  luncheon  was  held  at  the  last 
meeting  of  the  Association  and  will  be  repeated  this 
year. 

The  committee  has  had  some  part  in  arranging  pro- 
fessional attendance  on  the  Easter  Seal  Camp  and  in 
promoting  the  work  of  the  Society. 

The  committee  continues  its  cordial  relations  with 
the  Society  and  stands  ready  to  render  whatever 
service  it  can. 

Joseph  I.  Waring,  M.  D.,  Chairman 

Committee  on  Historical  Medicine 

The  Committee  continues  to  gather  material  and 
has  made  progress  toward  the  production  of  a second 
volume  of  the  History  of  Medicine  in  South  Carolina 
of  more  recent  times.  The  Committee  is  still  very 
desirous  of  obtaining  information  which  might  be  in- 
cluded in  its  next  effort. 

The  sale  of  the  first  book  has  been  small  but  the 
Committee  has  in  hand  approximately  $1,400,  de- 
rived from  the  sale  of  330  copies  of  the  book,  toward 
the  printing  of  the  second  volume. 

The  Committee  again  requests  that  the  sum  of  $500 
be  allotted  to  it  to  add  to  the  funds  available. 

Joseph  I.  Waring,  M.  D.,  Chairman 


Committee  on  Maternal  Health 

The  report  of  this  committee  was  published  as  an 
article  in  the  February,  1965  issue  of  the  Journal. 

Edward  J.  Dennis,  M.  D.,  Chairman 


Committee  on  Infant  and  Child  Health 

There  has  been  no  business  presented  to  this  com- 
mittee for  consideration.  As  committee  chairman,  I 
have  been  in  touch  with  Dr.  Hilla  Sheriff  regarding  a 
project  (i.e.,  a study  of  the  incidence  and  nature  of 
Infant  Birth  Defects),  but  since  it  was  late  in  the  year 
it  was  felt  wise  to  delay  this  until  next  year  due  to  the 
normal  committee  changes  with  each  new  administra- 
tion. 

I would,  however,  like  to  offer  a recommendation 
for  the  future.  As  a number  of  the  Association’s  com- 
mittees are  now  appointed  with  no  carry  over,  it  is 
difficult  for  these  committees  to  function  with  any 
real  results  because  of  a lack  of  continuity.  I feel  it 
would  be  of  great  value  to  change  the  appointment 
method  to  a rotation  system  where  a new  secretary 
was  appointed  each  year  and  he  automatically  would 
rise  through  the  vice  chairman  and  chairman  of  his 


committee.  There  probably  are  other  ways  of  guar- 
anteeing continuity,  but  I feel  there  is  a definite  need 
for  a change. 

Casper  E.  Wiggins,  M.  D.,  Chairman 


Public  Health  Information  Committee 

During  the  past  year  the  Public  Health  Information 
Committee  has  continued  to  write  a weekly  health 
column  covering  diverse  subjects  related  to  Preventive 
Medicine.  Each  member  of  the  committee  was  asked 
to  submit  a number  of  such  articles  and  these  have 
been  published  under  the  name  of  the  contributor.  In 
addition,  articles  have  been  solicited  from  physicians 
and  members  of  related  professions  wherever  and 
whenever  these  seemed  appropriate. 

It  was  necessary  to  obtain  part-time  secretarial  help 
to  carry  out  the  Committee’s  functions.  Articles  for 
publication  are  submitted  weekly  to  each  daily  news- 
paper in  the  state  and  a release  date  is  included. 

The  reaction  to  these  articles  which  have  appeared 
regularly  in  the  News  and  Courier  have  been  favor- 
able. The  Managing  Editor  has  regularly  stated  his  de- 
sire to  continue  this  project.  The  frequency  with 
which  these  articles  have  been  published  in  other 
daily  newspapers  is  difficult  to  determine.  We  are  un- 
able to  evaluate  its  statewide  effectiveness.  The  Com- 
mittee plans  to  hold  a meeting  at  the  time  of  the  South 
Carolina  Medical  Association  convention  to  evaluate 
its  year’s  work  in  retrospect  and  to  make  recommenda- 
tions for  the  future. 

Louis  P.  Jervey,  M.  D.,  Chairman 


Mental  Health  Committee 

This  committee  held  only  two  formal  meetings  dur- 
ing this  year’s  term. 

The  most  significant  and  widely  publicized  events 
of  this  past  year  were  the  issuance  of  the  Preliminary 
Draft  of  the  Report  of  the  Governor’s  Advisory  Group 
on  Mental  Health  Planning  in  June,  1964,  and,  more 
particularly,  in  February  of  1965,  the  final  report, 
“Commitment  to  Mental  Health.” 

Copies  were  distributed  to  everyone  thought  to  be 
directly  concerned  with  mental  health  facilities,  pro- 
grams, and  planning — this  included  members  of  the 
South  Carolina  Medical  Association.  The  contents  of 
this  document  have,  and  will  have,  considerable  in- 
fluence— and  should  be  studied  by  every  physician — 
particularly  the  “Summary”  and  the  “Dissent.” 

At  the  Mental  Health  Leadership  Conference  in 
February,  1965,  Governor  Donald  S.  Russell  lent  his 
support  to  the  overall  mental  health  program  and 
specifically  delegated  legislative  implementation  of  the 
recommendations  to  the  Governor’s  Legislative  Com- 
mittee on  Mental  Health  and  Institutions  (the  Morris 
Committee ) . 

Great  public  support  has  developed  even  further, 
and  the  South  Carolina  Mental  Health  Association 
continues  to  play  a most  effective  and  laudable  role  in 
leadership  in  this  movement,  working  closely  with  the 
South  Carolina  Department  of  Mental  Health  and  the 
Morris  Committee. 
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This  committee  believes  that  physicians  and  their 
respective  societies  should  take  an  even  more  active 
interest  and  participation  in  the  mental  health  move- 
ment and  provide  medical  leadership  for  the  establish- 
ment of  effective  and  adequate  community  and  state 
programs. 

An  amendment  to  the  South  Carolina  Code,  re- 
quiring that  the  overall  director  of  the  community 
mental  health  programs  be  a physician — preferably  a 
psychiatrist — has  again  been  introduced  in  the  Legis- 
lature but  has  not,  as  of  this  date,  been  passed — be- 
cause of  the  resistance  of  psychologists  and  some 
social  workers — and  a lack  of  effective  support  by 
physicians. 

Other  legislation  pending  is  the  certification  and  li- 
censing of  psychologists.  Physicians  should  thoroughly 
study  and  familiarize  themselves  with  this  proposed 
legislation  and  all  of  its  implications. 

Recommendations : 

( 1 ) Careful  study  of  “Commitment  to  Mental 
Health.” 

( 2 ) Active  participation  in  community  mental 
health  planning  directed  toward  physicians’ 
responsibility. 

( 3 ) Study  of  the  proposed  certification  and  licens- 
ing of  psychologists  with  its  implications  in  the 
treatment  of  mentally  ill. 

James  B.  Galloway,  M.  D.,  Chairman 


Committee  on  Cancer 

The  Committee  on  Cancer  for  the  South  Carolina 
Medical  Association  has  no  report  for  this  coming 
meeting. 

Edward  E.  McKee,  M.  D.,  Chairman 


Medical  Advisory  Committee  To  Selective 
Service 

The  Medical  Advisory  Committee  to  Selective  Serv- 
ice met  in  Columbia  on  February  14,  1965.  Colonel 
Collins,  Director  of  Selective  Service  and  Colonel 
Redd  and  Colonel  Morris  of  State  Selective  Service 
Headquarters  met  with  the  Committee.  Colonel  Col- 
lins advised  that  a call  would  shortly  be  issued  by  the 
government  for  doctors.  Since  that  time  a call  has 
been  issued  which  lists  12  doctors  registered  in  South 
Carolina  who  are  presently  completing  their  intern- 
ship. 

Action  was  taken  on  four  men  who  had  requested 
deferment  to  enter  residencies.  These  men  were  ad- 
judged “available  for  service.” 

Previous  to  this  meeting,  the  method  of  procedure 
when  asked  for  an  opinion  as  to  whether  a man  was 
essential  or  available  was  to  submit  to  the  committee 
member  from  the  district  in  which  the  doctor  was 
registered,  the  information  concerning  the  request  for 
deferment.  The  committee  member  investigated  the 
case  and  made  his  recommendation  to  the  Chairman 
of  the  State  Medical  Advisory  Committee  to  Selective 
Service.  The  Chairman  then  rendered  his  opinion  on 
the  request.  In  all  instances  the  Chairman  concurred 
with  the  recommendation. 


Dr.  Julian  Price,  President-Elect 


Upon  recommendation  of  the  Chairman  a change 
in  procedure  was  adopted.  This  change  was  as  fol- 
lows: when  a request  for  deferment  is  received,  it  is 
forwarded  to  the  committee  member  in  the  district  in 
which  the  Doctor  is  registered.  He  investigates  the 
case  and  submits  his  recommendation  along  with  rea- 
sons for  such  a decision.  A copy  of  this  correspondence 
is  then  submitted  to  all  members  of  the  Committee 
with  a cut  off  date  for  a reply.  Each  committee  mem- 
ber then  renders  his  recommendation  in  the  case  in 
question.  A majority  opinion  is  then  adopted  as  the 
opinion  of  the  committee  and  State  Selective  Service 
so  advised. 

It  is  indicated  that  there  will  be  further  requests  for 
opinions  of  this  Committee  and  it  is  felt  that  it  should 
be  continued. 

Frank  C.  Owens,  Chairman 


Executive  Committee  of  the 
South  Carolina  State  Board  of  Health 
Submitted  by 

W.  R.  Wallace,  M.  D.,  Chairman 
(For  Calendar  Year  1964) 

The  year  1964  marked  two  memorable  milestones 
in  the  history  of  the  State  Board  of  Health.  One  was 
its  85th  birthday.  The  other  was  the  construction  of 
its  new  home  on  North  Bull  Street  in  Columbia. 

The  new,  modern,  four-story  State  Board  of  Health 
Office  Building  and  Laboratory,  when  completed  in 
the  fall  of  1965,  will  contain  approximately  106,826 
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square  feet,  and  will  not  only  provide  more  space  and 
facilities  for  efficient  administrative  and  laboratory 
services  of  the  State  Board  of  Health,  but  will  also 
symbolize,  in  the  permanent  and  functional  beauty  of 
steel  and  stone,  the  importance  and  dignity  which  the 
State  Board  of  Health  has  achieved  in  its  85  years  of 
dedicated  service  to  the  people  of  South  Carolina. 

The  State  Board  of  Health  suffered  a great  loss  in 
the  death  on  October  8,  1964,  of  a beloved  employee. 
Dr.  C.  L.  Guyton,  who  had  been  Assistant  State 
Health  Officer  and  Director  of  Local  Health  Services 
fcr  the  past  ten  years  and  who  had  been  with  the 
State  Board  of  Health  since  1937. 

The  State  Hospital  Construction  Act  was  amended 
during  the  year  to  authorize  the  State  Board  of  Health 
to  administer  Part  C of  Title  I and  Title  II  of  Public 
Law  88-164  relating  to  the  construction  of  mental 
health  centers  and  facilities  for  the  mentally  retarded. 

Since  the  advent  of  poliomyelitis  vaccine,  more  than 
3,500,000  doses  have  been  given  in  the  State.  Cases 
of  poliomyelitis  have  been  reduced  from  an  annual 
average  of  approximately  100  cases  to  only  one  case  in 
1964.  It  could  be  reasonably  expected  that  incidence 
of  this  disease  would  continue  at  this  low  level. 

The  other  communicable  diseases  continued  at  low 
incidence,  notably  diphtheria  with  only  eight  cases, 
typhoid  fever  with  13  cases,  and  no  cases  of  smallpox 
since  1947. 

The  State  Board  of  Health  has  emphasized  public 
health  nursing  to  chronically  ill  patients  in  their  own 
homes.  Rehabilitation  is  emphasized  in  these  visits 
with  the  purpose  in  mind  of  restoring  these  patients  to 
self-sufficiency  and  to  activity  in  the  home  and  com- 
munity. Sixteen  workshops  for  public  health,  hospital, 
and  nursing  home  nurses  have  been  conducted,  and 
two  short  courses  for  nursing  home  food  sendee  per- 
sonnel have  been  given  by  the  Home  Economics  De- 
partment of  Winthrop  College  in  cooperation  with  the 
State  Board  of  Health. 

The  rabies  control  and  insect  control  programs 
have  continued  with  their  usual  success  of  recent 
years.  The  only  cases  confirmed  by  laboratory  ex- 
amination in  1964  were  two  bats,  one  from  Green- 
wood and  one  from  Greenville  Counties. 

Witli  the  implementation  of  the  National  Vaccina- 
tion Assistance  Program,  the  State  Board  of  Health  is 
developing  a program  for  the  continued  high  level 
immunization  of  the  people,  particularly  of  children 
under  five  years  of  age  against  four  diseases:  polio- 
myelitis, diphtheria,  pertussis,  and  tetanus.  No  mass 
immunizations  are  being  conducted  except  through 
joint  arrangements  with  the  local  medical  societies. 

In  the  State-Aid  Cancer  Clinic  in  Charleston  clinical 
investigation  of  all  patients  reported  as  having 
dyskaryosis  of  the  cervix  by  the  Department  of  Path- 
ology at  the  Medical  College  is  underway.  The  direc- 
tors of  the  eleven  State-Aid  Cancer  Clinics  have 
formed  an  association  to  assist  the  Cancer  Control 
Section  in  the  fight  against  cancer. 

Stroke  rehabilitation  programs  in  Spartanburg  and 
Charleston  Counties  are  underway.  These  programs 


are  geared  to  improve  professional  training,  diagnosis, 
treatment,  and  rehabilitation  of  stroke  patients.  Treat- 
ment is  under  the  direction  of  the  patient’s  attending 
physician,  utilizing  the  general  hospital  facilities  dur- 
ing the  hospital  period  and  the  county  health  depart- 
ments’ nursing  staff  to  extend  nursing  service  to  the 
patient’s  home.  Specific  diagnostic  equipment  neces- 
sary in  present-day  management  of  persons  threatened 
with  stroke  due  to  thrombosis  of  the  extra-cranial 
arteries  has  been  purchased. 

Tuition  charges  and  expenses  of  hospital  nurses, 
public  health  nurses,  and  private  physicians  to  attend 
out-of-state  “stroke  seminars  have  been  absorbed  by 
the  Section  of  Heart  Disease  Control. 

Increasing  number  of  patients  suspected  of  heart 
disease  are  being  referred  to  the  Heart  Clinics  jointly 
sponsored  by  the  State  Board  of  Health  and  the  S.  C. 
Heart  Association.  More  advanced  and  sophisticated 
equipment  has  been  purchased  and  placed  in  the 
Heart  Clinics  by  funds  available  to  the  Section  of 
Heart  Disease  Control.  This  equipment  is  necessary  as 
well  as  useful  in  arriving  at  a definitive  diagnosis  and 
in  the  teaching  of  medical  students,  interns,  house 
officers,  and  private  physicians. 

Active  tuberculosis  incidence  rates  are  15.0  per 
100,000  whites  and  54.3  per  100,000  Negroes.  In 
short,  tuberculosis  in  Negroes  continues  to  present  an 
acute  problem  in  South  Carolina. 

Venereal  diseases  still  constitute,  numerically, 
South  Carolina’s  greatest  health  problem,  the  total 
number  of  diagnosed  cases  being  10,367  as  against  a 
reported  total  of  9,835  cases  of  all  other  communicable 
diseases  combined.  Early  infectious  syphilis,  especially 
among  teenagers,  is  still  on  the  increase. 

At  the  present  time  30  municipalities  are  adding 
fluoride  to  the  adjusted  optimum  level  of  1.0  ppm, 
three  of  which  began  during  the  year.  There  are  25 
towns  in  the  State  which  have  0.7  ppm  or  more 
natural  fluoride  in  their  public  water  supplies. 

Dr.  George  A.  Bunch  has  retired  as  director  of  the 
Dental  Health  Division  effective  July  1,  1964.  He  is 
remaining  on  a part-time  consultation  basis.  A suitable 
successor  is  being  sought. 

A total  of  3,631  mothers  received  services  at 
maternity  medical  clinics  during  1964,  and  public 
health  nurses  made  41,365  home  visits  during  the 
maternity  cycle.  Postnatal  clinics  have  been  conducted 
regularly  in  14  counties  with  an  attendance  of  1,406 
patients. 

There  were  7,007  new  patients  attending  child 
health  clinics  during  1964  with  13,488  return  visits. 
Some  services  were  added  and  others  expanded  in 
order  to  provide  a more  comprehensive  program  of 
health  services  to  an  increased  number  of  children. 

A total  of  271  cases  were  under  care  of  the  Child 
Evaluation  Clinic  of  the  mental  retardation  program 
during  1964.  Children  from  birtli  through  eight  years 
of  age  from  over  the  State  who  appear  to  be  retarded 
are  accepted. 

Two  additional  new  1965-model  200-bed  packaged 
disaster  hospitals  were  received  during  this  report 
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period  and  are  currently  stored  at  Union  and  Beaufort. 
South  Carolina  now  has  25  packaged  disaster  hospitals 
stored  strategically  throughout  the  State.  In  addition, 
we  have  one  200-bed  packaged  disaster  hospital  which 
is  used  as  a training  unit  and  is  stored  at  the  County 
Hall,  Charleston.  The  training  unit  is  used  to  train 
professional  medical,  allied  health  (dentists,  nurses, 
veterinarians)  and  lay  personnel.  It  is  also  used  for 
demonstration  and  exhibition  purposes. 

The  Medical  Self-Help  Training  Program  is  a con- 
tinuing one  and  is  a vital  part  of  the  total  health 
mobilization  program.  It  is  designed  to  ( 1 ) teach  mil- 
lions of  Americans  the  basic  knowledge  needed  to  pre- 
serve life  and  health  in  all  kinds  of  disasters,  especially 
when  without  the  services  of  a physician,  and  to  (2) 
instill  among  the  civilian  population  confidence  in 
their  ability  to  survive,  along  with  the  skills  to  make 
them  self-reliant  following  a disaster. 

The  second  workshop  in  syphilis  serology  was  held 
in  February,  1964,  and  attended  by  14  participants 
from  nine  hospitals  throughout  South  Carolina.  The 
evaluation  program  in  this  section,  in  which  our  lab- 
oratory serves  as  reference  laboratory,  has  been  con- 
tinued with  increased  participation. 

Six  members  of  the  laboratory  staff  attended  courses 
at  the  Communicable  Disease  Center  which  included 
medical  bacteriology  and  laboratory  methods  in  the 
diagnosis  of  rabies,  syphilis,  and  pulmonary  mycoses. 

The  South  Carolina  State  Board  of  Health,  in  co- 
operation with  the  Water  Pollution  Control  Authority, 
has  developed  an  effective  radiological  laboratory,  de- 
signed to  monitor  the  environment  generally  and  to 
perform  duties  as  may  be  indicated  in  connection  with 
the  utilization  of  radioactive  materials  for  any  purpose 
throughout  the  State. 

There  is  a strong  liaison  between  the  Engineering 
Division  and  the  South  Carolina  Water  Pollution  Con- 
trol Authority.  All  matters  of  mutual  interest  are  dis- 
cussed in  the  light  of  common  benefit,  leading  to  an 
appropriate  solution  for  the  betterment  of  health  con- 
ditions throughout  South  Carolina. 

Observation  of  the  operation  of  this  Division  indi- 
cates the  need  of  additional  personnel  to  keep  pace 
with  the  ever-expanding  industrial  picture  of  South 
Carolina  and  the  attendant  problems  associated  with 
explosive  population  increases. 

The  continuing  movement  of  industry  into  the  State 
of  South  Carolina  is  accelerating  the  increase  in  popu- 
lation which  in  turn  results  in  an  ever-expanding  pro- 
gram for  registering  births,  deaths,  fetal  deaths,  mar- 
riages, divorces,  and  annulments  along  with  the  sup- 
plemental documents  necessary  for  correcting  and 
amending  the  original  documents. 

During  the  year  the  State  Board  of  Health  main- 
tained a library  of  some  402  health  films  and 
processed  and  distributed  an  average  of  164  films 
monthly,  providing  nearly  4,756  showings  before 
more  than  243,797  South  Carolinians.  More  than  42 
pieces  of  audio-visual  equipment  were  provided  on 
loan  each  month,  and  three  classes  in  audio-visual  aids 
techniques  were  conducted.  Exhibits  were  prepared 


Dr.  Swift  Black,  Vice-President 


for  the  State  Fair,  six  county  fairs  and  other  special- 
ized meetings,  and  numerous  lantern  slides  and  photo- 
graphic presentations  were  created.  The  Monthly 
Newsletter,  periodic  news  releases  of  public  health 
interest,  and  the  Annual  Report  were  prepared  and 
distributed.  One  orientation  institute  for  new  em- 
ployees was  conducted. 

In  cooperation  with  federal,  state,  and  local  authori- 
ties the  program  of  investigations  and  prosecutions  of 
alleged  irregularities  and  violations  of  the  various  drug 
laws  of  South  Carolina  has  continued. 

During  the  year  54  defendants  were  convicted  in 
the  State  Courts  on  charges  of  violation  of  drug  laws. 
Twenty-nine  of  these  were  charged  with  violation  of 
the  Narcotic  Act,  17  with  violation  of  the  Dangerous 
Drugs  Act,  six  for  violation  of  the  Barbiturate  Act,  and 
two  for  violation  of  the  Pharmacy  Act.  Thirteen  cases 
are  pending  before  the  courts  as  of  December  31. 
Among  the  defendants  convicted  and  pending  are 
three  physicians,  seven  pharmacists,  and  two  nurses. 
Seven  physicians  voluntarily  surrendered  their  Nar- 
cotic Tax  Stamps,  five  were  involved  with  addiction 
and  with  irregularities  in  prescribing  for  addicts.  All 
violations  by  professional  persons  were  reported  to 
their  respective  licensing  boards.  Actions  taken  by 
these  boards  resulted  in  suspension  or  revocation  of 
the  professional  licenses. 

The  year  saw  an  increase  in  the  total  number  of 
employees  of  the  State  Board  of  Health  from  1009  to 
1063.  The  increase  of  new  employees  is  attributed  to 
expansion  of  services  on  several  of  our  established 
programs.  The  services  of  five  employees  were  ter- 
minated by  death  and  five  by  retirement.  We  had  an 
overall  personnel  turnover  of  approximately  12%. 
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The  Committee  To  Review  Economic  and 
Professional  Practices  and  Policies  of 
Hospital  and  State  Institutions  and  Agencies 
Whose  Work  Deals  With  The  Practice  of 
Medicine 

This  committee  was  appointed  by  the  South 
Carolina  Medical  Association  Council  in 
October  of  1964.  This  was  established  under 
the  following  resolutions  of  the  South  Carolina 
Medical  Association  in  May  of  1964. 

“Resolved  that  there  be  established  a Standing 
Committee  of  the  South  Carolina  Medical  Asso- 
ciation for  review  of  professional  and  economic 
policies  and  practices  of  hospitals  and  of  the  state 
institutions  and  agencies  whose  work  deals  with 
the  practice  of  medicine,  with  regard  to  their 
being  in  the  best  interest  of  medical  care;  the 
Committee  to  consist  of  five  members  appointed 
by  Council  in  such  a manner  that  one  member 
retires  each  year.  No  member  may  serve  more 
than  two  consecutive  terms.” 

This  committee  met  on  December  5,  1964  and  Janu- 
ary 13,  1965  in  Columbia.  Four  of  the  five  members 
being  present  at  each  meeting.  The  objects  and  the 
purposes  of  the  committee  were  discussed  at  length 
and  in  some  detail  by  all  members.  Inasmuch  as  no 
definitive  suggestion  or  complaint  has  been  forwarded 
to  the  committee,  there  is  nothing  in  this  regard  to  re- 
port. 

It  is  felt  by  the  members  of  this  committee  that  one 
of  the  facets  of  our  endeavor  should  be  to  act  as  a 
liaison  group  between  the  various  state  institutions 


dealing  with  the  care  of  the  patient  and  the  South 
Carolina  Medical  Association.  It  is  further  thought 
that  we  should  meet  as  a group  with  these  various  in- 
stitutions during  the  coming  year.  The  purpose  of 
such  meetings  would  be  to  represent  the  South  Caro- 
lina Medical  Association  as  a medium  of  communica- 
tion between  such  institutions  and  the  private  practi- 
tioners. 

William  H.  Hunter,  M.  D.,  Chairman 


Committee  to  Work  with  the  Coaches’ 
Association  of  High  Schools  in 
South  Carolina 

The  Committee  met  on  February  25,  1965. 

Those  present  were:  Dr.  Ralph  P.  Baker,  District  3; 
Dr.  James  L.  Hughes,  District  5;  Dr.  Charles  H. 
Andrews;  District  7;  Dr.  W.  Ray  Henderson,  Jr., 
District  9;  Dr.  Judson  Hair,  Clemson  University  and 
Dr.  C.  Tucker  Weston,  Columbia,  South  Carolina, 
Chairman. 

The  meeting  was  opened  by  the  chairman  and  gen- 
eral discussion  followed  as  to  the  purpose  of  the  com- 
mittee. The  resolution  of  Dr.  James  L.  Hughes  of 
Lancaster  was  that  a committee  be  formed  to  work 
with  the  Coaches’  Association  of  the  High  Schools  of 
South  Carolina  to  study  the  idea  of  providing  medical 
care  at  all  high  school  football  games.  It  was  the 
unanimous  consensus  of  all  those  in  attendance  that 
this,  certainly,  should  be  done  but  it  was,  also,  felt  that 
the  scope  of  the  committee  should  go  further  in  pro- 
viding a liaison  between  the  South  Carolina  Coaches 
Association  and  the  South  Carolina  Medical  Associa- 
tion with  a view  to  determining  and  developing  better 
medical  care  and  prevention  of  injuries  in  all  Inter- 
scholastic  sports. 

Dr.  Judson  Hair  had  been  invited  because  of  his 
deep  interest  as  team  physician  of  the  Athletic  De- 
partment of  Clemson  University.  It  is  his  belief  that 
the  South  Carolina  Medical  Association  should  spon- 
sor educational  opportunities  for  its  members  to  pre- 
pare them  to  face  the  many  problems  of  the  young 
athlete.  He  was  particularly  interested  in  promoting 
the  idea  of  a sports  seminar. 

The  Chairman  presented  a paper  by  Dr.  Fred  L. 
Allman,  Jr.,  of  Atlanta,  Georgia,  on  the  program  for 
the  prevention  and  treatment  of  high  school  injuries. 
All  of  the  members  present  endorsed  this  program  as 
outlined  in  Dr.  Allman’s  paper  and  felt  that  we  should 
do  all  in  our  power  to  implement  it. 

The  following  recommendations  were  adopted 
unanimously: 

1.  That  a committee  on  the  medical  aspects  of 
sports  should  be  a standing  committee  of  the 
South  Carolina  Medical  Association. 

2.  Every  high  school  participating  in  football 
should  have  a team  physician  to  coordinate  the 
medical  aspects  of  the  sport. 

3.  Interest  should  be  stimulated  among  the  prac- 
ticing physicians  in  sports  medicine  to  equip 
them  to  handle  better  the  job  of  team  physician 
in  the  high  schools  in  their  area. 
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4.  Seminars  on  sports  medicine  in  South  Carolina 
should  be  sponsored  and  directed  at  both  team 
physicians  and  coaches.  This  is  a proven  way  to 
improve  the  proficiency  of  the  physician  and 
increase  his  understanding  of  the  problems  of 
the  young  athlete.  At  the  same  time,  the  coach 
is  given  a clearer  understanding  of  his  position 
in  the  sports  medical  team. 

5.  The  committee  recommends  that  the  South 
Carolina  Coaches’  Association  be  asked  to  ap- 
point a similar  committee  as  a liaison  committee 
to  work  with  the  standing  committee  of  the 
South  Carolina  Medical  Association. 

6.  This  committee  should  work  with  the  com- 
mittees of  the  Coaches  and  the  Educators  to 
work  toward  providing  a state  wide  insurance 
program  on  a group  basis  for  adequate  coverage 
of  the  school  athlete. 

7.  The  committee  recommends  that  an  earnest 
endeavor  be  made  to  have  medical  coverage 
with  physicians  in  attendance  at  all  contact 
sports  events  in  the  athletic  programs  of  the 
schools. 

8.  The  committee  recommends  that  consideration 
be  given  and  adequate  pre-participation  physi- 
cal examinations  be  outlined  and  done  on  all 
those  participating  in  school  athletics. 

9.  The  committee  recommends  that  the  A.M.A. 
proceedings  of  the  Sixth  National  Conference 
on  the  Medical  Aspects  of  Sports  be  obtained 


Dr.  Howard  Stokes,  Treasurer 


through  the  South  Carolina  Medical  Association 
to  have  copies  available  to  distribute  to  the 
participating  physician  and  coaches. 

10.  The  committee  recommends  and  requests  coun- 
cil to  approve  of  holding  a seminar  on  the 
medical  aspects  of  sports  for  the  coaches,  physi- 
cians, trainers,  educators.  The  seminar  would  be 
sponsored  by  the  Medical  Association  of  South 
Carolina;  South  Carolina  Coaches  Association; 
South  Carolina  High  School  Association;  South 
Carolina  Department  of  Education;  South 
Carolina  Dental  Association  and  the  South 
Carolina  Department  of  Public  Health.  The 
committee  requests  that  it  be  allowed  to  have 
this  seminar  in  Columbia  on  May  16  and  17, 
1965. 

To  implement  the  seminar,  a program  committee 
consisting  of  Dr.  James  L.  Hughes,  Chairman;  Dr. 
Judson  Hair,  of  Clemson  University  and  Dr.  W.  Ray 
Henderson,  Jr.  was  appointed  and  the  program  is 
being  developed.  A second  committee  consisting  of  Dr. 
Charles  Andrews,  Dr.  Ralph  Baker  and  Dr.  C.  Tucker 
Weston  was  appointed  to  arrange  for  a meeting  place 
and  other  details  of  holding  the  seminar. 

The  committee  requests  assistance  from  the  South 
Carolina  Medical  Association  in  preparing  copies  of 
the  talk  of  Dr.  Fred  Allman  for  distribution  and  study. 
It,  also,  requests  assistance  in  printing  of  the  program 
and  mailing  of  notices  to  the  members  of  the  South 
Carolina  Medical  Association. 

C.  Tucker  Weston,  M.  D.,  Chairman 


Committee  of  Nursing-  Education 
South  Carolina  Medical  Association 

I he  Committee  on  Nursing  Education  met  with 
the  President  of  the  South  Carolina  Nurses  Associa- 
tion, Miss  Virginia  C.  Phillips  and  Miss  Dora  D. 
McNeill,  Executive  Secretary.  Miss  Phillips  was  going 
to  get  in  touch  with  us  after  the  South  Carolina 
Nurses  Association  had  its  meeting. 

We  also  had  a meeting  with  The  Governor’s  Com- 
mittee To  Lend  Support  To  Nursing  in  South  Caro- 
lina. The  latter  report  has  been  submitted  to  the 
Legislature  recommending  that: 

1.  Associate  degree  nursing  educational  programs 
be  established  in  conjunction  with  State  Colleges  and 
Universities. 

2.  The  baccalaureate  nursing  educational  program 
at  the  University  of  South  Carolina  be  continued  and 
that  a graduate  program  in  nursing  education  be 
established  immediately. 

•3.  Two  more  baccalaureate  programs  be  initiated 
with  one  at  the  Medical  College  at  Charleston  and 
one  in  the  Piedmont  area. 

4.  The  existing  diploma  nursing  educational  pro- 
grams at  local  hospitals  be  commended  and  continued 
financial  support  be  given  by  the  State. 

The  Committee  consulted  also  with  the  President 
of  the  South  Carolina  Medical  Association  regarding 
this  report  and  other  medical  problems  that  were 
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being  discussed  in  the  General  Assembly,  and  it  was 
decided  that  no  legislative  changes  would  be  recom- 
mended this  year. 

Your  committee  would  like  to  have  any  sug- 
gestions that  you  have  to  offer. 

James  H.  Gressette,  \1.  D.,  Chairman 


Advisory  Committee  To  Dept,  of  Public 
Welfare 

The  committee  had  no  call  for  its  action,  therefore 
there  is  no  report. 

Clay  W.  Evatt,  M.  D.,  Chairman 


Committee  on  Coroners  - Medical  Examiners 
System 

This  committee  had  planned  to  submit  a Bill  to  the 
South  Carolina  Legislature  for  their  consideration  early 
in  the  session  along  the  lines  of  proposals  previously 
made  and  approved  by  the  South  Carolina  Medical 
Association.  This  Bill  would  have  included  plans  for  a 
central  laboratory  for  toxicological  and  medical  legal 
analysis  to  be  directed  by  a forensic  pathologist  who 
would  be  designated  as  chief  state  medical  examiner. 
Along  with  this  central  laboratory  a system  of  deputy 
medical  examiners  was  proposed  who  could  work  in 
conjunction  with  the  local  coroners  in  the  investiga- 
tion of  deaths  of  medical  legal  importance. 

Submission  of  the  proposed  legislation  was  delayed 
and  this  Bill  is  now  in  final  draft  form  for  submission 
to  the  legislature.  A hearing  before  the  Medical  Affairs 
Committee  of  the  Senate  has  been  requested.  Because 
of  the  need  for  a state  appropriation  to  set  up  this 
program,  it  is  doubtful  that  the  Bill  can  be  enacted  in 
this  session  of  legislature.  However,  it  is  hoped  that 
presentation  at  this  time  will  enable  the  legislators  to 
become  familiar  with  the  contents  of  the  Bill  and 
more  particularly  with  the  need  for  the  Bill.  Thus, 
when  an  appropriation  is  requested,  an  intelligent 
evaluation  may  be  obtained  from  our  representatives. 

E.  A.  Dreskin,  M.  D.,  Chairman 


Mediation  Committee 

The  Mediation  Committee  has  investigated  and 
made  recommendations  in  several  cases,  at  the  request 
of  the  Office  of  Dependents  Medical  Care,  concern- 
ing fees  charged  by  physicians.  Most  of  these  cases 
were  handled  by  correspondence  with  the  committee 
members.  There  was  a full  meeting  of  the  Committee 
in  Columbia  3 March  1965  concerning  several  cases 
which  could  not  be  handled  by  correspondence. 

S.  O.  Cantey,  Jr.,  M.  D.,  Chairman 


Committee  on  Liaison  with  Allied 
Professions 

This  committee  had  no  meetings  and  has  no  report. 


Advisory  Committee  to  the 
Woman’s  Auxiliary 

This  committee  held  no  meetings  during  the  year 
and  has  no  report. 

Guy  Castles,  M.  D.,  Chairman 


Dr.  .Joseph  Cain, 
AM  A Delegate 


Benevolence  Fund  Report 

During  1964  the  Benevolence  Fund  received  an  ap- 
propriation from  the  South  Carolina  Medical  Associa- 
tion and  several  donations  from  the  various  county 
medical  auxiliaries.  At  the  present  time  we  have  only 
one  recipient  who  is  receiving  monthly  checks  of 
$ 100.00.  It  is  likely  that  this  same  recipient  will  con- 
tinue to  need  assistance  for  the  remainder  of  his  life 
and  we  suggest  that  it  be  continued. 


A detailed  report  for  1964  is  listed  below.  A sup- 
plementary report  will  be  made  at  the  House  of  Dele- 
gates Meeting  in  May  if  there  are  any  further  con- 

tributions. 

Balance  on  Hand  January  1,  1964 
Receipts  1964: 

$1,277.50 

Appropriated  by  Association  1,200.00 

Greenville  County  Auxiliary 

300.00 

Lancaster  County  Auxiliary 

10.00 

Sumter  County  Auxiliary 

10.00 

Anderson  County  Auxiliary 

50.00 

Horry  County  Auxiliary 

10.00 

Newberry  County  Auxiliary 

5.00 

Y'ork  County  Auxiliary 

25.00 

Charleston  County  Auxiliary 

71.50 

Spartanburg  County  Auxiliary 

60.00 

Columbia  County  Auxiliary 
Barnwell  County  Auxiliary 

100.00 

(A.  D.  Gantt) 

5.00 

1,846.50 

Total 

$3,124.00 

Disbursements: 

Recipient  A — 12  months  (S'  $100.00 
Balance  on  Hand  January  1,  1965 
February  17,  1965 

1,200.00 

$1,924.00 

Thos.  G.  Goldsmith,  M. 

D.,  Chairman 
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Dr.  George  Dean  Johnson, 
AMA  Delegate 


Committee  on  Accident  Prevention 

This  committee  has  had  no  formal  meetings  this 
year.  The  chairman  has  met  with  the  American  Acad- 
emy of  Pediatrics  Accident  Committee  and  consulted 
with  the  State  Pharmaceutical  Association. 

Henry  W.  Moore,  M.  D.,  Chairman 


Health  Insurance  Committee 

The  Committee  has  not  met  this  year  but  the  Chair- 
man has  been  in  touch  by  telephone  and  letter  with 
Dr.  W.  B.  Mills  of  the  Health  Insurance  Council. 

Enclosed  is  a copy  of  the  new  short  form  insurance 
blank  used  for  all  conditions  whether  medical,  surgi- 
cal, pregnancy  or  what.  This  has  just  come  off  the 
press. 

The  Committee  would  like  to  recommend  that  this 
form  be  put  in  the  Bulletin  and  doctors  reminded  that 
it  is  set  up  for  typewriter  tabs  so  that  the  secretary 
can  become  familiar  with  it,  can  type  it  out  with  the 
condition  covered  and  send  it  in  to  any  insurance 
company  along  with  the  blank  that  they  send  you  and 
it  will  be  accepted. 

As  soon  as  the  Committee  can  obtain  enough  copies 
of  this  blank,  we  plan  to  send  a copy  of  it  along  with 
a letter  of  explanation  to  each  doctor. 

The  only  problem  is  that  there  is  no  one  to  furnish 
the  money  for  the  printing  of  the  blanks,  so  each  doc- 
tor will  have  to  print  his  own  blanks.  However,  the 
time  saved  as  the  secretary  becomes  familiar  with  the 
blank,  can  fill  it  out  quickly,  and  all  the  doctor  has 
to  do  is  sign  his  name  may  make  the  expense  worth- 
while. 

Wm.  T.  Hendrix,  M.  D.,  Chairman 


Committee  on  Legislation  and  Public 
Relations 

This  meeting  was  held  in  the  Columbia  Hotel, 
Columbia,  South  Carolina,  September  30,  1964.  The 
meeting  was  called  to  order  at  2:40  p.  m.  by  the 
Chairman.  Members  present  were  Dr.  C.  Tucker 
Westcn  of  Columbia  and  Dr.  Donald  G.  Kilgore,  Jr.  of 
Greenville,  Chairman.  Ex-officio  member  present  was 
Mr.  M.  L.  Meadors,  Executive  Secretary  and  Council 
ot  the  South  Carolina  Medical  Association.  Not  present 
were  Dr.  J.  D.  Gilland  of  Conway,  Dr.  Henry  L. 
Laffitte  of  Allendale,  Dr.  Harold  S.  Pettit  of  Charles- 
ton, and  Dr.  Hugh  H.  Wells  of  Seneca. 

The  first  item  on  the  agenda  was  a discussion  of  a 
“Battered  Child”  law  for  South  Carolina  as  recom- 
mended by  the  House  of  Delegates  last  May.  After 
examination  of  laws  passed  in  various  states  it  was 
recommended  that  the  following  points  be  included  in 
a law  for  South  Carolina. 

1.  That  “abuse”  should  include  not  only  physical 
injury  but  also  deliberate  or  neglectful  starvation 
as  well  as  any  other  more  subtle  forms  of  child 
abuse. 

2.  That  not  only  physicians  but  also  nurses, 
teachers,  lawyers,  social  workers  and  any  other 
professional  worker  concerned  with  child  care  be 
required  to  report  possible  abuse. 

3.  That  the  matter  be  reported  by  telephone  fol- 
lowed by  written  report  to  the  juvenile  court 
judge.  If  a juvenile  court  does  not  exist  in  the 
county,  then  the  probate  judge  is  to  be  notified. 

4.  That  anyone  participating  in  the  making  of  a re- 
port persuant  to  the  law  be  immune  for  any  civil 
or  criminal  liability  unless  such  a person  acted  in 
bad  faith  or  with  malicious  purpose. 

5.  Failure  to  submit  such  a report  should  be  con- 
sidered a misdemeanor  subject  to  not  over  30 
days  imprisonment  or  $100.00  fine  or  both. 

The  Chairman  was  to  see  that  this  bill  was  intro- 
duced into  the  legislature. 

The  next  item  was  a discussion  of  a law  author- 
izing physicians  and  surgeons  to  perforin  sterilization 
operations  providing  permission  be  given  in  writing 
by  the  involved  person  and  his  or  her  spouse  after  a 
waiting  period  of  30  days.  Such  a law  would  also  per- 
mit the  performancy  of  vasectomy  or  salpingectomy  on 
any  unmarried  minor  under  the  age  of  21  when  so  re- 
quested in  writing  by  such  a minor  providing  that  the 
circuit  court  of  the  county  or  the  corporation  court  of 
the  city  in  which  such  a minor  resides  on  a recom- 
mendation by  the  parents  or  guardian  of  a child  shall 
determine  if  the  operation  is  in  the  best  interest  of 
such  a minor  and  give  a court  order  authorizing  the 
physician  or  surgeon  to  perform  such  an  operation. 
Subject  to  the  rules  of  law  applicable  to  negligence  no 
physician  or  surgeon  licensed  by  the  state  would  be 
held  liable  for  having  performed  a vasectomy  or 
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salpingectomy  authorized  by  the  provisions  of  this  act. 
In  essence,  this  follows  the  Virginia  law  on  the  subject. 

The  next  item  of  business  was  a proposed  law  re- 
quiring manditory  seat  belts  on  all  automobiles  sold  in 
South  Carolina  after  January  1,  1966.  It  was  felt  that 
this  bill  failed  last  year  because  it  required  seat  belts 
to  be  installed  in  both  front  and  back  seats.  If  front 
seat  belts  only  were  required,  it  is  felt  that  this  law 
might  have  a better  chance  of  passing. 

A proposed  law  requiring  periodic  reexamination  of 
drivers  was  to  be  studied  regarding  feasibility  of  pass- 
age. It  was  felt  that  at  least  an  eye  reexamination 
should  be  done.  Members  were  urged  to  give  this  mat- 
ter their  consideration  for  the  next  meeting. 

The  Chairman  introduced  a letter  from  the  Presi- 
dent concerning  the  inclusion  of  blood  in  medical  in- 
surance policies.  It  was  pointed  out  that  the  American 
Association  of  Blood  Banks  and  the  American  Medical 
Association  along  with  Blue  Cross  and  those  insurance 
Companies  represented  in  the  Health  Insurance  Coun- 
cil have  all  taken  a stand  that  the  volunteer  donor  is 
the  backbone  of  this  country’s  blood  banks.  When  an 
insurance  premium  takes  the  place  of  the  volunteer 
donor,  the  sources  of  good  blood  wither;  and  blood 
banks  soon  find  they  are  almost  required  to  take  blood 
from  unsatisfactory  sources.  The  committee  recom- 
mended opposition  to  blood  donor  insurance  on  a 
strictly  monetary  basis.  However  the  committee  ap- 
proved any  blood  assurance  plan  where  the  individual 
member  was  given  the  option  of  donating  blood  or 
paying  a specific  fee. 

Dr.  Weston  asked  for  the  progress  in  obtaining  a 
Medical  Examiner  Law  for  South  Carolina.  Mr. 
Meadors  said  that  an  opinion  had  been  promised  by 
the  Attorney  General  but  had  not  yet  been  forth- 
coming. It  was  mentioned  that  Dr.  Strother  Pope  and 
Senator  Walter  Bristow  had  agreed  to  introduce  such 
a bill  into  the  Senate  next  year.  Dr.  Weston  agreed  to 
check  on  the  progress  of  this  collaborative  effort. 

Mr.  Meadors  brought  before  the  committee  the 
AMA  proposal  that  the  South  Carolina  Medical  Asso- 
ciation insert  newspaper  advertisements  during  the 
month  of  October  to  publicize  the  Kerr-Mills  Act  in 
South  Carolina  as  an  answer  to  the  King-Anderson 
Bill.  He  felt  that  the  Council  would  like  a recom- 
mendation from  the  committee.  The  committee  recom- 
mended approval  of  the  South  Carolina  Medical  Asso- 
ciation participation  in  the  plan. 

There  being  no  further  business  the  meeting  was 
adjourned  at  4:15  p.  m. 

Donald  G.  Kilgore,  Jr.,  M.  D.,  Chairman 


The  Newer  Pathology 
as  Interpreted  by  the  New  Stenographer 

Received — 4 months  macerated  gestation. 
Specimen  is  a prepuce  measuring  15  cm. 
crown-rump  length  showing  extreme  decrees 
[degrees]  of  maturation  [maceration].  Bones 


are  deluded  of  tissue.  (No  specific  regions  are 
seen ) 

Waldorf  sinus  tract  — [Walled-off  sinus 
tract] 

Well-circumcised  mess  — (Well  circum- 
scribed mass) 

Blood  pneumonia  level — (blood  ammonia 
level ) 

Freedom  Test — (Friedmann  Test) 

Organs  respectfully  removed — [inspected  & 
removed  ] 

This  is  consistant  with  an  adenocarcinoma 
which  most  probably  arises  from  a box  [bron- 
chus] 

Fur-lined  valley — (foramen  ovale) 
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Some  of 
your  best  friends 
are  rats. 


They  could  help  save  your  life 
through  research  — in  the  labora- 
tories where  the  unceasing  war 
against  cancer  is  fought.  Like  all 
wars,  it  is  expensive  to  wage. 

Last  year  the  American 
Cancer  Society  spent 
$12,000,000  on  research. 

Send  your  check  to  “Can- 
cer” c/o  Postmaster.  To 
cure  more,  give  more. 
AMERICAN  CANCER  SOCIETY 
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BLUE  CROSS  . . . BLUE  SHIELD 


Blue  Shield  Provides  For  The  Elderly 

Those  who  deride  or  ignore  the  efforts  of  voluntary 
health  insurance  plans  in  providing  protection  for 
those  over  65  refuse  to  look  at  the  facts.  A look  at  the 
efforts  of  Blue  Shield  in  providing  such  protection  is 
most  enlightening. 

Blue  Shield  membership  now  includes  more  than  4 
million  persons  past  65,  better  than  8 per  cent  of  the 
entire  Blue  Shield  membership.  In  1951,  1 million 
people,  5 per  cent  of  Blue  Shield’s  entire  membership, 
were  over  65. 

It  is  particularly  significant  that  while  total  Blue 
Shield  membership  during  the  18  months  ending  last 
December  31  increased  approximately  5%  per  cent, 
the  number  of  persons  over  65  covered  by  Blue  Shield 
increased  21  per  cent.  Thus,  the  growth  rate  of  cover- 
age for  those  over  65  is  nearly  four  times  that  of  all 
other  age  groups  combined. 

In  1959,  only  10  Blue  Shield  plans  offered  individ- 
ual non-group  membership  without  age  limit.  Today, 
73  out  of  the  74  United  States  Blue  Shield  plans, 
representing  over  99  per  cent  of  the  total  membership 
in  this  country,  have  available  individual  non-group 
coverage  for  persons  over  65. 

Apart  from  Blue  Shield’s  progress  in  providing 
health  insurance  coverage  on  an  individual  basis  to 
those  over  65,  a more  significant  development  has 
been  the  increasing  practice  of  both  local  and  national 
labor  and  management  groups  to  negotiate  a provision 
in  their  health  and  welfare  programs  for  the  continued 
coverage  of  retired  employees  under  the  same  arrange- 
ments and  conditions  as  apply  to  their  active  em- 
ployees. 

A good  example  is  the  pattern  adopted  by  the  fed- 
eral government  for  its  retiring  employees.  Blue 
Shield,  with  Blue  Cross,  covers  over  3,500,000  federal 
employees  and  their  dependents.  Each  year,  more  than 
25,000  retiring  federal  employees  take  their  Blue 
Shield  protection  into  retirement.  These  retired  federal 
employees,  like  many  retiring  from  private  industry, 
are  assisted  by  their  former  employer  in  continuing 
their  health  coverage. 

Proponents  of  Medicare  claim  that  figures  on  the 
number  of  persons  over  65  covered  by  voluntary 
health  insurance  are  misleading  because  in  most  cases 
only  the  barest  minimal  coverage  is  provided.  Blue 
Shield  spikes  that  theory  by  pointing  out  65  of  73  Blue 
Shield  plans  pay  for  the  entire  cost  of  the  medical-sur- 
gical protection  of  those  over  65.  The  “paid-in-full” 
benefits  apply  to  Blue  Shield  senior  citizens  even  more 
completely  than  to  members  under  65. 

Blue  Shield  realizes  that  those  over  65  represent 
special  health  problems,  as  do  the  chronically  ill,  the 


handicapped,  and  the  indigent.  In  these  cases,  Blue 
Shield  brings  the  resources  of  the  entire  community 
to  bear  upon  these  special  problems. 

In  its  25  year  history,  Blue  Shield  membership  has 
grown  to  over  53  million  persons.  The  number  of 
those  covered  by  voluntary  health  insurance  in  the 
United  States  has  reached  145  million,  77  per  cent  of 
the  entire  population. 

Blue  Shield  feels  that  the  proportion  of  the  over-65 
population  covered  by  voluntary  health  insurance  will 
soon  match  that  of  the  entire  population,  with  the 
quantity  and  quality  of  coverage  for  all  people  regard- 
less of  age  continuing  to  improve  at  a rapid  pace. 


Expenditures  for  Medical  Research 

Expenditures  for  medical  research  in  the  United 
States  during  1963  amounted  to  approximately  $1,470 
million  with  a further  $99  million  spent  by  the  fed- 
eral government  on  new  buildings  for  research.  Ex- 
cluding the  amount  spent  for  construction,  about  two- 
thirds  of  this  money  came  from  government  funds 
and  one-quarter  from  the  pharmaceutical  industry. 
The  remaining  one-tenth  was  from  contributions  of 
private  foundations  and  other  private  sources. 
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News 


Dr.  Dantzler  Named  Assistant  State  Health 
Officer 

Dr.  Malcolm  U.  Dantzler,  director  of  the  Charleston 
County  Health  Department,  was  named  assistant  state 
health  officer. 

fie  will  succeed  the  late  Dr.  C.  L.  Guyton. 

Dr.  E.  Kenneth  Aycock,  assistant  director  of  the 
State  Health  Department’s  Division  of  Maternal  and 
Child  Health,  will  succeed  Dr.  Dantzler  at  Charleston. 

The  change  will  be  fully  effective  by  June. 

Dr.  Dantzler  succeeded  Dr.  Leon  Banov  as  director 
of  the  County  Health  Department  in  May,  1961.  He 
had  been  assistant  director  since  June  1,  1957.  He 
assumed  the  job  after  receiving  a master  of  public 
health  degree  from  the  University  of  North  Carolina. 
He  began  post-graduate  training  at  the  university  in 
September,  1956,  in  preparation  for  the  position  here. 

Dr.  Dantzler  is  a member  of  Phi  Beta  Kappa  and 
was  first  honor  graduate  at  the  University  of  South 
Carolina  in  1940  and  at  the  Medical  College  of  S.  C. 
in  1950. 

He  served  as  health  officer  for  Dillon  and  Marion 
counties  from  July,  1951,  to  September,  1956,  and 
also  for  Georgetown  County,  March,  1953,  until 
September,  1956. 

Dr.  Dantzler  served  in  the  Air  Force  during  World 
War  II  and  is  a senior  assistant  surgeon  in  the  U.  S. 
Public  Health  Service. 

He  is  a member  of  several  state  and  local  medical 
and  public  health  societies  and  has  served  as  president 
of  tlie  South  Carolina  Public  Health  Association. 


Dr.  John  F.  McLaughlin 

Dr.  John  F.  McLaughlin  of  Ehrhardt  is  the  new 
president  of  the  Edisto  Medical  Society.  Dr.  James 
Wells,  immediate  past  president,  is  serving  as  vice 
president  and  Dr.  John  Rembert  of  Orangeburg  is  the 
secretary-treasurer. 


Dr.  Helen  Llewelyn  Is  Director  Of  Lancaster 
Health  Department 

Dr.  Helen  Llewelyn  has  assumed  the  duties  of 
Director  of  the  Lancaster  County  Health  Department. 

Since  moving  to  Lancaster  in  1954,  Dr.  Llewelyn 
served  as  a resident  physician  at  Marion  Sims  Mem- 
orial Hospital  and  also  assisted  in  surgery  there.  She 
also  directed  a clinic  for  the  detection  of  cancer  for 
The  Springs  Cotton  Mill. 

Prior  to  moving  to  Lancaster  Dr.  Llewelyn  was  en- 
gaged in  private  practice  for  a period  of  15  years  in 
Maryland. 


Dr.  L.  B.  Keels  Opens  Office  in  Manning 

Dr.  L.  B.  Keels  has  opened  offices  in  the  Manning 
Shopping  Center  and  will  serve  the  public  in  general 
surgery. 

He  is  a graduate  of  the  University  of  South  Caro- 
lina with  a B.  S.  degree,  and  received  his  MD  degree 
at  the  Medical  College  of  South  Carolina.  He  has 
been  certified  by  the  American  Board  of  Surgeons, 
and  is  a member  of  numerous  professional  associations. 


Recommendation  Concerning  The 
Prophylaxis  of  Rubella 

Tlie  epidemic  of  rubella  in  the  United  States  in 
1963-64  has  highlighted  the  importance  of  reviewing 
current  recommendations  for  the  use  of  human  im- 
mune ( gamma ) globulin  in  the  prevention  of  rubella 
during  pregnancy.  In  the  absence  of  definitive  data  to 
support  or  reject  its  use,  physicians  have  continued  to 
use  it  in  the  hope  that  a few  malformations  might  be 
prevented.  This  creates  an  acute  shortage  of  human 
immune  globulin  in  epidemic  years,  a useless  expense 
for  families  if  it  is  not  effective,  and  diverts  the 
product  from  other  diseases  where  it  is  of  established 
value. 

Recent  experimental  studies  utilizing  serologic  tests 
and  virus  isolation  in  patients  injected  with  immune 
globulin  and  rubella  virus  suggests  that  immune  glo- 
bulin may  suppress  only  the  clinical  manifestations  of 
rubella  without  preventing  the  occurrence  of  infection 
or  viremia.  It  has  not  been  established  whether  such 
viremia,  in  the  absence  of  other  manifestations  of 
rubella  in  the  first  trimester  of  pregnancy,  can  be 
associated  with  fetal  damage. 

In  the  light  of  recent  data  there  is  less  reason  than 
before  to  justify  the  use  of  immune  globulin  for 
susceptible  women  exposed  to  rubella  during  the  first 
trimester  of  pregnancy.  Physicians  and  others  charged 
with  responsibility  for  advising  patients  should  make 
their  decisions  and  recommendations  for  management 
on  the  assumption  that  there  is  still  no  firm  evidence 
that  immune  globulin  is  effective  in  reducing  the  risk 
of  congenital  anomalies. 

AMERICAN  ACADEMY  OF  PEDIATRICS 
Committee  on  Control  of  Infectious  Diseases 
Committee  on  Congenital  Malformations 


McLeod  Memorial  Scientific  Assembly 

The  Sixteenth  Annual  Frank  Hilton  McLeod  Mem- 
orial Scientific  Assembly  was  held  on  March  18,  1965 
at  Florence.  The  principal  speakers  were  Dr.  Felix 
Wroblewski  of  New  York  and  Dr.  James  Z.  Appel  of 
Lancaster,  Penn.,  President-elect,  American  Medical 
Association. 


118 


The  Journal  of  the  South  Carolina  Medical  Association 


y.  D.  NEWS 


One  Case  of  Infectious  Syphilis — 
Potential  Epidemic 

The  S.  C.  State  Board  of  Health's  Venereal  Disease 
Control  Section  has  demonstrated  on  many  occasions 
the  vital  services  offered  to  private  physicians  and  the 
need  for  them  to  make  use  of  these  services. 

During  the  past  year  there  have  been  numerous 
syphilis  epidemiologic  studies  involving  as  many  as 
400  or  more  patients  and  potential  patients  where  the 
initial  case  was  reported  by  a private  physician  who 
subsequently  requested  the  epidemiologic  services 
offered  by  the  State  Board  of  Health.  The  success  for 
recognizing  the  potential  spread  in  these  “outbreaks” 
goes  to  the  private  physicians  for  rapidly  reporting 
these  cases  and  granting  permission  to  the  healtli  de- 
partment for  interviewing  these  patients.  As  cases 
mounted,  private  physicians  also  examined  and 
treated  many  of  the  contacts  and  suspects. 

Typical  of  these  outbreaks  is  the  Christmas  tree  like 
illustration  on  this  page  entitled  “The  Spread  of 
Syphilis  in  a Community.”  Incidentally,  the  initial 
case  in  the  top  right-hand  corner  was  reported  by  a 
practicing  physician. 

If  syphilis  is  ever  to  be  eradicated  in  our  state, 
private  physicians  must  be  alert  to  the  incidence  of 
early  syphilis  occurring  and  report  these  cases  im- 
mediately to  the  health  department.  Reporting,  how- 
ever, only  constitutes  half  the  job.  The  other  half  is 
the  task  of  locating  every  sex  contact  of  the  patient 
and  bringing  him  or  her  to  medical  examination  and 
treatment  if  indicated. 

The  average  physician  in  the  state  does  not  have 
time  to  devote  to  such  a task,  since  effective  inter- 
viewing and  investigating  are  quite  complex  and  time 
consuming.  The  average  interview  lasts  anywhere  from 
one  hour  to  three  hours.  In  a typical  rural  area  contact 
investigation  requires  plenty  of  time  and  patience. 
Urban  contact  investigation  requires,  of  course,  less 


“Check  what  we’re  giving  Mr.  Snodgrass — his  wife 
says  he’s  making  mad,  passionate  love!’’ 
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time  due  to  the  close  proximity  of  neighborhoods,  etc. 
The  State  Board  of  Health’s  Venereal  Disease  Control 
Section  is  in  a position  to  offer  the  services  of  a pro- 
fessional interviewer-investigator  who  is  trained  to 
handle  confidential  information,  but  most  important, 
is  trained  to  safeguard  and  maintain  doctor-patient 
relationship.  These  personnel  are  rapidly  available  by 
a telephone  call  to  the  V.  D.  Control  Section  of  the 
State  Board  of  Health  in  Columbia  (252-6321,  Ex.  53, 
call  collect ) or  by  contact  with  the  county  health  de- 
partment. 

The  State  Board  of  Health  is  now  pursuing  the 
goal  of  eradication  of  syphilis  through  the  recom- 
mendations by  a Task  Force  Report  to  the  Surgeon 
General,  U.  S.  Public  Health  Service.  Briefly,  this  plan 
is  geared  toward  the  continuous  reduction  of  the 
infectious  syphilis  reservoir  through  effective  epi- 
demiology and  education,  including  epidemiologic 
treatment  of  incubating  cases  among  the  contacts. 

The  State  Board  of  Health  can  move  this  type  of 
program  and  offer  vital  assistance  to  private  physicians 
but  in  the  final  analysis,  it  is  the  practicing  physician 
who  must  make  use  of  that  assistance,  that  is,  make 
the  decision  to  eradicate. 


Greeley ville  Wants  Doctor 

The  town  of  Greeleyville  is  very  much  in  need  of  a 
doctor.  There  is  available  an  office  building,  about  3 
years  old,  with  new  equipment  complete.  There  is  also 
a drug  store  adjoining  the  office.  The  people  of 
Greeleyville  will  be  more  than  glad  to  cooperate  and 
work  with  the  doctor  in  any  way  possible. 

Anyone  interested  can  call  Philip  Joseph,  in 
Greeleyville,  collect,  and  he  will  be  glad  to  make 
arrangements  either  to  go  to  see  the  doctor  or  have 
him  come  here. 
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Dr.  George  Price 

Dr.  Price  was  honored  by  the  Spartanburg  County 
Medical  Society  at  a dinner  meeting.  He  was  pre- 
sented a silver  cup  designating  him  the  1965  re- 
cipient. 

Tlie  52-year-old  recipient  practices  on  Hall  Street, 
moving  there  from  the  Andrews  Building  in  1948.  He 
is  currently  a delegate  of  seven  years  standing  in  the 
American  Academy  of  General  Practice,  and  will 
attend  that  convention  in  April  at  San  Francisco.  Dr. 
Price  has  served  on  the  Executive  Board  at  General 
Hospital  three  times,  was  president  of  the  Spartan- 
burg County  Medical  Society  in  1951  and  vice  presi- 
dent of  the  S.  C.  Academy  of  General  Practice  in 
1957. 

He  is  connected  with  Mountain  View  Nursing 
Home,  where  he  has  performed  geriatric  work.  Dr. 
Price  is  a Fellow  in  the  American  Geriatrics  Society, 
a member  of  the  State,  Southern  and  American  Medi- 
cal Association. 

Dr.  Price  graduated  from  Wofford  College  and  re- 
ceived his  Doctor  of  Medicine  degree  from  Vanderbilt 
University.  He  served  his  internship  and  residency  at 
Duval  County  Medical  Center,  Jacksonville,  Fla. 

Dr.  Price  served  from  1941  to  1946  with  the  U.  S. 
Army  Medical  Corps,  some  of  that  time  attached  to 
the  University  of  Maryland  unit  in  Calcutta,  India. 
He  attained  the  rank  of  major.  A portion  of  his  service 
was  in  the  States. 


Coastal  Medical  Society 

At  a meeting  of  the  Society  on  February  18,  Dr. 
Arthur  Williams  of  Charleston  demonstrated  the  use 
of  the  D-C  Defibrillator. 


Dr.  J.  V.  Black 

The  American  Board  of  Pathology  recently  certi- 
fied Dr.  Joseph  V.  Black  of  Anderson  as  a Diplomate. 


Donald  Gibson  Receives  Award 

Donald  B.  Gibson,  a senior  medical  student  at  the 
Medical  College  of  South  Carolina,  has  recently  been 
awarded  second  prize  in  the  1964  Survey  of  Anes- 
thesiology Essay  Contest.  His  essay  was  entitled  “The 
Case  for  Vasodilator  Therapy:  A New  Approach  to 
the  Management  of  Hemorrhagic  Shock." 


Dr.  David  To  Begin  Practice 

Dr.  George  L.  David,  Jr.,  teaching  fellow  in  general 
surgery  at  The  Medical  College  of  South  Carolina, 
will  establish  a private  practice  in  July  at  Kingstree. 

Dr.  David  graduated  from  Florence  High  School  in 
1950  and  served  in  the  U.  S.  Army  Medical  Corps 
from  1950-52.  After  leaving  the  military  service,  he 
entered  the  University  of  South  Carolina  and  gradu- 
ated in  1959  with  a BS  degree  in  chemistry  and 
biology.  From  1959-60  he  served  in  a rotating  intern- 
ship at  McLeod  Infirmary  in  Florence.  He  entered 
a five  year  general  surgical  residency  at  the  Medical 
College  in  1960. 
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Doctors  in  The  News 

Dr.  Charles  Guy  Castles,  Jr.,  Columbia  physician 
and  an  outstanding  Associate  Reformed  Presbyterian 
Church  layman,  was  the  principal  speaker  at  Family 
Night  services  at  the  First  A.R.P.  Church  recently. 


Dr.  David  F.  Watson,  Greenville  physician  partici- 
pated in  Religious  Emphasis  Week  discussions  at 
Furman  University  February  22-26.  Dr.  Watson  has 
been  a REW  speaker  at  Furman  in  1957  and  1961. 

lie  spoke  to  a seminar  group  on  “Love,  Courtship 
and  Marriage,”  and  conducted  seminars  on  “A  Physi- 
cian Looks  at  Marriage.” 

Dr.  Julian  Hard  of  Kershaw  has  been  named  vice- 
chairman  of  the  1965  Heart  Fund  Campaign  in  Lan- 
caster County. 


Dr.  O.  Rhett  Talbert  of  Charleston  has  won  the 
George  Washington  Honor  Medal  Award  given  by 
Freedoms  Foundation  of  Valley  Forge. 

The  award  to  Dr.  Talbert  was  for  a speech  en- 
titled “What  Can  I Do?”  which  was  delivered  at  the 
Youth  Seminar  sponsored  by  the  Kiwanis  Club  of 
Charleston  and  Charleston  Alert.  The  seminar,  for 
rising  high  school  seniors,  was  held  last  June  at  The 
Citadel  Reach  Club  on  the  Isle  of  Palms.  About  80 
young  persons  attended  the  week-long  session. 


Dr.  Rudolph  Farmer  was  principal  speaker  at  the 


Tuesday  workshop  of  the  South  Carolina  Tuberculosis 
Association  at  the  Columbia  Hotel,  February  23. 

Dr.  Farmer,  director  and  supervisor  of  State  Park 
Sanatorium,  stressed  the  need  for  increased  educa- 
tional activities  and  medical  social  services.  He  called 
for  stepped  up  programs  in  the  fight  against  TB. 


Dr.  E.  L.  Shuler  was  the  recipient  of  the  West- 
minster Rotary  Club’s  Citizen  of  the  Year  award  at  a 
Ladies’  Night  banquet. 


Surgery  Board  Certifies  Dr.  Woodward 

Dr.  Ben  Everett  Woodward  of  Welborn  Clinic  has 
been  certified  by  the  Board  of  Orthopedic  Surgery. 

A native  of  Williston,  Dr.  Woodward  received  his 
bachelor’s  degree  at  the  University  of  South  Carolina 
and  his  medical  degree  from  the  Medical  College  of 
South  Carolina  in  1955. 

He  interned  at  Orangeburg  Regional  Hospital  and 
was  a resident  in  general  surgery  at  Emory  Univer- 
sity Hospital  and  a resident  in  orthopedic  surgery  at 
Grady  Memorial  Hospital. 


Dr.  Price  Completes  Surgical  Exam 

Dr.  Richard  G.  Price,  of  Beaufort,  has  passed  the 
first  phase  of  the  American  Board  of  Surgery  examina- 
tion. 

Dr.  Price,  a surgeon,  has  established  his  office  at 
No.  3 Dowling  Loop.  He  came  to  Beaufort  last  July. 
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Dosage:  V2  to  1 tablet 
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Death 

Dr.  E.  R.  Innis 

Dr.  Emmart  Renshaw  Innis,  a bone  specialist,  died 
February  21  in  a fire  at  his  home  in  Columbia. 

The  50-year-old  physician  was  on  the  staff  of  the 
Veterans  Administration  Hospital  at  Columbia. 

He  was  a native  of  Innis,  La.  and  was  educated 
at  the  Texas  University  Medical  College  and  the 
Campbell  Clinic,  Memphis,  Tenn.  He  was  a World 
War  II  veteran. 
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Book  Reviews 


THE  MASK  OF  SAN- 
ITY, By  Hervey  Cleckley, 
Fourth  Edition.  The  C.  V. 
M o s b y Company,  St. 
Louis,  1964.  510  pp.  $9.75. 

The  present  edition  of 
Cleekley’s  Mask  of  Sanity 
represents  over  a quarter  of 
a century’s  observations  of 
the  Sociopathic  Personality. 
When  the  first  edition  of 
this  book  was  issued  in 
1941,  it  met  with  almost  im- 
mediate success.  The  first  edition  gained  wide  circula- 
tion and  clearly  established  Dr.  Cleckley  as  an 
authority  in  this  challenging  field  of  endeavor.  The 
success  with  which  the  book  met  must  undoubtedly 
have  caused  markedly  mixed  feelings  in  its  author. 
Undoubtedly  he  felt  considerable  pride  in  his  literary 
success  and  professional  recognition,  but  simul- 
taneously must  have  felt  a great  deal  of  frustration 
when  confronted  by  the  requests  from  the  families  of 
Sociopathic  Personalities  for  specific  help. 

From  the  very  beginning  Dr.  Cleckley  made  it  clear 
that  he  did  not  have  the  answer  to  the  treatment  of 
the  Sociopathic  Personality.  Almost  25  years  after  the 
introduction  of  the  first  edition,  effective  treatment  or 
control  of  the  Sociopathic  Personality  is  still  lacking. 
The  very  title  of  this  text  explains  the  reason  why 
treatment  or  control  of  the  Sociopath  is  still  lacking. 
The  anti-social  behavior  of  the  Sociopath  clearly 
delineates  him  from  the  normal  person.  Archaic  laws 
specifying  tests  of  insanity  measure,  mold,  and  fit  to 
the  face  of  the  Sociopath  his  Mask  of  Sanity.  Society 
excludes  from  its  midst  the  confused  psychotic  who 
“knows  not  what  he  is  doing’  but  vehemently  clutches 
to  its  bosom  the  remorseless  but  clear  thinking  Socio- 
path so  as  to  guard  the  “rights”  of  an  individual  to 
whom  right  has  no  moral  value.  For  the  Sociopath 


treatment  and  control  are  indivisible  for  the  former 
necessitates  the  latter.  The  Sociopath  appears  to  lack 
the  ability  to  control  himself  and  society  sits  with 
folded  arms  waiting  for  one  of  its  members  to  sacrifice 
his  life  so  that  removal  or  execution  of  the  Sociopath 
will  be  “legally”  justified. 

The  fourth  edition  of  The  Mask  of  Sanity  is  justified 
on  many  grounds.  It  would  not  be  possible  to  improve 
on  the  style  of  writing  which  appeared  in  the  first 
edition.  The  best  justification  for  the  fourth  edition  is 
Dr.  Cleckley ’s  additional  decade  of  experience.  For 
those  who  own  previous  editions  of  this  text,  it  is  a 
valuable  addition.  For  those  who  do  not,  it  is  a must. 

George  H.  Orvin,  M.  D. 


PHYSICAL  EXAMINATION  OF  THE  SUR- 
GICAL PATIENT.  3rd  Edition.  By  J.  E.  Dunphy, 
M.  D.  and  T.  W.  Botsford,  M.  D.  368  pages. 
W.  B.  Saunders  Co.,  Philadelphia,  1964.  $8.50. 

The  third  edition  of  this  work  is  presented  with  ad- 
ditions of  chapters  on  cardiac  surgery,  burns,  emer- 
gency resuscitation  and  further  illustrations. 

The  book  emphasizes  the  physical  signs  in  surgical 
diagnosis.  It  is  designed  to  stimulate  the  student’s  in- 
quiry into  the  surgical  patient  and  to  maintain  the 
practitioner’s  ready  recognition  of  waiting  physical 
changes.  To  further  these  aims  it  is  divided  into  ex- 
amination of  the  elective  patient  and  examination  of 
the  emergency  patient. 

The  classical  listing  of  possible  considerations  as  to 
disease  involving  the  regions  of  the  body  is  complete. 
There  appears  to  be  little  new  in  the  book  and  many 
tricks  of  experienced  surgical  practitioners  are  omitted. 
Examples  of  such  omissions  that  come  to  mind  are 
examination  of  the  spine  and  intercostal  nerves  in 
elective  examination  of  the  abdomen,  controlling  the 
evaluation  of  a rectal  examination,  percussion  of  the 
abdomen  as  a means  of  obtaining  tenderness  and  re- 
bound in  the  voluntarily  mute  child,  etc. 
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The  hook  is  recommended  to  the  student  beginning 
his  acquaintance  with  surgical  patients  and  the  prac- 
titioner not  daily  dealing  with  problems  in  surgical 
diagnosis. 

Louie  B.  Jenkins,  M.  D. 


A DOCTOR  TALKS  TO  9-to-12  YEAR  OLDS, 
by  Marion  0.  Lerrigo,  Ph.  D.,  in  consultation  with 
Michael  A.  Cassidy,  M.  D.  Budlong  Press  Com- 
pany, Chicago.  Pp.  75.  1964.  $1.50. 

This  little  book  is  designed  for  parents  and  there  is 
an  insert  which  can  be  given  to  the  children. 

The  authors  present  a very  clear,  concise  discussion 
of  the  biology,  sociology,  physiology,  psychology,  psy- 
chopathology related  to  sexual  development  of  boys 


and  girls.  The  information  is  factual  and  is  presented 
in  a clear  understandable  style  for  laymen  of  high 
school  education.  It  should  provide  material  that 
would  be  useful  for  parents  who  have  a good  bit  of 
insecurity  and  have  superstition  or  fear  about  the 
problem  of  sex  and  its  development  in  their  children. 

It  is  definitely  the  author’s  feeling  that  the  child 
should  be  given  a complete  presentation  of  the  entire 
subject  leaving  absolutely  nothing  to  their  imagination. 

Some  physicians,  especially  pediatricians,  feel  that 
this  approach  is  often  unwise. 

It  might  be  worthwhile  for  doctors  who  serve  a 
good  many  teenagers  to  have  this  little  booklet  as  a 
reference  to  lend  or  recommend  to  selected  parents. 

J.  R.  Paul,  Jr.,  M.  D. 


Hey,  Mister! 


Lend  me  a dollar  to  help  me  walk 
and  I’ll  make  you  feel  good 
all  day  (P.S.  I’ll  pay  you  back 
when  I’m  rich) 


Giving  to  the  Easter  Seal  Kid,  here,  be- 
sides making  you  feel  good  in  the  mys- 
terious way  that  giving  does,  enables 
him  and  250,000  others  all  over  the 
U.S.A.  to  keep  coming  to  us  for  help  in 
overcoming  these  crippling  disorders— 


accidents,  poliomyelitis,  cerebral  palsy, 
multiple  sclerosis,  muscular  dystrophy, 
arthritis,  birth  deformities, 
speech  defects,  and  many 
others. 


Easter  Seal  Fund  Appeal 

addrett:  Crippled  Children,  c/o  your  local  poetmatler 


April,  1965 
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EXHIBITORS 


U.  S.  Vitamin  & Pharmaceutical  Corporation 

The  U.  S.  Vitamin  & Pharmaceutical  Corporation 
cordially  invites  you  to  visit  their  exhibit  where 
ARLIDIN  and  DBI  & DBI-TD  will  be  on  display,  as 
well  as  other  leading  pharmaceutical  specialties  and 
nutritional  products.  Professional  service  representa- 
tives will  be  in  attendance  to  welcome  you  and  to  be 
of  help  in  answering  any  inquiries  pertaining  to  the 
products  on  display,  as  well  as  any  of  their  other  prod- 
ucts. 


Wm.  P.  Poythress  & Co. 

Mudrane,  established  Poythress  combination  for  re- 
lief of  bronchial  asthma,  and  its  new  companions, 
Mudrane  GG  and  Mudrane  GG  Elixir,  will  be  featured 
at  the  Poythress  Exhibit  booth,  #32.  Other  established 
Poythress  products  will  also  be  exhibited. 


Royal  Crown  Cola 

The  South  Carolina  RC-Nehi  Bottlers  Association 
will  sample  and  exhibit  Diet-Rite  Cola  in  booth  #13 
at  the  annual  convention  of  The  South  Carolina  Medi- 
cal Association  at  Myrtle  Beach,  S.  C. 


Royal  McBee  Corporation 

On  display  and  demonstrated  to  the  full  satisfaction 
of  any  and  all  interested  parties  will  be  our  “one 
write”  bookkeeping  system.  This  system  gives  you  the 
advantage  of  creating  the  related  records  of  daily 
log,  account  card,  statement  and  charge  slip — receipt 
in  one  writing.  This  approach  therefore  minimizes  the 
amount  of  clerical  effort  and  number  of  errors  result- 
ing from  separate  writing  and  posting  of  your  record 
keeping. 


Winchester  Surgical  Supply  Company 
Charlotte,  North  Carolina 
and 

Winchester-Ritch  Surgical  Company 
Greensboro,  North  Carolina 

Serving  the  Medical  Profession  of  North  and  South 
Carolina  since  1919.  We  invite  you  to  visit  our  Ex- 
hibit, Space  No.  36,  while  attending  the  South  Caro- 
lina Medical  Association.  Emory  Floyd,  Ray  Jackson 
and  R.  M.  Conder  will  be  there  to  greet  you. 


W.  L.  Floyd  Co. 

The  W.  L.  FLOYD  BRACE  COMPANY  of  Charles- 
ton, South  Carolina  and  the  PALMETTO  BRACE 
SHOP,  INC.,  of  Columbia,  South  Carolina  will 
occupy  Booth  No.  30.  They  will  be  displaying  ortho- 
pedic appliances  and  will  be  demonstrating  the  latest 
technics  of  fitting  for  supportive  and  corrective  pur- 
poses. They  will  also  have  the  new  Vari-Ductor  Shoes, 
which  were  on  display  at  the  Academy  Meeting  this 
year. 


Sealy  of  The  Carolinas,  Inc. 

We  will  exhibit  the  nationally  advertised  Sealy 
Posturepedic  innerspring  and  foam  rubber  mattresses, 
on  their  matching  foundations. 

Posturepedic  innerspring  is  currently  offered, 
smooth  top  tuftless,  lace  tufted  ( no  buttons  to  turn ) 
or  quilted.  Posturepedic  innerspring  is  also  offered  in 
two  ranges  of  firmness,  standard  Posturepedic,  extra 
firm,  Princess  Posturepedic,  gently  firm. 

Posturepedic  foam  rubber,  including  a fully  rever- 
sible pin  core  style  of  foam  rubber,  with  patented 
Sealy  “Dura-Edge  is  unique  in  its  field,  the  only 
foam  rubber  approaching  Standard  Posturepedic 
innerspring  in  firmness. 

For  nearly  20  years  Posturepedic  innerspring  has 
been  offered  to  members  of  the  medical  profession,  for 
their  own  use  or  for  that  of  members  of  their  family, 
at  special  medical  discount  pricing. 

Posturepedic  mattresses  and  foundations  are  guar- 
anteed for  20  years  against  defects  of  material  or 
workmanship. 


Smith,  Miller  & Patch 

Smith,  Miller  & Patch,  Inc.  cordially  invites  you  to 
visit  their  exhibit.  Our  representatives  will  be  pleased 
to  discuss  the  latest  advances  in  therapy.  Featured  at 
our  exhibit  will  be:  Cephalgesic,  a new  product  for 
the  treatment  of  headache;  Lipoflavonoid,  Lipotriad, 
Vitron-C  and  Kondremul.  Also  featured  will  be  a 
range  of  topical  ophthalmic  preparations  including 
Vasoeon-A,  an  antihistamine/ decongestant. 


Geigy 

Geigy  Pharmaceuticals  cordially  invites  Members 
and  Guests  of  the  Association  to  visit  its  exhibit.  The 
exhibit  features  important  new  therapeutic  develop- 
ments in  the  management  of  cardiovascular  disease  as 
well  as  current  concepts  in  the  control  of  inflamma- 
tion; hypertension  and  edema;  depression;  obesity,  and 
other  disorders,  which  may  be  discussed  with  repre- 
sentatives in  attendance. 


Borden’s 

You  are  invited  to  visit  our  exhibit  for  there  is  a 
surprise  in  store  for  you  concerning  Mull-Soy. 

We  will  also  feature: 

BORDEN’S  HOSPITAL  READY  TO  FEED  IN- 
FANT FORMULAS,  the  most  complete  line  available. 
( Bremil,  Mull-Soyl,  Glucose,  etc.). 

METHAKOTE,  unique  water  washable  antiseptic 
cream  for  diaper  rash  and  cradle  cap,  and  other 
dermatologicals  Methatar,  Methaphor  and  Metha- 
septic. 


Warren-Teed 

You  are  cordially  invited  to  visit  the  Warren-Teed 
exhibit,  Booth  No.  37.  Featured  products  will  be 
KAON®  , potassium  therapy  well  tolerated  and 


124 


The  Journal  of  the  South  Carolina  Medical  Association 


__-7^ 

INITIAL  LOMOTIL  LIQUID  DOSAGE- 

3-6  mo Va  tsp.  t.i.d.  (3  mg.)  I l i , 

6-12  mo Va  tsp.  q.i.d.  (4  mg.)  4 & * 4 , . || 

1.2yr Va  tsp.  5 times  daily  (5  mg.)  yl.*4 

2-5  1 tsp.  t.i.d.  (6  mg.)  | 1 l 

5-8  yr 1 tsp.  q.i.d.  (8  mg.)  * * 4 |*  ||  || 

^^^^'timesdaiiyt-mgOimmm 
(or  2 tablets  q.i.d.)  ©©  es  eQ 

— « — - — - m“l  ,he 

requirements  of  the  individual  patient. 

LOMOTIL  tablets/liquid 

Each  tablet  and  each  5 cc.  of  liquid  contains.  . 2 .5  mg. 

diphenoxylate  hydrochlor.de  

(Warning:  May  be  habit  forming)  0 025  png. 

atropine  sulfate 

s“  — ;rrs  ss  srsss  ssr. 
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110".  ««?"•  f ^ h rochloride  with  alropin,  sul.af,  .be  abbthera- 

Research  in  the  Service  of  Medicine 
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rapidly  absorbed  in  GI  tract  (potassium  gluconate  in 
tablets  and  palatable  elixir),  and  ILOPAN®,  an  in- 
jectable d-pantothenvl  alcohol  for  the  treatment  and 
prevention  of  flatulent  gastrointestinal  distention. 


The  Stuart  Company 

A cordial  invitation  is  extended  to  all  members  and 
guests  attending  this  meeting  to  visit  the  Stuart  Com- 
pany booth.  Specially  trained  representatives  will  be 
in  attendance  to  answer  your  questions  on  new 
products,  developed  in  our  modern  laboratories,  which 
have  particular  interest  for  the  medical  profession. 
Products  featured  are  DIALOSE  and  DIALOSE 
PLUS,  MYLICON,  MYLANTA,  STUART  PRE- 
NATAL - STUART  PRENATAL-F,  MULVIDREN-F 
and  MULVIDREN  JUNIOR. 


Retail  Credit  Bureau  of  America 

RETAIL  CREDIT  BUREAU  OF  AMERICA 
DALLAS,  TEXAS 

EFFECTIVE,  LOW  COST  COLLECTION  SER- 
VICE. GUARANTEED  PERFORMANCE.  SERVING 
OVER  100  SOUTH  CAROLINA  DOCTORS. 


THIS  SPACE  CONTRIBUTED  BY  THE  PUBLISHER 

Whoo? 


You! 


Have  a checkup 
Send  a check 

to  cancer  c/o  Postmaster 

AMERICAN 
CANCER 
SOCIETY 
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Organon 

Under  the  direction  of  Mr.  Bernie  Foltz,  Organon 
Inc.  cordially  invites  you  to  Booth  16.  The  exhibit 
features  Maxibolin  (ethylestrenol),  an  orally  effective 
tissue  building,  protein  sparing  agent  with  a notable 
absence  of  androgenicity,  and  Hexandrol  (dexa- 
methasone)  in  both  oral  and  injectable  form.  Your 
questions  and  comments  will  be  welcomed. 


Schering  Corporation 

Schering  cordially  invites  you  to  visit  their  exhibit 
where  latest  information  on  new  products  may  be  ob- 
tained. 


Ciba 

The  exhibit  will  feature  Esidrix  ® ( hydrochloro- 
thiazide CIBA).  CIBA  Representatives  will  discuss  the 
benefits  of  this  product  in  hypertension  (alone  and  as 
concomitant  therapy)  and  in  various  edematous 
states  ( congestive  heart  failure,  toxemia  of  pregnancy, 
premenstrual  edema,  edema  of  pregnancy,  steroid-in- 
duced edema,  edema  of  obesity,  nephrosis). 


Carnation  Company 

Carnation  Company  cordially  invites  you  to  visit 
Booth  #5,  where  its  representatives  will  be  pleased 
to  discuss  recent  literature  and  information  regarding 
Carnation  Evaporated,  Carnation  Instant  Non-Fat 
Milk  and  Carnalac  New  Formula. 


Syntex  Laboratories,  Inc. 

Norinyl®  ( Norethindrone  2.0  mg  with  mestranol 
0.1  mg)  Tablets,  an  original  steroid  from  Syntex  Lab- 
oratories, will  be  featured  at  Booth  14.  Norinyl  2 mg 
supersedes  barrier  methods  of  contraception. 

Physicians  are  invited  to  register  at  the  Syntex 
exhibit  for  complete  information  on  this  outstanding 
new  product. 


G.  D.  Searle  & Co. 

You  are  cordially  invited  to  visit  the  Searle  booth 
where  our  representatives  will  be  happy  to  answer 
any  questions  regarding  Searle  Products  of  Research. 

Featured  will  be  Enovid  for  ovulation  control  and 
pregnancy  and  menstrual  disturbances  and  Flagyl,  a 
potent,  new  trichomonacidal  agent  for  trichomonal 
vaginitis,  cervicitis,  urethritis  and  prostatitis. 


Mead  Johnson  Laboratories 

The  Mead  Johnson  Laboratories’  exhibit  has  been 
arranged  to  give  you  the  optimum  in  quick  service  and 
product  information.  To  make  your  visit  productive, 
specially  trained  representatives  will  be  on  duty  to 
tell  you  about  their  products. 
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Exercycle 

Exercycle  is  the  world’s  leading  exerciser,  motorized 
to  provide  a rhythmic  movement  pattern.  By  varying 
the  amount  of  effort  applied  by  the  subject  it  is  pos- 
sible to  meet  the  entire  range  of  physical  fitness  needs. 
A highly  accurate  solid  state  ergometric  computor  has 
been  developed  for  laboratory  work. 

The  South  Carolina  Society  of  Pathologists 

The  title  of  the  exhibit  is  “Doctor,  Are  You  Sure 
You  Can  Rely  on  Your  Laboratory?”.  Two  panels 
point  out  some  of  the  dangers  and  characteristics  of 
unreliable  laboratories. 


COMMERCIAL  EXHIBITORS 

1965 

Name  Space  No. 

Aire-Master  Corporation  23 

Charles  C.  Haskell,  Division  of 

Arnar-Stone  Laboratories  33 

Association  of  .American  Physicians  & Surgeons  12 
The  Borden  Company,  Pharmaceutical  Division  38 
Burnett  Electronics  24 

Carnation  Company  5 

Ciba  Pharmaceutical  Products,  Inc.  8 

Columbia  Brace  Shop  1 

Electrodyne  Company,  Inc.  4 

Eli  Lilly  & Company  9 

Encyclopedia  Americana  26 

Encyclopedia  Brittanica  22 


Exercycle  of  South  Carolina  15 

W.  L.  Floyd  Brace  Company  30 

Geigy  Pharmaceuticals  6 

The  Lanier  Company  10 

Mayrand,  Inc.  27 

Mead-Johnson  & Company  35 

Merck,  Sharp  & Dohme  31 

Organon,  Inc.  16 

Palmedico,  Inc.  7 

Parke,  Davis  & Company  34 

Pepsi-Cola  Company  36-A 

Wm.  P.  Poythress  & Company,  Inc.  32 

Retail  Credit  Bureau  of  America  11 

A.  H.  Robins  Company,  Inc.  41 

Royal  McBee  Corporation  21 

Sandoz  Pharmaceuticals  25 

Schering  Corporation  29 

Sealy  of  the  Carolinas,  Inc.  3 

G.  D.  Searle  & Company  39 

Smith,  Miller  & Patch,  Inc.  19 

South  Carolina  RC-Nehi  Bottlers  Association  13 

South  Carolina  Society  of  Pathologists  20 

The  Stuart  Company  44 

Syntex  Laboratories,  Inc.  1 4 

The  Upjohn  Company  43 

U.  S.  Vitamin  & Pharmaceutical  Corporation  2 

Wachtel’s  Physician  Supply  Company  42 

Warner-Chilcott  Laboratories  40 

Warren-Teed  Products  Company  37 

Westwood  Pharmaceuticals  28 

Winchester  Surgical  Supply  Company  36 


»•••••••»••••••••••  ••«•£•••••••••••••••  • < 

THE  NEW  RITTER  66  4S"  POWERED  TABLE 

THE  ONLY  ECONOMY  “PEDESTAL” 

TABLE  that  permits  the  physician  to 
sit  as  well  as  stand — gives  the  seated 
doctor  “close-in”  access  to  his  patient 
all  the  way  ’round  the  table. 

Choice  of  six  beautiful  upholstery 
colors. 

New  MODERATE  price. 

GET  COLORFUL  DESCRIPTIVE  LITERATURE  NOW! 

WINCHESTER 

“CAROLINAS*  HOUSE  OF  SERVICE’’ 

Winchester  Surgical  Supply  Company  Winchester  - Riteh  Surgical  Company 

200  South  Torrence,  Charlotte,  N.  C.  421  West  Smith  St.,  Greensboro,  N.  C. 


“My  colleagues 
thought  I was 

i» 

crazy ! 


Nick  Cunningham,  M.D.,  was 
eminently  qualified  for  any  number 
of  promising  medical  posts  here  at 
home.  Harvard  pre-med.  Hopkins 
medical.  London’s  Guys  Hospital. 
New  York’s  Presbyterian  Hospital. 

Yet,  with  this  rich  professional 
background,  Nick  Cunningham  chose 
to  become  one  of  the  first  volunteer 
doctors  in  the  Peace  Corps. 

He  preferred  to  go  to  an  African 
nation  where 
there  is  one 
physician 


for  every  80,000  people.  Where 
modern  medicine  is  all  but  unknown. 
Where  the  most  stubborn  clinical 
problems  exist.  Cholera,  trachoma, 
encephalitis,  leprosy  and  a horde  of 
other  debilitating  diseases. 

And  for  his  two-year  stretch 
as  a Peace  Corps  doctor, 

Nick  Cunningham’s  pay  was  only 
$75  a month  — plus  living  expenses. 
One  reason  why  his  colleagues 
called  him  crazy. 

But  Dr.  Cunningham  saw  and 
realized  other  compensations  in  his 
Peace  Corps  assignment.  A chance  to 
take  the  best  in  American  medicine 
to  a country  desperately  needing  it. 

A rare  opportunity  for  professional, 
cultural  and  personal  growth. 

If  you’ve  some  of  the  spirit  and 
dedication  of  Nick  Cunningham,  the 
Peace  Corps  needs  you.  There  are 
many  more  requests  from  nations 
around  the  world  than  doctors 
to  fill  them. 

If  you  think  you  could  tackle  one 
of  the  most  challenging  and 
rewarding  openings  in  medicine  today, 
get  in  touch  with  us. 


Write:  THE  PEACE  CORPS, 
Washington,  D.C.  20525.  ^ 

Published  as  a public  service 

in  cooperation  with  the  Advertising  Council.  "**<* 55** 


Invest  m the  future  health  of  the  nation  and  your  profession 


Give  to  medical  education  through  AMA-ERP 


AMERICAN  MEDICAL  ASSOCIATION 
EDUCATION  AND  RESEARCH  FOUNDATION 


535  N.  Dearborn  St. 
Chicago  10,  III. 


WAVERLEY  SANITARIUM,  INC. 

(FOUNDED  IN  1914  BY  DR.  AND  MRS.  J.  W.  BABCOCK) 

HOSPITAL  CARE  AND  TREATMENT  OF  NERVOUS  AND  MENTAL  DISORDERS 
ADMISSIONS  LIMITED  TO  WHITE  WOMEN 

INCLUDES  OUT-PATIENT  DEPARTMENT  FOR  BOTH  SEXES 
Dr.  Chapman  J.  Milling,  Medical  Director 
Dr.  James  B.  Galloway  — Dr.  Penrod  G.  Hepfer 
Dr.  Frank  E.  O’Sheal 

FOR  RESERVATION  CALL  2727  FOREST  DRIVE 

SUPERINTENDENT  AL  2-4273  COLUMBIA,  S.  C. 

FIRE  SPRINKLER  SYSTEM  THROUGHOUT  HOSPITAL 


Westbrook  Psychiatric  Hospital,  Inc. 

(formerly  Westbrook  Sanatorium,  Inc.) 

FOUNDED  1911 

Richmond,  Virginia 

A private  psychiatric  hospital  employing  modern  diagnostic  and  treatment  pro- 
cedures— electro  shock,  insulin,  psychotherapy,  occupational  and  recreational 
therapy — for  nervous  and  mental  disorders  and  problems  of  addiction. 


REX  BLANKINSHIP,  M.D. 
President 

THOMAS  F.  COATES,  JR.,  M.D. 
Assistant  Medical  Director 


JOHN  R.  SAUNDERS,  M.D. 
Medical  Director 

j.  McDermott  barnes,  m.d. 

Associate 


R.  H.  CRYTZER 
Administrator 


BROCHURE  OF  LITERATURE  AND  VIEWS  SENT  ON  REQUEST 

write  to: 


WESTBROOK  PSYCHIATRIC  HOSPITAL,  INC. 
P.  O.  Box  1514,  Richmond  27,  Virginia 
Telephone  353-6666 
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when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people  may 
be  obliged  to  leave  their  familiar  surroundings.  Moving 
in  with  children  or  entering  a home  for  the  aged  may 
satisfy  practical  requirements  but  can  be  psychologi- 
cally traumatic  since  emotional  resilience  tends  to  dimin- 
ish with  age. 

Even  when  anxiety  reaches  overwhelming  proportions, 
you  can  counteract  it  promptly  with  the  potent  tran- 
quilizer—Atarax  (hydroxyzine  HCI). 

The  outstanding  systemic  safety  record  of  Atarax  makes 
it  particularly  suitable  for  geriatric  patients  whose  drug 
tolerance  is  often  low.  The  usual  initial  dosage  in  such 
patients  is  50  mg.  q.i.d.  However,  this  tranquilizer  is  so 
well  tolerated  that  dosage  can  be  adjusted  to  meet  in- 
dividual requirements.  The  wide  variety  of  dosage 
forms  allows  flexibility  of  administration  from  any 
standpoint  — convenience,  patient  preference,  or  emer- 
gency requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any  num-  * 
ber  of  circumstances  can  unleash  it.  Keep  Atarax  in 
mind  for  all  your  emotionally  distressed  patients  — from 
under  6 to  over  60. 


for  any  age— for  any  stage  of  anxiety 


ATA  RAX® 

(hydroxyzine  HCI) 


parenteral 


...  In  any  condition  where  tissue  depletion  of  the  water 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic  B 
complex  with  500  mg.  of  vitamin  C. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
New  York,  New  York  10017 


>f#ec»s  and  precautions:  The  transitory 
.iness  which  may  occur  with  hydroxyzine 
sually  disappears  spontaneously  in  a few 
with  continued  therapy,  or  is  correctable 
iage  reduction.  Dryness  of  the  mouth  may 
in  with  higher  doses.  Involuntary  motor 
y has  been  reported  in  hospitalized 
ts  on  higher  than  recommended  doses, 
xyzine  HCI  may  potentiate  CNS  depres- 
narcotics  such  as  meperidine,  barbitu- 
and  anticoagulants.  In  conjunctive  use, 
e for  these  drugs  should  be  decreased, 
se  drowsiness  may  occur,  patients  should 
jfioned  against  driving  a car  or  operat- 
mgerous  machinery.  Parenteral  Solution 
'•ions  and  contraindications:  This  dosage 
s intended  only  for  I.M.  or  I.V.  adminis- 
i and  should  not,  under  any  circum- 
s,  be  injected  subcutaneously  or  intra- 
lly.  When  the  usual  precautions  for  I.M. 
in  have  been  followed,  reports  of  soft 
reactions  have  been  rare.  I.V.  adminis- 
should  be  slow,  no  faster  than  25  mg. 
nute,  and  should  not  exceed  100  mg.  in 
lgle  dose.  Particular  care  should  be  used 
re  injection  only  into  intact  veins;  a few 
es  of  digital  gangrene  occurring  distal 
injection  site  have  been  attributed  to 
rtent  intraarterial  injection  or  periorte- 
travasation,  both  of  which  should  be 
d.  More  detailed  professional  informa* 
'ailable  on  request. 
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LOCATION  DESIRED.  Thirty-six  year 
old  MCSC  graduate,  in  practice  5 years, 
desires  association  in  general  practice 
with  group  of  individual  physician.  Write 
Executive  Office,  S.  C.  Medical  Associa- 
tion, 309  W.  Evans  Street,  Florence, 
South  Carolina,  or  call  669-8711. 


R.  S.  Wilson— Greenville-Spartanburg 


J.  H.  Hudson,  Jr.— Columbia-Charleston 


“We’re  puzzled”*... 

• . . why  some  physicians  use  synthetic  preparations  or  thyroglobulin 
. . . why  some  use  nonbrand  thyroids  or  write  "thyroid  U.S.P." 

. . . when  ARMOUR  THYROID  offers  so  many  more  advantages 


1.  useful  PBI  results — not 
possible  with  synthetic 
orextracted  preparations 

2.  complete  thyroid 
therapy — containing 
both  thyroxine  and 


triiodothyronine  in 
natural  ratio 

3.  uniform  potency— 
doubly  assayed, 
chemically  and 
biologically 


4.  predictable  clinical 
response 

5.  proven  stability 

6.  lowest  cost 


Only  ARMOUR  THYROID  gives  you  all  these  6 advantages. 

That's  why  it's  important  to  specify  *Your  Armour  representatives 


ARMOUR 

THYROID 


NEW — for  a continuous  supply  of  Armour  Thyroid  for  you  or 
your  immediate  family  simply  complete  and  return  this  coupon 

I 1 

| Gentlemen:  Please  send  my  first  bottle  of  100  Armour  Thyroid  | 
j tablets  offered  on  your  new  continuous  Physicians  Personal  I 
| Use  Program.  | 


RELATED  ARMOUR  PRODUCTS: 


M.D. 


Thyrar®  (Beef  Thyroid)  Thytropar®  (Thyrotropinl 


ARMOUR  PHARMACEUTICAL 
COMPANY  • KANKAKEE,  ILLINOIS 


ADDRESS 


CITY 

% gr.  'A  gr.  1 gr. 
Please  circle  potency  requested. 


STATE  ZIP  CODE 

2 gr.  3 gr.  5 gr. 


That  a smug  gleam  in  your  eye? 


L 

Could  be.  My  problem  hypertensive 
finally  came  around. 


groton.  One  tablet  daily.  Regroton?  Haven’ttried  ityet.  You’re  missing  something. 


jgroton 


Superior  to  other  antihypertensives 
in 76  of  80  patients  in  a 2-year  study* 


Geigy 


<n:  Each  tablet  contains  chlorthalidone, 
I reserpine,  0.25  mg. 

'■ations:  History  of  mental  depression, 
tivity , and  most  cases  of  severe  renal 
diseases. 

'iscontinue  2 weeks  before  general 
1 week  before  electroshock  therapy, 
ession  or  peptic  ulcer  occurs. 

!:  Reduce  dosage  of  concomitant  anti- 
e agents  by  one-half.  Discontinue  if 
*es  or  liver  dysfunction  is  aggravated, 
imbalance  and  potassium  depletion 
take  particular  care  in  cirrhosis  or 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Ellects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescribing 
information. 


Average  Dosage:  One  tablet  daily  with  breakfast. 
Availability:  Bottles  of  100  and  1000  tablets. 

*Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  plus 
reserpine  in  moderately  severe  and  severe  hyper- 
tension: A two  year  study.  Presented  at  the  7th 
Inter-American  Congress  of  Cardiology,  Montreal, 
June  14-19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  RE-3454 


* a result  of 
‘METHEDRINE’!, 

METHAMPHETAMINE 

HYDROCHLORIDE 


therapy 


Her  once  unruly  appetite  is  now  well  tamed  with 
‘Methedrine’  (methamphetamine  hydrochlo- 
ride)... an  easy  way  to  help  control  food  crav- 
ing and  “hunger  pains.” 

Side  effects:  Insomnia  may  occur  if  taken  later 
than  6 hours  before  retiring.  The  usual  peri- 
pheral actions  of  sympathomimetic  amines 
(vasoconstriction  and  acceleration  of  the  heart) 
are  minimal  and  little  noticed  on  low  or  moder- 
ate dosage. 


Contraindications  and  precautions:  Should  not 
be  used  in  patients  with  myocardial  degenera- 
tion, coronary  disease,  marked  hypertension, 
hyperthyroidism,  insomnia  or  a sensitivity  to 
ephedrine-like  drugs.  Moderate  hypertension  in 
the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is 
reduced. 

'Methedrine'  brand  Methamphetamine  Hydro- 
chloride: Tablets-5  mg.,  scored,  in  bottles  of 
100  and  1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.(U.S.A.)  INC.,Tuckahoe,  N.Y. 
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m # FOR  PATIENTS 
TIED  UP  irs 

EMOTIONAL 
KNOTS 

PHYSICAL  AND  EMOTIONAL 
TRAN  QUILIZ  ATION 


A 


Each  Tablet  or  5 cc  Elixir  contains  16  mg. 
0/4  gr.)  phenobarbital  (Warning:  May  be 
habit  forming) , 0.0072  mg.  hyoscine  HBr., 
0.024  mg.  atropine  sulfate,  and  0.128  mg.  hy- 
oscyamine  HBr.  Belbarb  No.  2,  same  as  Belbarb, 
except  with  32  mg.  (Yi  gr.)  phenobarbital. 
(Warning:  May  be  habit  forming.) 

Belbarb  calms  both  the  agitated  mind 
and  visceral  spasm  by  its  combined  sed- 
ative/antispasmodic  action.  Many  physi- 
cians prescribe  Belbarb  in  stress  induced 
anxiety  reactions,  nervous  tension  states, 
visceral  spasm,  peptic  ulcer,  irritable 
bowel  syndrome,  urinary  tract  spasm, 
and  hypertension. 


DOSE:  One  Tablet  or  one  tsp. 
Elixir  3 or  4 times  daily,  as 
required.  Children  (4  to  one 
tsp.  2 to  4 times  daily,  or  as 
prescribed. 

PRECAUTIONS:  Do  not  use  in  pa- 
tients with  glaucoma  or  in 
males  with  prostatic  hyper- 
trophy. 


ARN AR-STONE  LABORATORIES,  INC. 

CHARLES  C.  HASKELL  & COMPANY,  DIV. 

SUBSIDIARY  OF  AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

MOUNT  PROSPECT,  ILLINOIS  60058 


WHO  NEEDS  A BLOOD-GLUCOSE  DETERMINATION? 

Many  of  your  patients,  Doctor.  With  DEXTROSTIX®  Reagent  Strips,  estimating 
blood  glucose  takes  only  60  seconds.  The  test  can  be  used  for  screening  in 
every  physical  examination  and  emergency  situation.  DEXTROSTIX  is  also  use- 
ful for  checking  blood  glucose  in  pregnancy,  obesity,  peripheral  vascular  dis- 
ease, certain  endocrine  disorders,  patients  on  “thiazides”  and  other 
potentially  hyperglycemic  drugs,  diabetic  screening  and  manage- 
ment, and  other  conditions  where  hypo-  or  hyperglycemia  may  be  of 
clinical  significance.  □ Ames  Company,  Inc.,  Elkhart,  Indiana  ames 


03565 
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The  Bronchodilator  with  the  intermediate  dose  of  KI 


The  fast-disintegrating,  uncoated  tablet  gives  re- 
lief to  the  asthmatic  in  15  minutes.  The  ephcdrine- 
phenobarbital  balance  eliminates  nervousness.  It 
relaxes  broncho-constriction,  liquefies  mucus-plug- 
ging and  is  buffered  for  tolerance. 

Each  tablet  contains  Aminophylline  130  mg., 
Ephedrine  HC1  16  mg.,  Phenobarbital  22  mg. 
(Warning:  may  be  habit-forming),  Potassium 

Iodide  195  mg.  Dosage:  One  tablet,  3 or  4 times 
a day.  Precautions:  Usual  for  aminophylline- 

ephedrine-phenobarbital.  Iodides  may  cause 
nausea,  and  very  long  use  may  cause  goiter.  Iodide 
contraindications:  tuberculosis,  pregnancy.  Issued 
in  100’s,  1000’s. 


WILLIAM  F.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Also  available  as 

mU&JlOJlgGG 

Formula  is  identical  to  Mudrane 
except  that  Glyceryl  Guaiacolate 
100  mg.  replaces  the  Potassium 
Iodide  as  the  mucolytic  expecto- 
rant. Issued  in  100’s  and  1000’s. 

and 

mrfdJtaogGG 

ELIXIR 

The  formula  of  four  tcaspoonfuls 
Elixir  equals  one  Mudrane  GG 
tablet.  Dosage  6 to  12  years: 
One  to  two  teaspoonfuls  3 or  4 
times  a day.  Under  6 years, 
adjust  dosage  according  to  age. 
Issued  in  pints  and  half  gallons. 
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from 

Tempest 


to 

Tranquility 


in  the  prolonged  control 
of  gastric  hyperacidity 

spasmasorb 

antacid — antispasmodic 


SPASMASORB  combats  gastric  discomfort  and  pain  by  forming  a protective 
coating  over  mucosa,  reducing  acidity  and  inhibiting  spasm.  Indicated  in  the 
treatment  of  peptic  ulcer,  gastritis,  cholecystitis,  biliary  dyskenesia,  spastic 
colitis  and  gastrointestinal  spasm.  Contains  ADIPHENINE  HYDROCHLORIDE,  a 
parasympatholytic  agent  and  highly  effective  antispasmodic  that  acts  directly 
on  the  smooth  muscle,  with  local  anesthetic  effect  on  gastric  mucosa;  PHARMA- 
SORB,  known  for  its  distinctively  high  adsorptive  and  marked  acid  neutralization 
properties;  and  PENTOBARBITAL  SODIUM,  an  efficient  mild  sedative  and  spasmo- 
lytic that  is  of  particular  value  in  the  relief  of  pain  due  to  smooth  muscle  spasm 
accompanied  by  “nervous  tension.”  CAUTION:  Federal  law  prohibits  dispensing 
without  prescription. 


DOSAGE:  Two  to  four  tablets  30  minutes  after  meals  and  at 
bedtime  (or  pm).  Should  be  swallowed  without  chewing,  as 
SPASMASORB  has  local  anesthetic  effect  on  mucosa  of  the 
mouth. 


PALMEDICO,  INC.  • BOX  3115  • COLUMBIA,  S.C. 


The  Journal  of  the  South  Carolina  Medical  Association 


Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use-Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy 
chotic  disorders,  patients  may  experience  excessive  drowsiness 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  ol  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  ol  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


| Squibb  Quality-the  Priceless  Ingredient 

• QVISS  DIVISION  Olilt 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE  MARK  (g) 


things  go 

better,! 

^with 

Coke 


APPALACHIAN  HALL 

ESTABLISHED  — 1916 

ASHEVILLE  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 


Now  you  and  your  patients  can  enjoy 
full,  rich  cola  flavor  in  a sugar-free 
beverage.  And  Diet-Rite  Cola,  with  no 
sugar  at  all,  contains  less  than  one 
calorie  per  bottle.  The  pV\  of  this  prod- 
uct, about  2.6  to  2.8,  represents  the 
same  general  range  of  acidity  as  other 
cola  beverages  and  a number  of  fruit 
juices. 

Diet-Rite  Cola  is  a beverage  you  and 
your  patients  will  like  . . . and  go  on 
liking.  And  . . . there’s  no  extra  cost. 


diet-rite  cola 


A Product  of  Royal  Crown  Cola  Co.  ^ 

Also  available  in  handy  cans.  I 


Full  cola  pleasure  — 
Yet,  less  than  1 calorie 
per  bottle . . . 

And -no  sugar  at  all! 


Stelazine  brand  of  trifluoperazine 

will  calm  your  anxious  working  patient— 
with  little  or  no  drowsiness 

When  anxiety  interferes  with  work,  your  patient  needs 
a drug  that  will  calm  without  causing  undue  drowsiness. 
With  Stelazine  (trifluoperazine,  sk&f),  you  can  promptly 
control  the  anxiety  without  producing  the  sedation  seen 
with  certain  other  agents.  Anxious  patients  can  remain 
active  during  therapy. 

Stoll1  used  the  drug  in  50 
patients  with  anxiety,  and 
noted:  “There  was  no  drowsiness 
in  this  group  of  patients  and, 
because  of  their  alertness  and 
less  impaired  concentration, 
they  were  able  to  continue  with  and,  in  some  cases, 
return  to  their  daily  work.” 

Stelazine  (trifluoperazine,  sk&f)  produces  a fast 
therapeutic  response — often  within  24  to  48  hours. 

The  convenient  b.i.d.  regimen  frees  patients  from  the 
need  for  a midday  dose. 

Principal  side  effects,  usually  dose-related,  may  include 
mild  skin  reaction,  dry  mouth,  insomnia,  fatigue, 
drowsiness,  dizziness,  amenorrhea  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness, 
anorexia,  rash,  lactation  and  blurred  vision  may  also  be 
observed.  Blood  dyscrasias  and  jaundice  have  been  rare. 

Use  with  caution  in  patients  with  impaired  cardio- 
vascular systems.  Contraindicated  in  comatose  or  greatly 
depressed  states  due  to  CNS  depressants  and  in  cases  of 
existing  blood  dyscrasias,  bone  marrow  depression  and 
pre-existing  liver  damage. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 
Photograph  professionally  posed. 

1.  Stoll,  L.  J. : The  Use  of  Trifluoperazine  [‘Stelazine’]  in  General 
Practice,  M.  Press  243:578  (June  29)  1960. 

Smith  Kline  & French  Laboratories,  Philadelphia 


The  Journal  of  the  South  Carolina  Medical  Association 


(50  mg.  per  ml.) 

Bromsulphalein  (BSP),  one  of  the  most  sensitive  diagnostic  agents 
for  evaluating  liver  function,  is  now  available  in  a new  Disposable  Unit. 

Each  "unit”  contains:  A sterile  BSP  syringe  calibrated  in  milliliters  and 
pounds  (utilizing  the  5 mg. /kg.  BSP  dosage  schedule),  a sterile 
disposable  needle,  alcohol  swab  and  a 7.5  or  10  ml.  size  ampule  of  BSP. 

The  precalibrated  dosage  schedule  imprinted  on  the  syringe  barrel 
makes  weight  calculations  unnecessary— saving  time  and  assuring  proper 
administration  of  the  dye,  regardless  of  patient-weight. 

Literature  on  indications  and  dosage  available  on  request. 

The  NEW  BSP  DISPOSABLE  UNIT  is  supplied  in  7.5  and  10  ml.  sizes 
in  boxes  of  10’s  and  25’s. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

C BSPOI  ) 

BALTIMORE,  MARYLAND  21201 


H.W.&D.  BRAND  OF  SULFOBROMOPHTHALEIN  SODIUM  INJECTION,  U.S.P. 


BSP®  DISPOSABLE  UNIT 
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SIGNEMYCIN^ 

Side  Effects:  Glossitis  and  allergic  reactions,  as 
well  as  severe  anaphylactoid  reactions,  have  been 
reported  as  rare  side  effects.  Should  significant 
reaction  or  idiosyncrasy  occur,  discontinue  medi- 
cation and  institute  countermeasures.  Use  of  tetra- 
cycline during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause 
discoloration  of  developing  teeth.  Reduce  usual 
oral  dosage  and  consider  serum  level  determina- 
tions in  patients  with  impaired  renal  function  to 
prevent  possible  liver  toxicity  due  to  excessive 
accumulation  of  antibiotic  in  the  serum. 

Precautions:  Overgrowth  of  nonsusceptible  orga- 
nisms may  occur,  In  such  cases,  discontinue  medi- 
cation and  institute  appropriate  specific  therapy  as 
indicated  by  susceptibility  testing.  Aluminum  hy- 
droxide gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 
The  coloring  agents  used  in  Signemycin  Syrup  and 
Pediatric  Drops  may  produce  red  discoloration 
of  stools. 

Triacetyloleandomycin,  a constituent  of 
Signemycin,  administered  to  adults  in  daily  oral 
doses  of  1.0  Gm.  (3  Gm.  Signemycin)  for  periods 
of  more  than  ten  days  may  produce  hepatic  dys- 
function and  jaundice.  In  the  rare  patient  who  re- 

Sc/'ence  for  the  world's  well-being®  Pfl 


quires  this  high  dosage  level  of  Signemycin  initially, 
liver  function  should  be  carefully  followed  and  dos- 
age should  be  reduced,  as  promptly  as  possible,  to 
the  usual  recommended  range  of  1 .0  to  2.0  Gm.  per 
day.  Therefore,  Signemycin  is  recommended  pri- 
marily for  the  treatment  of  acute  or  severe  infec- 
tions, with  treatment  restricted  to  a ten-day  period. 
If  clinical  judgment  dictates  continuation  of  therapy 
beyond  ten  days,  serial  monitoring  of  the  liver  pro- 
file should  be  carried  out,  including  BSP,  transam- 
inase, and  cephalin  flocculation  tests.  Changes 
observed  in  liver  function  were  reversible  follow- 
ing discontinuation  of  the  drug. 

Formulas:  Capsules:  250  mg.  Signemycin  (167  mg. 
tetracycline  HCI  and  83  mg.  oleandomycin  as  tri- 
acetyloleandomycin). 

Capsules:  125  mg.  Signemycin  (83  mg.  tetracy- 
cline HCI  and  42  mg.  oleandomycin  as  triacetylo- 
leandomycin). 

Syrup:  125  mg.  Signemycin  (tetracycline  equiva- 
lent to  83  mg.  tetracycline  HCI  and  42  mg.  oleando- 
mycin as  triacetyloleandomycin)  per  5 cc. 

Pediatric  Drops:  100  mg.  Signemycin  (tetracy- 
cline equivalent  to  67  mg.  tetracycline  HCI  and  33 
mg,  oleandomycin  as  triacetyloleandomycin)  percc. 

More  detailed  professional  information  available 
on  request. 
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PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 


Of  5,057  patients  with  confirmed 
infections  of  all  body  systems... 
4,731  or  93.5%  were  treated 
successfully  with  Signemycin 


Note: 

The  high  rate  of  response 
to  Signemycin  in  these 
cases  is  noteworthy  be- 
cause the  totals  include 
many  patients  with 
difficult-to-treat  infec- 
tions, many  whose 
infections  had  proved 
resistant  to  other  agents, 
and  many  who  had  been 
treatment  failures  on 
other  therapy. 1-87 
In  addition  the  following 
criteria  were  used  for 
the  cases  cited:  (1)  only 
published  results  were 
used  (2)  results  were 
confirmed  by  clinical 
and/or  laboratory  find- 
ings (3)  patients  were 
cured,  not  "improved" 

(4)  dosage  conformed  with 
current  recommenda- 
tions in  the  United  States 

(5)  no  other  anti-infective 
agents  were  used  concomi- 
tantly (6)  no  instance  of 
prophylactic  use  was  in- 
cluded in  these  tabulations. 


Condition 

No.  of 
Patients 

No.  Responded 
To  Signemycin 

Ear,  nose  and  throat  infections 

507 

465 

Respiratory  infections 

1,028 

954 

Gastrointestinal  infections 

425 

387 

Genitourinary  infections 

748 

684 

Skin  and  soft-tissue  infections 

1,088 

1,036 

Bone  and  joint  infections 

71 

64 

Deep-seated  or  generalized  infections 

257 

251 

Obstetrical  & gynecological  infections 

341 

320 

Miscellaneous  conditions 

592 

570 

Totals 

5,057 

4,731  (93.5%) 

consistently  effective. ..often  when  others  fail 

Signemycin 

83 mgomycin  capsules (250  mg.) 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 


Science  for  the  world's  well-being®  / flZyCf'  Since  1849 
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neo  Bromth® 

in  premenstrual  tension 


Complete  information  and  clinical  samples  will  be 
sent  upon  request. 

Name 

Address 

C i ty State Zi  p 


PHARMACEUTICAL  CO. 

CHATTANOOGA,  TENN.  37409 


THIS  SPACE  CONTRIBUTED  BY  THE  PUBLISHER 


Dad’s  back 

on  the  home  team... 

for  good. 


He  is  cured  of  cancer.  His  fam- 
ily doctor  detected  an  early  sign 
of  the  disease  and  started  treat- 
ment promptly. 

There  are  1,300,000  Ameri- 
cans living  today  who  have  been 
cured  of  cancer.  Many  more 
could  be  saved  if  they  saw  their 
doctors  in  time. 

An  annual  checkup  is  your 
best  way  to  fight  cancer. 

Your  check  is  our  best 
way  to  help  defeat  it. 

Fight  cancer  with  a check- 
up and  a check. 

Send  your  check  to 
cancer,  c/o  Postmaster. 

AMERICAN  CANCER  SOCIETY 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
HY-3417 


Hygroton 

brand  of 
chlorthalidone 

The  long-acting 
diuretic 


mm 


lio  needs  it? 


. 


Patients  with  edema. 

Edema  in  congestive  heart  failure. 

Or  in  the  premenstrual  syndrome. 

Edema  in  pregnancy.. .or  obesity. 

Patients  you  want  to  bring  to  dry  weight. 
And  those  you  want  to  keep  at  dry  weight. 
Those  you  want  on  single  daily  doses. 
And  those  requiring  even  fewer  doses. 
Those  resistant  to  other  therapy. 

And  those  intolerant  of  other  diuretics. 
Those  who  have  to  pinch  pennies. 

And  those  who  can  afford  the  best. 


TUBERCULIN, TINETEST 

(Rosenthal)  Lederle 

ideally  suited  for  routineTB  screening 

accurate— comparable  to  the  older  standard  intradermal  tests 
practical— can  be  administered  by  nurses  or  other  personnel 
convenient— no  refrigeration  or  other  storage  precautions 
economical— stable  for  2 years,  self-contained  disposable  unit 


Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  Site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

9635-5 


undermine  self-reliance 


“A  therapeutic  ‘bull’s-eye’  may  be  scored  with 
DILANTIN  [diphenylhydantoin]  even  for  a per- 
son with  long-standing  convulsions  previously 
unrelieved  by  phenobarbital.”*  Such  efficacy 
can  make  a substantial  contribution  to  your 
epileptic  patient’s  rehabilitation ...  improve  his 
prospects  for  employment . . . foster  greater  self- 
reliance. 

Indications:  Grand  mal  epilepsy  and  certain  other 
convulsive  states.  Precautions:  Periodic  examina- 
tion of  the  blood  is  advisable.  Nystagmus  in  com- 
bination with  diplopia  and  ataxia  indicates  dosage 
should  be  reduced.  Side  Effects:  Allergic  phenom- 
ena such  as  polyarthropathy,  fever,  skin  eruptions, 
and  acute  generalized  morbilliform  eruptions  with 
or  without  fever.  Upon  discontinuation  of  therapy 
eruptions  usually  subside.  Rarely,  dermatitis  goes 


on  to  exfoliation  with  hepatitis,  and  further  dosage 
is  contraindicated.  Though  mild  and  rarely  an  indi- 
cation for  stopping  dosage,  gingival  hypertrophy, 
hirsutism,  and  excessive  motor  activity  are 
occasionally  encountered,  especially  in  children, 
adolescents,  and  young  adults.  During  initial  treat- 
ment, minor  side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  nervousness, 
sleeplessness,  and  a feeling  of  unsteadiness.  All 
usually  subside  with  continued  use.  Hematologic 
disorders  including  megaloblastic  anemia,  leuko- 
penia, granulocytopenia,  pancytopenia,  and  aplastic 
anemia  have  been  reported.  Nystagmus  may  develop. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals^  containing  0.1  Gm.  and  0.03  Gm. 

Lennox,  W.  G.:  Epilepsy  and  Re-  ■ — ■ 

lated  Disorders,  Boston.  Little,  I pADirc.nAVIC  I 


(diphenylhydantoin) 

PARKE-DAVIS 

helps  to  restore  confidence 


The  Somatic  Mask:  chest  pain- 
heart  disease  or  psychic  tension? 

Precordial  pain  as  well  as  tachycardia,  palpitation, 
breathlessness  and  faintness  or  arrhythmias  are  classic 
signs  of  cardiac  disease.  In  many  cases,  however,  they 
may  represent  a “somatic  mask’’— a psychophysiological 
equivalent  of  psychic  tension. 

Valium  (diazepam)  reduces  the  patient’s  disturbing  psy- 
chic tension  and  helps  improve  such  related  symptoms 
as  sadness  and  feelings  of  hopelessness,  fatigue,  insom- 
nia, crying  spells  and  nervousness. 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism, 

10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d. 
as  needed;  muscle  spasm  with  cerebral  palsy  or  athetosis,  2 
to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or  2 mg/day  ini- 
tially, increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Valium'  (diazepam) 


Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  patients  (not  more  than  1 mg,  one  or  two  times  daily) 
to  preclude  ataxia  or  oversedation.  Advise  patients  against 
possibly  hazardous  procedures  until  correct  maintenance 
dosage  is  established;  driving  during  therapy  not  recom- 
mended. In  general,  concurrent  use  with  other  psychotropic 
agents  is  not  recommended.  Warn  patients  of  possible  com- 
bined effects  with  alcohol.  Safe  use  in  pregnancy  not  estab- 
lished. Observe  usual  precautions  in  impaired  renal  or 
hepatic  function  and  in  patients  who  may  be  suicidal;  peri- 
odic blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred 
speech,  tremor  and  skin  rash;  paradoxical  reactions  (excite- 
ment, depression,  stimulation,  sleep  disturbances  and  hallu- 
cinations) and  changes  in  EEG  patterns.  Abrupt  cessation 
after  prolonged  overdosage  may  produce  withdrawal  symp- 
toms similar  to  those  seen  with  barbiturates,  meprobamate 
and  chlordiazepoxide  HCI. 

Supplied:  Tablets,  2 mg  and  5 mg;  bottles  of  50  and  500. 
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Age  12-13— not  too  soon  to  pay  attention  to  her  acne 


At  the  first  sign  of  acne. ..the  first  comedone  or 
seborrhea...  “this  is  the  time  to  institute  preventive 
measures  — the  time  to  try  to  prevent  progression 
to  pustulation  and  scarring.”'  Regular,  frequent 
washing  with  pHisoHex,  antibacterial  detergent, 
can  enhance  any  acne  management  program,  help 
to  clear  acne  skin  faster  and  better. 
pHisoHex  is  more  than  a superior  cleanser.  It  con- 
tains 3 per  cent  hexachlorophene,  an  optimal 
amount.  This  powerful  antibacterial  agent  is  de- 
posited on  the  skin  where,  as  an  invisible,  tena- 
cious film,  it  degerms  between  washings.  Among 
67  acne  patients  who  used  pHisoHex,  “...results 
were  eminently  satisfactory.”2  When  pHisoHex 
was  used  as  the  wash  in  another  series  of  42  acne 
patients,  "no  patient  failed  to  improve.”3 
Why  not  recommend  three  or  four  pHisoHex  wash- 
ings daily  and  exclusively  to  all  your  acne  patients? 
pHisoHex  provides  superior  cleansing  action  and 
is  nonalkaiine,  hypoallergenic  and  “kind”  to  skin. 
And  for  "...a  very  effective  topical  treatment  for 
acne  vulgaris"4  prescribe  keratolytic  pHisoAc® 
Cream  along  with  pHisoHex.  pHisoAc  Cream  con- 
tains colloidal  sulfur  6 per  cent,  resorcinol  1.5  per 


cent  and  hexachlorophene  0.3  per  cent.  It  dries, 
peels  and  masks  lesions.  Of  100  patients  treated 
with  pHisoHex  and  pHisoAc  (and  a low-fat  diet), 
79  showed  good-to-excellent  improvement.4 
pHisoHex  is  available  in  unbreakable  plastic 
squeeze  bottles  of  5 oz.  and  1 pint,  in  plastic  bot- 
tles of  1 gallon.  pHisoAc  is  supplied  in  tubes  of  Vh 
oz.  For  complete  acne  therapy,  prescribe  or  rec- 
ommend the  special  Combination  Package  con- 
taining both  pHisoHex  and  pHisoAc  Cream. 

References:  1.  Handelman,  Cathryn  C.:  Early  management 
of  acne,  Pediat.  Clin.  North  America  8:265,  Feb.,  1961. 
2.  McLean,  I E.  D ; Graham,  K.  T.,  and  East,  M.  O.:  The 
treatment  of  acne;  a trial  of  "pHisoHex,"  Practitioner  189: 
82,  July,  1962.  3.  Hodges,  F.  T. : Therapeutic  applications  of 
an  antiseptic  detergent,  GP  14:86,  Nov.,  1956.  4.  Wexler, 
Louis:  Treatment  of  acne  vulgaris,  Clin.  Med.  70:404,  Feb., 
1963. 
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A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group  oriented ; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 
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In  the  Financial  Aspects  of  Medical  and  Surgical  Care  . . 

Fulfilling  a need  that  no  other  health  care  plan  is  willing  to  do  . . . Blue  Shield  is  unique  . . . Uniq 
in  concept  . . . Unique  in  function  . . . That’s  why  doctors  sponsor  Blue  Shield  . . . That’s  v- 
doctors  guide  Blue  Shield  . . . That’s  why  doctors  recommend  Blue  Shield  . . . Blue  Shield  . . . A vi 
link  in  the  financing  of  medical  and  surgical  care  . . . 

YOUR  SUPPORT  WILL  HELP  BLUE  SHIELD  GROW  . . . 

SOUTH  CAROLINA  MEDICAL  CARE  PLAN  • 709  SALUDA  AVENUE,  COLUMBIA,  SOUTH  CAR 
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Length — Short  articles  of  about  2,500  words  (about  8 typewritten  pages,  double 
spaced)  are  preferred.  Longer  articles  ordinarily  will  defer  to  the  shorter  ones  in 
schedule  of  publication. 

Manuscripts — Manuscripts  should  be  typewritten,  double  spaced,  and  the  original 
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accompanying  an  article  will  be  paid  for  by  The  Journal.  Any  number  beyond 
this  must  be  paid  for  by  the  author  except  under  unusual  conditions.  Illustrations 
should  be  sent  as  glossy  prints  or  graphs  in  black  ink  with  lettering  large  enough 
to  show  after  reduction. 
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journals  should  be  used.  Note  that  periods  are  not  used  with  these  abbreviations 
as  indicated  by  the  Index  Medicus.  Other  abbreviations  should  also  be  standard— 
e.  g.  mg,  ml,  Gm. 

Reprints — Reprints  will  be  made  for  the  author  at  established  standard  rates. 


■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety-efficacy 
ratio  of  ‘Miltown’  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


I 


\ 
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Indications:  “Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


Wallace  Laboratories  j Cranbury,  N.J. 


...and  in  previously  treated 
hypertensive  patients... 


Uh-huh. 


Don’t  you  even  want  to  try  it,  Doctor? 


Regroton 


Uh-huh.  Regroton  improved  response 

in  76  out  of  80... 


...reducing  mean  arterial  pressure 
from  135  to  112  mm.  Hg. 


I’ve  already  got  eleven  patients 
doing  fine  on  Regroton. 


Uh-huh. 


Why  didn’t  you  say  so  in  the 
first  place? 


Superior  to  other  antihypertensives 
in  76  of  80  patients  in  a 2-year  study* 


Geigy 


Composition:  Each  tablet  contains  chlorthalidone, 
50  mg.,  and  reserpine,  0.25  mg. 

Contraindications:  History  of  mental  depression, 
hypersensitivity,  and  most  cases  of  severe  renal 
or  hepatic  diseases. 

Warning:  Discontinue  2 weeks  before  general 
anesthesia,  1 week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs. 
Precautions:  Reduce  dosage  of  concomitant  anti- 
hypertensive agents  by  one-half.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in  cirrhosis  or 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Effects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescribing 
information. 


Average  Dosage:  One  tablet  daily  with  brs 
Availability:  Bottles  of  100  and  1000  tablets 

Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidorv 
reserpine  in  moderately  severe  and  seven 
tension:  A two  year  study.  Presented  at  tin 
Inter-American  Congress  of  Cardiology,  M 
June  14-19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation  ^ 

Ardsley,  New  York  RE-3455 


IRRITATIVE  DIARRHEA 
MUCOUS  COLITIS 
SPASTIC  URETERITIS 
DIVERTICULITIS 
BLADDER  SPASM 


. . . relieved  by  direct  musculotropic  action  with 


Trocinate 


^ 

tail 


BRAND 


THIPHENAMIL  HCL 

(NON-MYDRIATIC- MAY  BE  USED  SAFELY  IN  GLAUCOMA) 


SYMPATHETIC 
NERVE  FIBER 


Smooth  muscle  cell  normally 
maintained  in  physiological 
balance  by  the  two  branches  of 
the  autonomic  nervous  system. 


1 


PARASYMPATHETIC 
NERVE  FIBER 


Trocinate,  brand  of  thiphenamil, 
carried  by  the  blood  stream  to 
the  cell  relieves  spasm  directly 
without  significant  interference 
with  the  autonomic  system. 


Each  tablet  contains 
100  milligrams 
Thiphenamil  HCI. 


High  therapeutic  index  of  Trocinate  permits 
initial  dosage  level  sufficient  to  relieve  spasm 
promptly.  Usual  initial  dose,  4 tablets,  then  2 
tablets  cp4.l1.  Maintenance  dose,  1 or  2 tablets 
cp4.l1.  No  serious  side-effects  have  been  reported 
in  13  years  of  clinical  use. 


Dispensed  in  bottles  of  100  and  250  tablets 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


May,  1965 
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one  place  your  hay-fever  patient  doesn’t  need 
ORNADE®  (unless  he  has  a cold) 

Trademark 

Each  capsule  contains 

8 mg.  of  Teidrin®  (brand  ...but  if  your  patient  can’t  get  away  from  hay  fever,  relieve 

of  chlorpheniramine  J j j 

maieate)  so  mg.  of ■phenyl-  sneezinq,  weeping  and  nasal  congestion  for  24  hours  with 

propanolamine  hydrochlo-  1 ■ ^ 

ride,  and  2.5  mg.  of  isopro-  one  'Omade’  SpanSUle®  brand  sustained  release  Capsule  q12h 
pamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder  neck  obstruction.  Use 
with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease.  Drowsiness; 
excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions 
but  are  usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories  vP 


See  the  superior  degerming  action 
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containing  0 75%  hexachlorophene 
and  0 75%  3,4,4'-trichlorocarbanilide 


Bacterial  colonies  obtained 
before  trial* 


Results  after  4 days' 
exclusive  use  of  each  soap 


nw  Safeguard'  i!Sr  S61™1 
keeps  bacterial  skin  count  lower 

than  hexachlorophene  bar  soap 


Safeguard k 
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To  learn  how  Safeguard  can  help  wherever  there  is  particular 
Allrn.  . , need  to  suppress  gram-positive  bacterial  skin  flora,  turn  page 
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For  impetigo.. .the  new  adjuvant  is  Safeguard 
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via  modified  Price  procedure,  before  and 
after  four  days'  exclusive  use  of  Safeguard. 


skin  cleansing  with 
greater  antibacterial  protection 
new  Safeguard' IT™!;™' 


Safeguard  offers  more  than  the  gentle  but  thorough  skin  cleansing 
considered  essential  in  impetigo  therapy.  Used  daily,  it  also  keeps 
the  skin  consistently  freer  of  bacteria  than  unmedicated  soap  or 
the  leading  hexachlorophene  bar  soap.  Because  it  excels  in  re- 
ducing bacterial  skin  flora.  Safeguard  may  be  expected  to  aid  in 
the  prevention  and  treatment  of  infant  skin  disorders  caused  or 
aggravated  by  bacterial  infection. 

Unsurpassed  in  mildness ...  Safeguard  has  the  safety  expected  of 
soap  designed  for  everyday  use  on  delicate  infant  skin. 

Available  at  present  only  in  limited  areas  wherever  quality  toilet  soaps  are  sold. 
Write  for  technical  brochure  to  Director  of  Medical  Programs,  P.  O.  Box  599, 
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Safeguard  contains  a unique  combination  of 
antibacterial  agents  — 3, 5-di-  and  3,4', 5- 
tribromosalicylanilides,  4,4'-dichloro-3- 
(trifluoromethyl)  carbanilide,  and  3.4,4'- 
trichlorocarbanilide  — in  a high-quality  toilet- 
soap  base. 


Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines: 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 
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in  vivo  measurement 
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Ruth  Augustine 
is  a secretary. 

She  likes  to  swim  and  skate 


and  ski.  On  Monday  nights 
she  studies  modern  dance. 


At  night  she  sleeps  like  abahy. 

(On  a too-soft  mattress) 

Maybe  that's  why  her  back  hurts. 


You  probably  have  patients  who  are  fit  as  a fiddle-who  have  no  postural  defects 
or  spinal  deformities  — yet  still  complain  of  low  back  pains. 

How  can  this  happen  to  otherwise  normal,  healthy  people? 

At  night,  they  may  be  sleeping  like  babies-on  nice,  softy,  feathery 

mattresses  that  can  do  more  harm  than  good.  And  this  too-soft  mattress 
can  lead  to  morning  backaches. 

That’s  why  so  many  doctors  recommend  (and  sleep  on!) 
the  Sealy  Posturepedic. 

Posturepedic  is  designed  in  cooperation  with  leading  orthopedic 
surgeons  for  firm  support.  Actually  helps  keep  the 
spine  in  line,  and  tends  to  reduce  muscle  tension,  too. 

When  a baby-soft  mattress  is  giving  patients  low  back  pain, 
why  not  recommend  the  Sealy  Posturepedic? 

It  gives  the  firm,  level  support  many  patients  need. 


As  a doctor,  you  are  invited  to  take  advantage  of  a professional 
discount  on  the  Sealy  Posturepedic. 

We  believe  your  personal  use  will  convince  you  of  the  Posture- 
pedic’s  distinctive  benefits  and,  we  would  hope,  merit  your  valued 
recommendation. 


Please  send  me  complete  information  on  your  professional  discount. 
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The  professional  discount  represents  a minimum  saving  of  $39  Residence 

per  set  over  the  regular  retail  price  for  mattress  and  foundation. 

To  receive  your  professional  discount  certificate,  mail  this  coupon 

to  Sealy,  Inc.,  666  North  Lake  Shore  Drive,  Chicago,  Illinois  60611.  City State Zip  Code 
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One  antibiotic  superior  to 
Tetracycline 
Chloramphenicol 
Streptomycin 
Kanamycin 
Polymyxin  B 
Penicillin  G 

against  Proteus  mirabilis  and  E.coli 


Proteus  mirabilis  is  not  only  the 
most  common  cause  of  Proteus 
infections  of  the  urinary  tract, 
but  such  infections  are  often 
1 resistant  to  other  antibiotics.1  4 
' According  to  Anderson  et  al.,5 
“When  assessed  in  terms  of  serum 
levels  attainable  with  usual  dosage 
regimens,  ampicillin  was  the  most  effec- 
tive drug  tested  against  E.  coli  and  P.  mira- 
bilis.” These  authors  found  Klebsiella-Aero- 
bactcr  and  Pseudomonas  organisms  relatively 
insusceptible  to  ampicillin.  With  its  broad- 
spectrum  coverage  of  many  gram-positive  and 
gram-negative  bacteria,  absence  of  toxicity, 
and  slow  emergence  of  resistant  strains, 
PENBRITIN  (ampicillin)  is  a most  beneficial 
and  safe  drug  in  treating  urinary  tract  infec- 
tions— killing  the  pathogens,  not  just  suppress- 
ing them. 


Dosage:  Adults  — 500  mg.  every  six  hours 
(higher  doses  may  be  required  for  severe  in- 
fections). Children  — (under  13  years,  whose 
weight  will  not  result  in  a dosage  higher  than 
that  recommended  for  adults)  100  mg. /Kg-./ 
day  in  divided  doses  every  six  or  eight  hours 


for  moderately  severe  infections;  200  mg./ 
Kg. /day  in  divided  doses  every  six  hours  for 
severe  infections. 

Contraindications:  (1)  Hypersensitivity  to 

penicillin.  (2)  Infections  by  penicillinase- 
producing  staphylococci  and  other  penicillinase- 
producing  organisms.  Aerobacter  aero  genes, 
Pseudomonas  pyocyanea,  and  Proteus  mor- 
ganii  are  resistant  to  PENBRITIN  (ampicillin). 

Side  Effects:  Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting,  have  occasion- 
ally appeared. 

Precautions : As  with  other  antibiotics,  pre- 
cautions should  be  taken  against  gastrointesti- 
nal superinfection.  To  date,  safety  for  use  in 
pregnancy  has  not  been  established. 

Supplied:  No.  COG  — Each  capsule  contains  250 
mg.  of  ampicillin.  Bottles  of  16  and  100. 
References : 1.  Hanson,  R.  J.,  et  al.:  J.  Urol. 
7.9:1016  (July)  1958.  2.  Middletown,  J.  E.: 
Brit.  M.  J.  ii: 497  (Aug.  31)  1957.  3.  Today’s 
Drugs,  Brit.  M.  J.  f : 1475  (May  26)  1962.  4. 
Brumfitt,  W,  et  al.:  Lancet  i : 1 3 0 (Jan.  20) 
1962.  5.  Anderson,  K.  N.,  et  al.:  J.A.M.A. 
187: 87  (Feb.  22)  1964. 
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SYRUP  OF  CH  LORAL  HYDRATE 


NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 


lO  Grains  (U.S.P.  Dose)  of  palatable  lime  flavored 
ch  loral-hy  d rate  syrup  in  each  teaspoonful 

RAPID  SEDATION  WITHOUT  HANGOVER 


JONES  and  VAUGHAN,  Inc. 


RICHMOND  26,  VA. 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINL  , 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  Vz  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


Founded  in  1904 

Highland  Hospital,  Inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C. 28801 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 
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at  Merck  Sharp  & Dohme... 


understanding... 


precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledgethusacquired  might  comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

CSmerck  sharp  & dohme  Division  of  Merck  & Co  .INC  . West  Point.  Pa. 

where  today's  theory  is  tomorrow’s  therapy 


Even  raw  materials  of  the  highest  quality  are 
not  above  suspicion.  That’s  why  we  screen 
them  through  this  "security  sieve.”  It  sepa- 
rates foreign  elements  from  all  incoming  mate- 
rial intended  for  granulation.  Here’s  how  it 
works:  The  screen  vibrates  over  a tub  at  the 
rate  of  1,000  to  3,000  times  a minute  and  sifts 
the  material.  Anything  larger  than  the  speci- 


fied particles  is  left  behind.  The  sieve  is  engi- 
neered by  an  action  called  "annular  rotation” 
so  that  all  particles  will  ultimately  come  in 
contact  with  the  screen  surface.  Security  screen- 
ing is  just  one  aspect  of  an  elaborate  program 
at  Eli  Lilly  and  Company  to  insure  the  highest 
quality  in  our  finished  products. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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ADMISSIONS 
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INTRODUCTION 

In  the  construction  or  development  of  an 
emergency  room  for  a large  hospital, 
intelligent  staffing  and  supply  are  in  a 
distinct  relation  to  the  number  and  type  of  pa- 
tients to  be  treated. 

While  the  following  article  is  simply  an 
analysis  of  patient  admissions  to  a local  emer- 
gency room,  the  mode  and  the  details  of  the 
analysis  are  thought  to  be  of  possible  benefit 
to  others  who  are  planning  a revised  emer- 
gency unit. 

The  Charleston  County  Emergency  Room  is 
a convenience  designed  to  cope  with  the  medi- 
cal exigencies  of  a county  population  of  ap- 
proximately 150,000  people.  It  is  one  of  several 
such  rooms  located  in  a city  harboring  ap- 
proximately 66,000  people.  The  other  emer- 
gency rooms  within  the  city  are  located  in 
private,  cooperative,  or  sectarian  hospitals. 

The  county  emergency  room  in  Charleston 
is  housed  within  a now  abandoned  hospital. 
The  entire  structure  is  soon  to  be  demolished 
for  reasons  of  its  age  and  structural  infirmity. 
The  present  study  was  undertaken  to  elicit  in- 
formation relative  to  the  most  efficient  means 
by  which  to  plan  the  staffing  and  servicing  of 
a new  emergency  room. 

“Associate  in  Surgery,  Medical  College  Hospital, 
Medical  College  of  South  Carolina,  Charleston,  South 
Carolina. 


Method 

A month  during  the  recent  year  was  selected  at 
random  to  provide  data  on  the  number  and  type  of 
patients  seen  by  the  emergency  room  physician.  One 
person  then  perused  the  emergency  room  records  con- 
taining the  data  concerning  all  patients  seen  during 
that  month.  From  these  data  was  selected  the  name  of 
the  patient,  the  age,  sex,  race,  and  condition  for  which 
the  patient  was  treated.  Additionally  the  time  and  date 
of  admission  to  the  Emergency  Room  was  recorded. 
These  data  were  transferred  to  International  Business 
Machine  punch  cards  in  such  a manner  that  all  in- 
formation describing  one  patient  occupied  one  card. 
The  cards  were  then  sorted  on  an  IBM  082  Card 
Sorter  for  the  specific  information  required. 

Results 

There  were  2,418  patients  seen  in  the 
Charleston  County  Emergency  Room  during 
the  month  of  January,  1964.  Of  these  2,418 
patients,  approximately  70%  were  Negro  and 
approximately  30%  were  Caucasian.  The  city 
of  Charleston  is  approximately  equal  in  its  dis- 
tribution of  these  two  races,  with  very  few 
Orientals.  The  county  of  Charleston  is  approxi- 
mately 60%  Caucasian  and  40%  Negro. 

Of  the  2,418  admissions  there  was  a nearly 
even  distribution  of  males  and  females,  with  a 
slight  predominance  of  males  in  the  Caucasian 
race  and  about  a 5%  predominance  of  females 
in  the  Negro  race  (Figure  1). 

When  plotting  a distribution  of  the  number 
of  patients  against  the  days  of  the  calendar 
(Figure  2),  it  is  apparent  that  more  patients 
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Figure  1. 

This  figure  represents  the  percentage  of  race 
and  sex  distribution  of  the  2,418  emergency  room 
admissions.  The  large  square  represents  an  area 
of  100%.  The  stippled  areas  represent  the  Negro 
proportion  of  these  admissions  and  are  approxi- 
mately 70%.  The  light  areas  represent  the  Cauca- 
sian admissions  and  represent  approximately 
30%.  There  is  an  approximately  5%  predominance 
of  females  in  the  Negro  admissions  and  there  is 
almost  an  even  distribution  of  males  and  females 
in  the  Caucasian  distribution. 


are  seen  on  weekends  than  during  the  week. 
This  difference  is  real.  There  is  a mean  of 
71.5  ± S.D.  14.14  patients  seen  on  Monday 
through  Friday.  On  Saturday  and  Sunday 
there  is  a mean  of  96.1  ± S.D.  16.09  patients 
seen  per  day.  The  difference  is  real  within  a 
confidence  limit  of  greater  than  99%. 

The  time  of  day  at  which  patients  are  seen 
is  of  importance.  In  Figure  3 are  seen  the  num- 
bers of  patients  admitted  at  the  various  hours 
of  the  day.  It  is  most  apparent  from  this  graph 
that  there  is  a medically  significant  difference 
in  the  number  of  patients  to  be  seen  at  specific 
portions  of  the  day.  At  dawn  there  is  the  least 
number  of  patients  admitted  to  the  emergency 
room,  and  at  dusk  actual  flocks  of  people  ap- 
pear to  seek  medical  aid. 

Age  is  plotted  against  the  number  of  patient 
admissions  in  Figure  4.  The  predominant  re- 
sult in  this  instance  is  that  a county  emergency 


room  functions  in  large  part  to  treat  the  young, 
especially  children  below  the  age  of  ten  years. 
Approximately  64%  of  all  admissions  are  less 
than  30  years  old,  and  of  this  number  43% 
are  less  than  ten  years  old. 

In  respect  to  the  pediatric  aspect  of  such  ad- 
missions, it  is  helpful  to  analyze  further  the 
age  groups  in  the  pediatric  range.  In  Figure  5, 
it  is  seen  that  of  all  pediatric  admissions,  the 
predominant  number  of  children  are  less  than 
one  year  old.  The  number  of  admissions  then 
declines  until  the  child  is  about  five  years  old. 
From  five  years  of  age  to  twelve  years  of  age, 
there  is  no  apparent  difference  in  the  age  dis- 
tribution of  admissions. 

In  attempting  to  determine  why  people 
come  to  an  emergency  room,  it  was  found  that 
the  admission  diagnoses  were  extremely 
varied,  and  that  the  “diagnosis”  was  often  re- 
corded by  emergency  room  personnel  in  terms 
not  acceptable  to  an  exacting  analysis.  For 
these  reasons,  the  diagnoses  were  categorized 
into  major  medical  divisions.  It  was  found  that 
of  all  diagnoses,  29.9%  were  medical,  28.9% 
were  surgical,  28.0%  were  ob-gyn.,  and  13.6% 
were  pediatric.  On  further  analyzing  the  medi- 
cal diagnoses,  3.9%  were  psychiatric  in  nature 


Figure  2. 

This  is  a bar  graph  of  the  number  of  patients 
seen  on  specific  days  during  January  1964  in  the 
Emergency  Room.  It  is  seen  that  the  high  spikes 
in  the  number  of  patients  generally  occur  on  the 
weekends.  These  days  are  represented  by  the 
labels  denoting  either  Saturday  or  Sunday.  There 
was  an  average  of  71.5  patients  seen  on  weekdays 
and  an  average  of  96.1  patients  seen  on  Saturdays 
or  Sundays. 
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and  3.9%  were  neurologic.  On  further  ex- 
amination of  the  surgical  diagnoses,  15%  were 
orthopedic,  and  another  10%  were  constituted 
as  eye,  ear,  nose  and  throat,  genito-urinary  and 
dental. 

Discussion 

The  means  by  which  this  study  was  ac- 
complished provides  introduction  to  tech- 
niques facilitating  data  processing.  In  the 
study  presented,  a simple  card  sorter  was 
sufficient  to  handle  the  data  easily.  More  com- 
plex arrangements  of  medical  data  can  now  be 
suitably  handled  with  relatively  small  com- 
puters. The  adequate  preparation  of  informa- 
tion for  machine  handling  necessitates  its  more 
thorough  and  reliable  organization,  leading  to 
more  accurate  results.  The  realization  of  such 
possibilities  improves  the  caliber  of  stating  and 
recording  medical  data. 

The  predominance  of  Negro  admissions  to 
the  county  emergency  room,  despite  their 
minority  in  the  residence  population,  is 
thought  to  be  a simple  function  of  their  lower 
economic  status.  It  might  be  thought  that  an 
emergency  room  provides  the  most  direct, 
least  expensive  means  of  general  medical  care 
to  these  groups.  The  alternative  hypothesis  is 
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Figure  3. 

This  is  a bar  graph  representation  of  the  num- 
ber of  patients  that  were  seen  at  the  specific 
hours  during  the  day.  This  distribution  is  made 
from  the  total  number  of  patients  seen  during  the 
month  of  January  and  the  hour  at  which  these 
patients  were  seen.  It  can  be  easily  seen  that  there 
are  very  few  patients  seen  at  6 to  7 o’clock  in  the 
morning  and  the  greatest  predominance  of  pa- 
tients is  seen  at  6 or  7 o’clock  in  the  afternoon. 
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Figure  4. 

This  is  a bar  graph  representation  of  the  num- 
ber of  patients  corresponding  to  the  various  age 
groups.  The  age  of  these  patients  is  divided  into 
decades  and  it  is  seen  that  the  younger  age  groups 
predominate. 


that  illness  is  more  prevalent  among  the  Negro 
group,  etiological  factors  aside.  There  is  no  re- 
liable information  to  substantiate  either  hy- 
pothesis. 

The  male-female  distribution  is  interesting. 
With  the  expected  equality  of  general  illnesses 
among  the  sexes,  it  would  appear  that  the  un- 
expected laceration  occurring  to  the  laboring 
male  is  balanced  by  the  equally  unexpected 
labor  of  the  female. 

The  importance  of  the  difference  in  the 
number  of  patients  admitted  during  week  days 
and  on  weekends  is  rather  self-evident.  It 
can  not  be  expected  that  the  same  degree  of 
medical  service  be  provided  with  large  varia- 
tions in  the  work  to  be  performed.  It  is  there- 
fore suggested  that  when  large  repetitive  ad- 
mission variations  occur,  the  staff  of  an  emer- 
gency room  be  calculated  in  terms  of  work  to 
be  performed.  It  would  appear  sensible  to  por- 
tion the  number  of  medical  personnel  available 
to  the  emergency  room  in  terms  of  the  number 
of  patients  they  could  be  expected  to  treat, 
rather  than  to  equate  working  hours  or  days. 
While  this  arrangement  might  prove  tempo- 
rarily inconvenient  to  the  physician,  it  has  the 
promise  of  providing  optimal  medical  care  to 
the  patient. 

The  comments  stated  above  apply  equally 
to  the  real  diurnal  variation  in  patient  admis- 
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Figure  5. 

This  is  a bar  graph  representation  of  the  num- 
ber of  patients  below  12  years  of  age.  It  is  a view 
of  the  age  group  corresponding  to  the  generally 
taken  pediatric  level  of  age.  In  this  representation 
it  can  be  seen  that  there  is  a predominance  of  pa- 
tients in  the  very  early  years.  It  is  noted  that 
there  is  an  almost  insignificant  difference  in  the 
number  of  patients  from  5 to  12  years  of  age. 


sions.  If  there  were  no  medical  personnel  in 
the  emergency  room  at  dawn,  the  line  of  wait- 
ing patients  would  not  be  so  long  as  it  is  at 
dusk  when  a double  shift  is  generally  avail- 
able. Again,  it  would  appear  logical  to  mete 
out  medical  personnel  on  the  basis  of  expected 
number  of  patients  to  be  seen.  This  principle 
need  not  only  apply  to  medical  personnel,  but 
also  to  the  demand  for  medical  supply.  Thus, 
the  routine  of  cleaning,  resupplying  and  stock- 
ing from  a central  supply  department,  would 
all  be  improved  if  based  upon  the  expected 
rate  change  of  work  to  be  done  for  the  opti- 
mum treatment  of  patients. 


The  age  distributions  point  to  a necessary 
delineation  of  function  of  an  emergency  room. 
If  the  emergency  room  is  to  function  as  a 
clinic,  then  it  must  contain  the  child  with  a 
newly  found  rash,  or  one  with  a upper  respira- 
tory infection.  If  on  the  other  hand,  the  emer- 
gency room  is  intended  as  a convenience  to 
afford  prompt,  efficient  medical  aid  in  the 
abrupt,  unexpected  illness  or  accident,  it  must 
be  functionally  and  structurally  demarcated 
from  the  24-hour  pediatric  clinic.  (This  same 
principle  may  also  apply  to  other  less  urgent 
subspecialty  practice ) . 

While  the  statistics  contained  in  this  study 
will  prove  interesting  in  the  organization  of 
staffing  and  supply  of  a new  emergency  room, 
it  is  recognized  that  they  may  apply  only 
locally.  However,  the  application,  the  tech- 
niques, and  principles  are  possibly  valuable  to 
other  areas  of  medical  development,  and  it  is 
for  this  reason  they  are  presented. 

Summary 

2,418  patients  were  admitted  to  a county 
emergency  room  during  the  month  of  January, 
1964. 

By  techniques  indicated,  these  patients’  rec- 
ords were  analyzed  in  terms  of  age,  sex,  race, 
time  and  date  of  admission,  and  diagnosis. 

Correlations  are  presented  affording  a sug- 
gested manner  of  staffing  and  supplying  an 
emergency  room  on  the  basis  of  impressions 
gained  from  this  study. 

The  techniques  and  principles  gained  from 
such  study  may  apply  diffusely. 
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valuable  diagnostic  procedure  for 

A evaluating  intrathoracic  disease  was 
introduced  over  a decade  and  a half 
ago.  With  the  description  by  Daniels  in  1949, 1 
a concept  evolved  of  examining  the  scalene 
lymph  nodes  as  sites  of  metastasis  from  chest 
lesions  contiguous  to  the  mediastinal  lym- 
phatics. The  technique  was  described  by 
Daniels,  who  used  a local  anesthetic  and  die 
approach  similar  to  the  procedure  for  phrenic 
nerve  crush.  .After  the  scalene  node  material 
has  been  removed,  the  areas  along  the  sub- 
clavian and  internal  jugular  vein  are  followed 
down  to  the  superior  mediastinum  with  re- 
moval of  any  additional  nodes  encountered. 

In  1954  Harken2  and  his  associates  intro- 
duced the  added  method  of  cervical  medi- 
astinal exploration  (CME),  in  which,  after  the 
scalene  nodes  were  removed,  the  superior 
mediastinum  was  entered  by  blunt  dissection 
and  mediastinal  tissue  obtained  for  study  by 
enucleating  a node,  introducing  a laryngo- 
scope and  biopsy  forceps,  or  by  using  needle 
biopsy  methods. 

The  value  of  cervicomediastinal  biopsy  was 
questioned  in  view  of  its  potential  hazards  by 
Cruze,3  Connar,1  and  Blair  and  Geer.s  They 
argued  that  the  yield  did  not  warrant  the 
added  risk  of  morbidity. 

As  interest  in  scalene  lymph  node  biopsy 
increased,  so  did  the  related  interest  in  the 
lymphatic  drainage  of  the  lungs.  The  basic 
anatomical  concept  established  an  integral 

From  the  Department  of  Surgery,  Medical  College 
of  South  Carolina. 


foundation  for  this  procedure  and  the  results 
therewith.  Daniels1  had  initially  proposed  that 
the  procedure  be  performed  on  the  homo- 
lateral side  of  the  pulmonary  disease.  Shefts 
and  co-workers6  reported  that  they  performed 
biopsy  on  the  same  side  as  the  chest  lesion, 
but  added  that  if  equal  involvement  was  pres- 
ent bilaterally,  the  right  was  safer  in  avoiding 
harm  to  the  thoracic  duct,  but  that  the  left 
gave  the  higher  yield.  Harkens  paper2  was 
the  first  to  call  attention  to  the  earlier  work  of 
Rouviere7  on  the  lymphatic  drainage  of  the 
lungs  in  humans,  and  to  advocate  this  ana- 
tomical pattern  in  the  plan  of  scalene  lymph 
node  biopsy.  Rouviere’s  work  showed  that  the 
right  lung  drainage  is  to  the  right  paratracheal 
nodes;  however  the  drainage  from  the  left 
lower  half  of  the  lung  could  go  by  way  of  the 
carinal  nodes  to  the  right  paratracheal  nodes 
or  directly  to  the  left  paratracheal  nodes.  The 
left  upper  lobe  drained  to  the  left  paratracheal 
nodes.  This  called  for  the  necessity  of  bilateral 
biopsies  in  lesions  of  the  lower  half  of  the  left 
lung. 

Connar'  made  further  notations  to  this  lym- 
phatic scheme,  and  divided  the  left  lung  into 
three  regions  of  lymphatic  drainage:  superior, 
middle  and  inferior.  The  superior  region  is  the 
superior  part  of  the  left  upper  lobe  and  drains 
into  the  left  paratracheal  nodes.  The  middle 
region  consists  of  the  inferior  portion  of  the 
upper  lobe  and  the  superior  and  midportions 
of  the  lower  lobe,  and  may  drain  to  the  left 
paratracheal  nodes  or  by  way  of  the  carinal 
nodes  to  the  opposite  side.  The  inferior  region 
is  the  inferior  part  of  the  lower  lobe  and 
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empties  via  the  carinal  nodes  into  the  right 
paratracheal  channels. 

Other  contributors  to  the  literature  on  this 
subject  have  also  expressed  the  importance  of 
selecting  the  scalene  biopsy  site  as  dictated  by 
this  lymphatic  drainage  pattern  of  Rouviere, 
and  still  others  disagree  with  this  work.  Hig- 
gins and  Brownlee8  contested  this  drainage 
pattern  and  noted  work  performed  on  the 
dog’s  lymphatic  system  that  shows  an  ipsi- 
lateral  drainage  pattern. 

Today  scalene  lymph  node  biopsy  is  an  im- 
portant part  of  the  diagnostic  examinations  for 
diseases  of  the  chest.  It  is  a valuable  diagnostic 
procedure  in  patients  with  suspected  carcin- 
oma of  the  lung,  and  is  an  aid  in  determination 
of  curative  resectability  of  known  pulmonary 
malignant  neoplasm.  Other  workers  have  ad- 
vocated this  procedure  for  intrathoracic  dis- 
eases in  which  the  scalene  nodes  may  be  in- 
volved and  especially  in  suspected  pulmonary 
sarcoidosis  undiagnosed  by  other  means.  Sar- 
coid reaction  in  regional  lymph  nodes  re- 
ceiving drainage  from  an  underlying  car- 
cinoma and  having  a histological  picture 
identical  to  Boeck’s  sarcoid  lesions,  but  with 
no  other  clinical  evidences  of  Boeck’s  sar- 
coidosis, has  been  reported  in  three  patients 
having  carcinoma  of  the  lung.”  This  potential 
clinical  trap  in  evaluating  the  histological  find- 
ings in  scalene  lymph  node  biopsies  may  be 
avoided  by  an  appreciation  of  the  possible  re- 
lationship between  sarcoid  reactions  and 
malignant  growths. 

Throughout  the  literature  pertaining  to  this 
procedure  are  the  many  comments  stressing 
the  fact  that  scalene  biopsy  is  not  a simple  pro- 
cedure to  be  considered  lightly.  The  results 
are  directly  proportional  to  the  scope  of  sur- 
gical experience  and  techniques.  Complica- 
tions reported  from  this  procedure  include 
injuries  to  lymphatics  and  blood  vessels,  in- 
juries to  the  phrenic  nerve,  pneumothorax, 
hematoma,  serous  collection  and  infection.  In 
1963  a report  by  Skinner10  from  Massachusetts 
General  Hospital  attributed  two  deaths  to  this 
procedure.  One  case  died  with  an  associated 
infection  and  septicemia,  and  a second  with  a 


thoracic  duct  fistula.  The  overall  complication 
rate  in  186  cases  was  9.1%. 

The  reported  positive  yield  from  scalene 
biopsy  in  the  literature  ranges  from  16%  to 
50%,  and  an  average  yield  from  a composite 
of  most  series  is  about  30%."’ 12 
Present  Study 

One  hundred  and  fifty  consecutive  scalene 
biopsies  were  performed  over  a four  year 
period  from  March  1957  to  April  1961  at  the 
Medical  College  Hospital.  The  ages  of  the 
patients  varied  from  six  to  84  years  with  an 
average  age  of  52  years.  About  half  were 
Caucasian  and  the  other  half  Negro,  but  the 
sex  distribution  was  three  males  to  one  female. 

There  were  37  positive  biopsy  reports 
among  these  patients,  providing  a yield  of 
24.7%.  The  150  biopsies  showed  60  patients 
with  carcinoma  of  the  lung  and  14  patients 
with  a positive  scalene  biopsy,  or  a yield  of 
23.3%.  There  were  16  patients  having  pul- 
monary sarcoidosis  and  a positive  biopsy 
report  was  obtained  in  12,  or  75%.  Four  out  of 
12  patients  having  pulmonary  tuberculosis  had 
positive  biopsy  reports  for  a 33.3%  yield.  In 
20  instances  of  extrathoracic  malignant  condi- 
tions there  were  6 positive  reports,  or  a 30% 
yield.  Of  four  pulmonary  lesions  classified  as 
inflammatory,  one  gave  the  diagnosis  at 
biopsy.  (Table  1 ). 

TABLE  1 
POSITIVE  YIELD 


PATHOLOGY 

TOTAL 

CASES 

POSITIVE 

CASES 

% yield 

Primary  carcinoma  of  lung 

60 

14 

23.3 

Pulmonary  sarcoidosis 

16 

12 

75.0 

Pulmonary  tuberculosis 

12 

4 

33.3 

Extrathoracic  malignant 
disease 

20 

6 

30.0 

Pulmonary  inflammatory 
lesion 

4 

1 

25.0 

Of  the  60  patients  having  lung  carcinoma, 
there  were  26  of  bronchogenic  classification 
(squamous),  with  positive  biopsy  findings  in 
19.2%.  There  were  5 anaplastic  carcinomas  of 
which  4 had  positive  biopsy  reports.  Primary 
adenocarcinoma  was  present  in  6 patients  with 
only  one  diagnosed  at  biopsy,  or  a 16.7% 
yield.  There  were  23  patients  in  whom  no 
pathological  classification  was  made,  and  from 
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whom  4 abnormal  biopsy  results  were  found, 
or  a 13.0%  yield.  (Table  2). 


TABLE  2 

CARCINOMA  OF  THE  LUNG CELLULAR  TYPE 

TOTAL  POSITIVE 

TYPE  CASES  CASES  % YIELD 

Bronchogenic  (squamous)  26  5 19.2 

Anaplastic  5 4 80.0 

Adenocarcinoma  6 1 16.7 

Unknown  23  4 13.0 

The  complication  rate  of  our  series  was 
3.3%,  or  5 patients  in  the  150  patient  total.  All 
complications  occurred  among  patients  han- 
dled by  the  relatively  inexperienced  junior 
members  of  the  house  staff.  These  included 
one  superficial  wound  infection,  one  wound 
hematoma,  one  transient  phrenic  nerve 
paralysis,  one  postoperative  wound  pain  con- 
dition which  lasted  two  months,  and  an  un- 
usual but  highly  important  external  jugular 
thrombophlebitis  followed  by  a cortical  venous 
thrombosis  resulting  in  aphasia  and  hemi- 
paresis. 

The  selection  of  scalene  biopsy  site  was 
made  according  to  the  lymph  drainage  pattern 
described  by  Rouviere.  The  positive  results  are 
comparable  to  those  reported  by  others.  The 
high  yield  in  pulmonary  sarcoidosis  is  widely 
accepted.  The  findings  reported  of  the  relative 
yield  in  carcinoma  of  the  lung  according  to 
cell  type  is  as  has  been  mentioned  by  others. 
The  anaplastic  type  metastasizes  more  fre- 
quently to  the  scalene  nodes  than  the  other 
cellular  varieties. 

The  complications  reported  were  insignifi- 
cant in  all  but  one  patient,  in  whom  the  major 
complication  resulting  in  aphasia  and  hemi- 
plegia serves  to  make  the  point  that  the  pro- 
cedure must  be  done  with  utmost  care  and 
thoroughness  by  experienced  surgeons  with 
clear  indications  and  understanding  of  related 
principles.  Scalene  lymph  node  biopsy  is  an 
important  part  of  the  diagnostic  evaluation  of 
intrathoracic  disease,  but  it  is  not  a simple  pro- 
cedure permitting  a hurried  approach. 

The  anatomical  illustration  in  figure  1 de- 
picts schematically  some  of  the  important  con- 
siderations in  the  dissection  of  the  scalene 


Figure  1. — The  illustration  demonstrates  the 
anatomical  approach  and  relations  important  in 
scalene  lymph  node  biopsy. 


lymph  nodes  and  fat  pad.  The  thoracic  duct 
must  be  protected,  as  must  the  brachial  plexus 
along  with  several  smaller  blood  vessels  not 
shown  in  the  drawings.  The  lymph  node  at  the 
confluence  point  of  the  internal  jugular  and 
subclavian  veins  must  be  sought  in  each 
biopsy  and  other  nodes  that  may  be  adjacent 
to  the  main  field,  especially  if  enlarged  or  firm. 
Grossly  abnormal  nodes  should  be  immedi- 
ately removed  and  studied  by  frozen  section. 
When  results  are  positive  the  procedure  will 
be  simplified  and  safer  for  the  patient.  In  ad- 
dition to  pathological  examination,  bacterio- 
logical and  mycological  studies  may  be  help- 
ful. 

Summary 

A discussion  of  the  development  of  the 
scalene  biopsy  procedure  is  presented,  and  re- 
sults and  complications  are  reviewed. 

A series  of  150  consecutive  patients  has  been 
studied  and  added  to  the  literature.  The  over- 
all positive  diagnostic  yield  was  24.7%.  The 
positive  biopsy  reports  are  classified  accord- 
ing to  the  underlying  pathology.  An  observed 
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complication  rate  of  3.3%  is  discussed  and  ap- 
propriate recommendations  offered. 

Scalene  lymph  node  biopsy  is  an  important 
tool  in  diagnosing  pulmonary  disease,  but  it  is 
not  without  hazard.  It  is  recommended  that 


this  procedure  he  carefully  performed  only  by 
a surgeon  who  is  familiar  with  the  anatomical 
field,  aware  of  the  risks,  and  conversant  with 
the  indications  and  limitations  of  scalene 
lymph  node  biopsy. 
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Amputations  of  the  lower  extremity:  used  for 

arteriosclerosis  obliterans,  by  R.  R.  Bradham  and  R.  D. 
Smoak.  (Charleston)  Arch  Surg  90:60-4,  Jan.  1965. 

A series  of  149  patients  having  189  amputations  for 
arteriosclerosis  obliterans  at  the  Medical  College  Hos- 
pital were  studied  from  the  standpoint  of  determining 
the  factors  which  are  important  in  selection  of  the 
primary  amputation  site.  The  overall  failure  of  the 
primary  amputation  stump  to  heal  in  this  series  was 
20.38%.  The  greatest  failure  rate  was  in  those  pa- 
tients having  multiple  digits  amputated  and  in  those 
having  transmetatarsal  amputation.  Single  digit 
amputations  also  were  associated  with  a high  failure 
rate.  The  below  knee  amputation  and  the  above  knee 
amputations  healed  much  more  satisfactorily  and  were 
associated  with  shorter  periods  of  hospitalization  and 
convalescence.  There  were  13  deaths  in  this  group 
and  26  surviving  patients  had  major  complications 
which  markedly  affected  their  convalescence.  A total 
of  89  patients  had  overt  evidence  of  either  coronary 
or  cerebral  artery  disease  or  both. 

The  factors  which  might  aid  in  choosing  a primary 
amputation  site  that  would  heal  and  yet  not  sacrifice 
functioning  limb  length  unnecessarily  are  discussed. 
Digit  amputation  is  advised  for  those  extremities 
where  gangrene  does  not  extend  to  the  base  of  the 
digit.  Transmetatarsal  amputation  is  advised  for  those 
patients  in  whom  skin  changes  and  infection  are  con- 
fined to  the  digits  and  does  not  extend  to  the  dorsum 


of  the  foot  or  into  the  foot  pad.  The  below  knee  and 
above  knee  amputations  are  urged  for  more  extensive 
gangrene  and  for  infection  which  is  persistent  proxi- 
mal to  the  digit  level. 


Complications  of  Meckel’s  diverticulum — R.  R. 
Bradham  and  A.  McL.  Martin.  (Charleston)  Amer 
Surg  31:23-28  (Jan)  1965. 

Over  a seven-year  period,  32  Meckel’s  diverticula 
were  found  at  operation,  of  which  9 were  removed  be- 
cause of  complications.  These  exemplified  the  variety 
of  conditions  which  can  result  from  the  persistence  of 
an  omphalomesenteric  duct  remnant.  Many  of  these 
difficulties  were  accounted  for  by  the  presence  of 
gastric  mucosa  in  the  diverticulum,  which  was  sus- 
ceptible to  hypersecretion  and  peptic  ulceration.  Re- 
current massive  rectal  bleeding  was  indicative  of 
ulceration  when  no  cause  could  be  determined  by 
roentgenography.  Obstruction  was  caused  by  per- 
sistent obliterated  ducts,  attachment  of  the  diverti- 
culum to  the  peritoneal  surface,  and  intussusception. 
Perforation  was  another  manifestation  of  peptic  ulcera- 
tion. The  persistence  of  an  omphalomesenteric  fistula 
is  not  a severe  complication  and  can  be  diag- 
nosed and  eradicated  with  facility.  The  severity  of 
complications  of  Meckel’s  diverticulum  led  to  the 
routine  removal  of  those  found  incidentally  at  opera- 
tion. Twenty-one  such  diverticula  were  removed  dur- 
ing this  period. 
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DIVERTICULA  OF  THE  JEJUNUM  WITH 
PERFORATION 


REPORT  OF  TWO  CASES 

SLOAN  P.  MARTIN,  JR.,  M.  D. 
THOMAS  C.  MANN,  M.  D. 
Greenville,  S.  C. 


Diverticulum  of  the  jejunum  is  a well- 
described  pathological  entity,  yet  one 
which  is  infrequently  encountered  as 
a clinical  problem.  In  1807  Astley  Cooper  first 
described  jejunal  diverticula  in  the  English 
literature.  This  was  an  autopsy  finding.  In 
1906  Gordonier  and  Sampson  reported  this 
condition  in  a living  patient  at  laparotomy  for 
intestinal  obstruction.  Case  demonstrated  a 
small  bowel  diverticulum  by  x-ray  examination 
in  1920.  The  reported  incidence  of  jejunal 
diverticula  in  most  autopsy  series  ranges  be- 
tween 0.2%  and  0.5%.  In  1934  Rankin  and 
Martin  at  the  Mayo  Clinic  found  only  three  in 
956  x-ray  studies  of  the  small  bowel. 

The  proximal  jejunum  is  most  frequently  in- 
volved, with  a decreasing  incidence  of  occur- 
rence in  the  more  distal  portions.  Congenital 
diverticula  are  almost  always  on  the  anti- 
mesenteric  side  of  the  bowel  and  include  both 
mucosal  and  muscular  layers.  Acquired 
diverticula  appear  as  thin-walled  sacs  con- 
tinuous with  the  wall  of  the  intestine  and  ex- 
tending between  the  leaves  of  the  mesentery. 
The  wall  consists  of  fibromucosal  tissue,  but 
lacks  a muscular  layer.  The  protrusion  of  the 
mucosa  appears  to  occur  at  the  point  where 
blood  vessels  penetrate  the  wall  of  the  bowel. 
The  opening  into  the  diverticulum  is  large  as 
contrasted  to  that  of  colonic  diverticula.  This 
large  ostium  and  the  fluid  contents  of  the 
jejunum  make  conditions  unfavorable  for 
inspissation. 

The  symptoms  caused  by  these  diverticula 
cover  a wide  range  of  gastrointestinal  com- 
plaints. Recently  multiple  diverticula  have 
been  shown  to  be  associated  with  a macro- 
cytic anemia.  This  anemia  is  due  to  a Bi2  de- 


ficiency resulting  from  stasis  at  the  site  of 
multiple  diverticula,  similar  to  the  blind  loop 
syndrome.  The  clinical  features  can  be  divided 
into  three  groups:  no  symptoms,  chronic  in- 
digestion or  dyspepsia,  and  acute  complica- 
tions. 

Where  diverticulosis  has  been  complicated 
by  a local  acute  pathological  condition,  emer- 
gency surgery  is  often  necessary.  The  acute 
complications  associated  with  these  diverticula 
are  as  follows:  acute  diverticulitis  causing  a 
localized  abscess,  generalized  peritonitis  or 
intestinal  obstruction;  concretion  formation 
causing  obstruction;  hemorrhage;  traumatic 
rupture;  and  volvulus. 

The  following  two  cases  of  diverticulitis 
with  perforation  were  seen  recently  at  the 
Greenville  General  Hospital. 

Case  Reports 

Case  1.  A 52  year  old  colored  female  was  admitted 
with  a 12  hour  history  of  progressive  abdominal  pain. 
She  had  some  nausea  and  vomiting  following  the 
onset  of  her  illness.  There  was  no  previous  history  of 
gastrointestinal  complaints.  Physical  examination  re- 
vealed the  abdomen  to  be  moderately  protuberant, 
with  hypoactive  bowel  sounds.  There  was  generalized 
tenderness  to  palpation  with  marked  rebound.  Tender- 
ness seemed  to  be  most  marked  in  the  left  mid-ab- 
domen. No  mass  was  palpable.  Films  of  the  abdomen 
showed  a normal  gas  pattern  with  no  indication  of 
abdominal  fluid  or  free  air.  The  white  count  was  6,000 
(76%  polys). 

Abdominal  paracentesis  produced  two  to  three 
drops  of  cloudy  fluid  which  with  Wright’s  stain  was 
found  to  contain  numerous  acute  inflammatory  cells. 

Following  hydration  of  the  patient  with  intravenous 
fluids,  laparotomy  was  performed  with  the  finding  of 
generalized  peritonitis.  Approximately  15  cm  from  the 
ligament  of  Treitz,  there  was  a black  indurated  mass 
4x4  cm  between  the  leaves  of  the  mesentery.  On 
pressure  it  was  demonstrated  to  communicate  freely 
with  the  lumen  of  the  bowel.  The  involved  segment 
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of  bowel  was  resected  and  an  end-to-end  anastomosis 
performed.  The  specimen  revealed  a diverticulum 
2x3  cm  extending  between  the  leaves  of  the 
mesentery.  A concretion  was  present  within  the  lumen, 
and  the  wall  of  the  diverticulum  showed  hemorrhagic 
infarction  with  perforation.  A culture  taken  from  the 
abdomen  grew  E.  coli.  The  patient  had  an  un- 
complicated post-operative  course  and  was  discharged 
on  the  eighth  post-operative  day. 

Case  2.  A 78  year  old  white  female  had  a sudden 
onset  of  midabdominal  pain  with  nausea  and  vomiting 
48  hours  prior  to  admission.  Initially  she  had  a watery 
diarrhea,  but  had  passed  no  flatus  during  the  24  hours 
prior  to  her  admission.  She  gave  a history  of  in- 
tolerance to  fatty  foods  for  a number  of  years.  She 
had  also  had  a radical  mastectomy  for  carcinoma  of 
the  left  breast  four  years  previously.  She  was  an 
elderly  white  female  who  was  moderately  dehydrated. 
Her  temperature  was  38.4  C.  The  abdomen  was  dis- 
tended and  tympanic  with  generalized  tenderness  and 
rebound  tenderness.  The  tenderness  seemed  to  be  most 
marked  on  the  right  mid-abdomen.  Bowel  sounds 
were  hypoactive  and  the  rectal  examination  was  nega- 
tive. X-ray  films  of  the  abdomen  revealed  a marked 
amount  of  small  bowel  distention  with  the  appearance 
of  a mechanical  obstruction  in  the  lower  ileum.  No 
free  air  could  be  seen.  The  white  count  was  13,750 
(72%  polys).  A peritoneal  tap  revealed  a serosangine- 
ous  fluid  which  had  a total  white  count  of  2,100  with 
79%  polys  and  21%  lymphs.  She  was  started  on  anti- 
biotics and  following  adecpiate  hydration,  underwent 
exploratory  laparotomy. 

On  entering  the  abdomen  approximately  1,000  ml 
of  slightly  bloody  fluid  was  aspirated  from  the  peri- 
toneal cavity.  Culture  of  this  fluid  was  later  reported 
as  negative.  The  gall  bladder  contained  several  stones 
but  was  not  inflamed  or  distended.  An  area  of  dis- 
coloration and  induration  was  noted  in  the  mesentery 
adjacent  to  the  jejunum  in  its  middle  third.  This  mass 
was  demonstrated  to  communicate  with  the  lumen  of 
tlie  bowel.  The  involved  portion  of  bowel  was  re- 
sected and  an  end-to-end  anastomosis  performed.  The 
specimen  contained  a diverticulum  with  an  0.8  cm 
ostium.  The  mucosal  wall  exhibited  ulceration  and 
perforation.  A second  diverticulum  was  found  15  cm 
distal  to  tlie  first  one.  Its  ostium  was  estimated  to  be 
1.5  cm.  It  was  elected  to  leave  both  the  gall  bladder 
and  the  second  diverticulum  undisturbed  because  of 


the  severity  of  the  peritonitis.  The  patient  became 
febrile  on  the  fourth  post-operative  day  and  rectal 
examination  revealed  an  area  of  tender  induration  in 
the  cul-de-sac  on  the  left.  This  responded  to  continued 
antibiotic  therapy  and  did  not  require  drainage.  She 
was  discharged  on  the  13th  post-operative  day  and 
has  remained  well. 

Discussion 

In  the  Baskin  and  Mavo1  series  of  87  pa- 
tients  with  jejunal  diverticula,  nine  appeared 
with  complications.  Those  which  led  to  sur- 
gery were  in  order  of  frequency:  intestinal  ob- 
struction, acute  diverticulitis  with  or  without 
generalized  peritonitis,  hemorrhage,  traumatic 
rupture,  and  volvulus.  The  most  recent  analy- 
sis of  the  reported  cases  was  presented  by 
Herrinton2  in  1962.  He  found  33  reported 
cases  of  perforation  of  small  intestinal  diver- 
ticula, and  added  one  ease  of  his  own.  Tried- 
man  and  Tereault'1  also  reported  a single  case 
in  1962.  The  hosjiital  mortality  rate  of  these  34 
cases  was  23%.  In  28  of  the  34  cases  the  small 
bowel  diverticulum  underwent  perforation  due 
to  an  inflammatory  reaction.  In  four  cases 
blunt  trauma  to  the  abdomen  was  the  cause, 
and  in  two  instances  a foreign  body  within 
the  diverticulum  was  the  jirecijiitating  factor. 

Summary  and  Conclusions 

The  signs  and  symptoms  of  a perforated 
small  bowel  diverticulum  usually  demand  ex- 
jiloratory  laparotomy.  Abdominal  paracentesis 
hastened  the  differentiation  of  the  acute  sur- 
gical vs  acute  non-surgical  abdominal  condi- 
tions, such  as  pancreatitis,  in  these  two  eases. 
Due  to  the  extent  of  the  inflammatory  and 
vascular  changes,  bowel  resection  is  usually 
the  procedure  of  choice.  However,  if  these 
changes  are  not  great,  local  excision  of  the  in- 
volved diverticulum  would  certainlv  be  feas- 
ible in  some  instances. 
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THE  DISK  METHOD  FOR  DETERMINING  THE 
SUSCEPTIBILITY  OF  MICROORGANISMS 
TO  CHEMOTHERAPEUTIC  AGENTS 

FRANK  CORDLE,  R.S.,  M.S.* 

Charleston,  South  Carolina 


Introduction 

With  the  large  number  of  chemothera- 
peutic agents  now  available,  and  the 
continuing  introduction  of  new  drugs 
for  the  treatment  of  microbial  diseases,  clinical 
and  laboratory  personnel  are  concerned  with 
the  utilization  of  tests  to  determine  the  sus- 
ceptibility, or  sensitivity,  of  various  micro- 
organisms to  more  and  more  drugs. 

The  necessity  for  performing  larger  num- 
bers of  sensitivity  tests  led  individuals  and 
laboratories  to  develop  the  disk  sensitivity  test 
as  a procedure  to  determine  the  in-vitro  sus- 
ceptibility of  microorganisms  to  chemothera- 
peutic agents. 

The  disk  sensitivity  test  offers  a simple, 
easy-to-perform  procedure  which  can  be  util- 
ized by  all  laboratories.  This  technique  offers 
the  additional  advantages  of  determining  the 
susceptibility  of  microorganisms  within  24 
hours,  during  the  same  time  in  which  the  or- 
ganisms are  being  isolated  and  identified. 

Hayes,1  Humphrey  and  Lightbown,2  Lin- 
ton and  Bauer  et  id.'  have  reported  some  of 
the  methods  and  problems  concerned  with  the 
development  and  performance  of  the  disk  sen- 
sitivity test.  Barry5’  7 has  investigated  some 
of  the  factors  involved  in  the  test  as  currently 
performed. 

A major  problem  which  concerns  the  lab- 
oratory is  the  absence  of  standard  procedures 
among  the  many  laboratories  performing  the 
disk  sensitivity  test.  As  a result,  the  Depart- 
ment of  Microbiology  of  the  Medical  College 
of  South  Carolina  is  engaged  in  a continuing 
study  of  the  various  methods  for  disk  chemo- 

0 Associate  in  Bacteriology,  Department  of  Micro- 
biology, Medical  College  of  South  Carolina. 


therapeutic  sensitivity  tests.  The  methods  now 
in  use  as  routine  procedures  by  these  labora- 
tories as  well  as  the  results  of  a large  number 
of  such  tests  are  reported  at  this  time. 

Materials  and  Methods 

1.  Clinical  specimens  received  in  the  diagnostic 
microbiology  laboratories  were  utilized  as  the 
source  of  cultures  for  this  study. 

2.  Sensitivity  tests  were  carried  out  on  trypticase 
soy  agar  to  which  5%  sheep  blood  was  added. 

3.  Tlie  species  of  bacteria  isolated  from  these  clinical 
specimens  were  identified  and  tested  for  their 
susceptibility  to  the  chemotherapeutic  agents  by 
the  regidar  laboratory  personnel. 

4.  The  4 species  of  bacteria  studied  were: 

a.  Staphylococcus  aureus 
( coagulase  positive ) 

b.  Streptococcus  pyogenes 

( beta-hemolytic  streptococci ) 

c.  Diplococcus  pneumoniae 

d.  Hemophilus  influenzae 

5.  The  specimens  utilized  for  culture  source  were 
from  the  f-hroat,  nose,  sputum,  wounds,  skin 
lesions,  ear  and  pleural  fluid. 

6.  The  chemotherapeutic  agents  tested  were  chlor- 
amphenicol, erythromycin,  novobiocin,  oxytetra- 
cycline,  penicillin,  streptomycin  and  tetracycline. 

7.  The  sensitivity  tests  were  performed  with  impreg- 
nated paper  disks  in  the  following  concentrations: 
chloramphenicol  5 mcg/disk;  erythromycin  2 meg/ 
disk;  novobiocin  30  mcg/disk;  oxytetracycline  5 
mcg/disk;  penicillin  2 units/disk;  streptomycin  2 
mcg/disk  and  tetracycline  5 mcg/disk. 

8.  All  of  the  disks  were  manufactured  by  the  same 
company. 

9.  Electronic  data  processing  equipment  and  methods 
previously  described  by  Cordle  and  Boltjes*'  * were 
utilized  to  record,  retrieve,  compute  and  print  the 
results  of  the  sensitivity  tests  and  microorganisms 
isolated  in  this  report. 

Results 

A total  of  15,822  cultures  were  tested  in 
110,754  in-vitro  sensitivity  tests. 

The  susceptibility  of  each  of  the  4 species  of 
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Chloramphenicol 

Erythromycin 

Novobiocin 

Oxytetracy  cline 

•Penicillin 

Streptomycin 

Tetracycline 

Staphylococcus 

S R 

S R 

S R 

S R 

S R 

S R 

S R 

aureus 

8,157  2,020 

8,042  2,134 

9,710  467 

5,925  4,252 

4,480  5,697 

2,475  9,702 

6,060  4,117 

( coagulase 
positive) 

(80.1) 

(79.0) 

(95.4) 

(58.2) 

(44.0) 

(24.3) 

(59.5) 

Hemophilus 

408  21 

325  104 

407  22 

410  19 

248  181 

303  126 

409  20 

influenzae 

(95.1) 

(75.7) 

(94.8) 

(95.5) 

(57.8) 

(70.6) 

(95.3) 

Diplococcus 

1,273  21 

1,274  20 

1,275  19 

1,261  33 

1,264  30 

731  563 

1,264  30 

pneumoniae 

(98.3) 

(98.4) 

(98.5) 

(97.4) 

(97.6) 

(56.4) 

(97.6) 

Streptococcus 

pyogenes 

3,806  116 

3,819  103 

3,765  147 

3,713  209 

3,784  138 

580  3,304 

3,663  259 

(beta  hemolytic 
streptococci ) 

(97.0) 

(97.3) 

(95.9) 

(94.6) 

(96.4) 

(14.7) 

(93.3) 

TABLE  1 

Susceptibility  of  all  Cultures 

S—  Susceptible 
R—  Resistant 

Results  based  on  the  following  number  of  cultures: 
Staphylococcus  aureus  (coagulase  positive) 

Figure  in  ( ) indicate 

percentage  susceptible 

10,177 

Hemophilus  influenzae 

429 

Dipl ococcus  pneu moniae 

1,294 

Streptococcus  pyogenes  (beta  hemolytic  strep) 

3,922 

Total  Number  of  Cultures 

15,822 

bacteria  to  each  of  the  7 chemotherapeutic 
agents  was  first  evaluated  without  regard  to 
specimen  source  (Table  1). 

The  susceptibility  of  each  of  the  4 species 
of  bacteria  to  each  of  the  7 chemotherapeutic 
agents  was  then  evaluated  on  the  basis  of 
anatomical  source  (Tables  2,  3,  4,  5). 

Discussion 

Although  the  disk  sensitivity  test  continues 
to  be  the  subject  of  some  criticism,  the  con- 
tinued and  increasing  daily  use  of  the  test 
has  established  it  as  a routine  laboratory  pro- 
cedure. 

The  greatest  variations  encountered  in  these 
tests  have  been  the  results  of  ( 1 ) variations 
in  the  stated  disk  concentration  due  to  im- 
proper manufacturing  methods,  (2)  attempts 
to  interpret  the  test  in  a quantitative  manner 
based  on  the  size  of  the  zone  of  inhibition 
around  the  disk,  and  (3)  the  use  of  disks  with 
a concentration  of  a particular  chemother- 
apeutic agent  greatly  exceeding  that  level  of 
the  same  agent  which  can  be  readily  attained 
in  the  patient. 

It  is  essential  that  the  disk  sensitivity  test  be 


recognized  as  a compromise  brought  about  by 
the  demand  and  necessity  for  such  a test.  We 
feel  that  when  properly  performed  and  inter- 
preted, the  test  offers  a valuable  aid  to  the 
clinician  in  the  selection  of  a chemothera- 
peutic agent  with  which  to  treat  his  patient. 

In  addition,  criticisms  concerning  the  test 
either  have  been  or  may  be  overcome  to  a 
large  degree.  Recently  enforced  standards 
established  by  the  Food  and  Drug  Administra- 
tion for  the  manufacture  of  sensitivity  disks 
have  eliminated  most  of  the  variations  in  the 
stated  disk  concentrations  of  a particular 
agent.  The  use  of  low-concentration  disks, 
within  the  range  readily  attainable  in  the  pa- 
tient, and  the  reporting  of  the  tests  on  a in- 
sistent or  sensitive  basis  without  attempting  to 
interpret  zone  size  should  eliminate  additional 
variations  which  have  been  encountered  in 
some  laboratories. 

Summary 

1.  The  susceptibility  of  15,822  cultures  to  7 
chemotherapeutic  agents  was  evaluated  in 
110,754  in-vitro  sensitivity  tests. 

2.  The  susceptibility  of  10,177  cultures  of 
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DISK  SENSITIVITY  TEST 


Chloramphenicol  Erythromycin  Novobiocin 


S R 

S R 

S R 

Throat 

2,301  598 

(79.1) 

2,267  632 
(77.8) 

2,777  122 

(96.1) 

Nose 

1,244  317 
(79.6) 

1,283  278 
(82.1) 

1,490  71 

(95.4) 

Sputum 

371  126 

(74.6) 

322  175 

(64.7) 

470  27 

(94.5) 

Tissue  & 

3,718  858 

3,636  940 

4,365  211 

1 Wounds 

(81.2) 

(79.4) 

(95.3) 

Skin  Lesions 

248  61 

(80.2) 

257  52 

(83.1) 

285  24 

(92.2) 

Ear 

234  48 

(82.9) 

238  43 

(84.7) 

276  6 

(97.8) 

Pleural  Fluid 

41  12 

(77.3) 

39  14 

(73.5) 

47  6 

(88.6) 

Oxytetracycline 

Penicillin 

Streptomycin 

Tetracycline 

S 

R 

S R 

s 

R 

S R 

1,735  1,164 

1,187  1,712 

719  2,180 

1,760  1,139 

( 59.8 ) 

(49.4) 

(24.8) 

(61.3) 

917 

644 

760  801 

447  1,114 

948  613 

(58.7) 

(48.6) 

(28.6) 

(60.7) 

237 

260 

187  310 

92 

405 

256  241 

(47.6) 

(37.6) 

(18.5) 

(51.5) 

2,653 

1,923 

2,062  2,514 

1,006  3,570 

2,700  1,876 

(57.9) 

(45.0) 

(23.0) 

(59.0) 

201 

108 

139  170 

102 

207 

204  105 

(65.0) 

(44.9) 

(33.1) 

(66.0) 

165 

117 

132  150 

98 

184 

168  114 

(58.5) 

(46.8) 

(34.7) 

(59.5) 

17 

36 

13  40 

11 

42 

24  29 

(32.0) 

(24.5) 

(20.7) 

(45.4) 

TABLE  2 

Susceptibility  Data  by  Specimen 
Staphylococcus  aureus  (coagulase  positive) 


S—  Susceptible 
R—  Resistant 
Figures  in  ( ) indicate 

percentage  susceptible. 


Chloramphenicol 

Erythromycin 

Novobiocin 

O x y tet  racycl  i n e 

Penicillin 

Streptomycin 

Tetracycline 

S R 

S R 

S R 

S R 

S R 

S R 

S R 

Throat 

1,957  54 

1,964  47 

1,939  72 

1,912  99 

1,956  55 

336  1,671 

1,869  142 

(92.3) 

(92.1) 

(91.4) 

(95.0) 

(92.2) 

(16.7) 

(92.9) 

'Jose 

141  4 

142  3 

142  3 

134  11 

139  6 

28  117 

133  12 

(97.2) 

(97.9) 

(97.9) 

(92.4) 

(95.8) 

(19.3) 

(91.7) 

iputum 

72  5 

74  3 

74  3 

70  7 

72  5 

21  56 

65  12 

(93.5) 

(96.1) 

(96.1) 

(90.9) 

(93.5) 

(27.2) 

(84.4) 

'issue  & Wounds 

1,405  42 

1,413  34 

1,383  54 

1,374  73 

1,392  55 

161  1,252 

1,367  80 

(97.0) 

(97.6) 

(95.5) 

(94.9) 

(96.1) 

(11.1) 

(94.4) 

kin  Lesions 

142  6 

144  4 

137  11 

145  3 

137  11 

22  126 

144  4 

(95.9) 

(97.2) 

(92.5) 

(97.9) 

(92.5) 

(14.8) 

(97.2) 

!ar 

86  5 

79  12 

87  4 

76  15 

85  6 

12  79 

82  9 

(94.5) 

(86.8) 

(95.6) 

(83.5) 

(93.4) 

(13.1) 

(90.1) 

Ieural  F'luid 

3 0 

3 0 

3 0 

2 1 

3 0 

0 3 

3 0 

(100.0) 

(100.0) 

( 100.0) 

(66.6) 

(100.0) 

(00.0) 

(100.0) 

TABLE  3 

Susceptibility  Data  by  Specimen  S=  Susceptible 

R=:  Resistant 

Streptococcus  pyogenes  (Beta  hemolytic  strep)  Figures  in  ( ) indicate 

percentage  susceptible 
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Chloramphenicol 

Erythromycin 

Novobiocin 

Oxytetracycline 

Penicillin 

Streptomycin 

Tetracycline 

S R 

S R 

S R 

S R 

S R 

S R 

S R 

Throat 

536  5 

534  7 

535  6 

530  11 

531  10 

370  171 

535  6 

(99.0) 

(98.7) 

(98.8) 

(97.9) 

(98.1) 

(68.3) 

(98.8) 

Nose 

388  2 

389  1 

388  2 

386  4 

385  5 

155  235 

385  5 

(99.4) 

(99.7) 

(99.4) 

(98.9) 

(98.7) 

(39.7) 

(98.7) 

Sputum 

255  7 

256  6 

257  5 

252  10 

256  6 

168  94 

250  12 

(97.3) 

(97.7) 

(98.0) 

(96.1) 

(97.7) 

(64.1) 

(95.4) 

Tissue  & Wounds 

44  6 

44  6 

44  6 

43  7 

43  7 

15  35 

43  7 

(88.0) 

(88.0) 

(88.0) 

(86.0) 

(86.0) 

(30.0) 

(86.0) 

Skin  Lesions 

NONE  ISOLATED 

Ear 

47  1 

48  0 

48  0 

48  0 

46  2 

21  27 

48  0 

(97.9) 

(100.0) 

(100.0) 

(100.0) 

(95.8) 

(43.7) 

(100.0) 

Pleural  Fluid 

3 0 

3 0 

3 0 

2 1 

3 0 

2 1 

3 0 

(100.0) 

(100.0) 

(100.0) 

(66.6) 

(100.0) 

(66.6) 

(100.0) 

TABLE  4 

Susceptibility  Data  by  Specimen 
Diplococcus  pneumoniae 


S—  Susceptible 
R=  Resistant 
Figures  in  ( ) indicate 

percentage  susceptible 


Chloramphenicol 

Erythromycin 

Novobiocin 

Oxytetracycline 

Penicillin 

Streptomycin 

Tetracycline 

S R 

S R 

S R 

S R 

S R 

S R 

S R 

Throat 

111  3 

86  28 

109  5 

106  8 

73  41 

69  45 

111  3 

(97.3) 

(75.4) 

(95.6) 

(92.9) 

(64.0) 

(60.5) 

(97.3) 

Nose 

186  10 

163  33 

189  7 

194  2 

110  86 

154  42 

186  10 

( 94.8 ) 

(61.5) 

(93.5) 

(94.8) 

(56.1) 

(78.5) 

(94.8) 

Sputum 

74  4 

48  30 

73  5 

74  4 

41  37 

51  27 

73  5 

(94.8) 

(61.5) 

(93.5) 

(94.8) 

(52.5) 

(65.3) 

(93.5) 

Tissue  & Wounds 

20  3 

18  5 

20  3 

20  3 

12  11 

15  8 

22  1 

(86.9) 

(78.2) 

(86.9) 

(86.9) 

(52.1) 

(65.2) 

(95.6) 

Skin  Lesions 

NONE  ISOLATED 

Ear 

15  1 

8 8 

14  2 

14  2 

10  6 

12  4 

15  1 

(93.7) 

(50.0) 

(87.5) 

(87.5) 

(62.5) 

(75.0) 

(93.7) 

Pleural  Fluid 

2 0 

2 0 

2 0 

2 0 

2 0 

2 0 

2 0 

( 100.0) 

(100.0) 

(100.0) 

(100.0) 

(100.0) 

(100.0) 

(100.0) 

TABLE 

5 

Susceptibility  Data  by  Specimen  S—  Susceptible 

R—  Resistant 

Hemophilus  influenzae  Figures  in  ( ) indicate 

percentage  susceptible. 
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Staphylococcus  aureus  (coagulase  positive) 
varied  among  the  agents  tested;  novobiocin 
(94.5%);  chloramphenicol  (80.1%);  ery- 
thromycin (79.0%);  tetracycline  (59.5%); 
oxytetracycline  (58.2%);  penicillin 
(44.0%);  and  streptomycin  (24.3%). 

3.  With  the  exception  of  streptomycin  all  of 
the  agents  evaluated  were  effective  in-vitro 
against  97.0%  or  more  of  1,294  cultures  of 
Diplococctis  pneumoniae  and  93.0%  or 
against  3,922  cultures  of  Streptococcus  pyo- 


genes (beta-hemolytic  streptococci). 

4.  Some  429  cultures  of  Hemophilus  influ- 
enzae have  shown  approximately  the  same 
sensitivity  range  to  chloramphenicol,  oxy- 
tetracycline and  tetracycline. 

5.  When  properly  carried  out  and  interpreted 
the  disk  sensitivity  test  offers  the  clinician 
a valuable  aid  in  the  selection  of  a chemo- 
therapeutic agent  for  the  treatment  of  pa- 
tients with  certain  infectious  diseases. 
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Necessity  For  New  Drug  Testing 

Those  who  ask  for  drugs  without  side  effects  are 
asking  for  the  impossible.  Those  who  call  for  an  end 
to  drug  testing  in  man  are  proposing  something  pos- 
sible but  calamitous.  A moment’s  reflection  should 
be  enough  to  demonstrate  to  even  the  most  outraged 
critic  that  any  new  drug  has  to  be  tested  in  man. 
Laboratory  tests,  and  then  animal  tests,  usually  can 
provide  a great  deal  of  information,  but  there  is  al- 
ways an  element  of  uncertainty.  At  some  point,  some 
doctor  is  going  to  have  to  try  the  new  compound  on 
one  human  being,  and  then  another — and  another — 
until  enough  data  are  accumulated  to  warrant  its 
more  general  use.  — John  T.  Connor,  President, 
Merck  & Co.,  to  American  Hospital  Association, 
Sept.  18,  1962. 
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POISONOUS  PLANTS  IN  SOUTH  CAROLINA.  3. 


J.  HAMPTON  HOCH,  D.Sc. 

School  of  Pharmacy,  Medical  College  of  S.  C., 
Charleston,  S.  C. 


Other  Gymnosperms 

No  members  of  the  pine  family  (pines, 
cedars,  firs,  spruces,  hemlocks,  larches) 
pose  any  danger  to  persons  who  might 
chew  or  swallow  the  leafy  twigs,  fruits  or 
barks.  Components  of  some  of  the  needle  oils 
may  irritate  the  skin  of  susceptible  individuals. 
Oil  (“spirit”)  of  turpentine  which  is  distilled 
from  the  oleoresin  of  Firms  species  is  one  of 
the  household  poisons  sometimes  drunk  by 
children,  but  seldom  with  fatal  results. 

Vomiting,  colic  and  diarrhea  are  the  com- 
mon and  milder  symptoms.  Drowsiness,  stupor 
and  coma  may  develop,  with  fever  and  sweat- 
ing, perhaps  some  cyanosis.  Thready  pulse, 
tachycardia  and  slow,  irregular  respiration 
are  commoner  than  convulsions.  Severe 
poisoning  also  produces  dilated  and  non-re- 
active pupils.  The  urine  assumes  a violet-like 
odor. 

Gastric  lavage,  demulcents,  fluids  to  pro- 
mote diuresis  are  recommended  with  further 
symptomatic  treatment  as  appears  necessary. 

The  Japanese  umbrella  pine  (Sciadopitys 
verticillata  (Thunb.)  Sieb.  & Zucc. ) of  the 
taxodium  family  is  occasionally  grown  as  an 
ornamental  tree.  The  volatile  oil  of  its  leafy 
twigs  contains  cedrene  and  cedrol;  in  large 
doses  these  compounds  can  provoke  convul- 
sions, kidney  irritation,  etc.  as  noted  for  the 
cypress  family.® 

The  leaf  of  another  Japanese  tree,  Podo- 
carpus  macrophyUa  D.  Don  of  the  podocarp 
family,  which  sometimes  is  kept  pruned  back 
to  serve  as  a hedge,  is  reported  to  be  a gastro- 
intestinal irritant,  although  the  fleshy  covering 
of  the  seed  is  considered  edible  when  ripe. 

S Carolina  Med  Ass  61:68. 


Some  podocarps  contain  compounds  similar 
to  podophvllotoxin  and  these  have  been  shown 
to  be  tumor  damaging  when  injected  in  ani- 
mals. 

In  the  yew  family  there  are  no  species 
native  to  South  Carolina.  The  English  yew 
( Taxus  haccata  L. ) and  Japanese  yew  (Taxus 
cuspidate  Sieb.  & Zucc. ) have  numerous  horti- 
cultural varieties  which  are  often  grown  as 
ornamentals.  Other  species  of  yew  may  also  be 
found  in  cultivation.  A mixture  of  poisonous 
alkaloids  called  “taxine”  is  found  in  the  seeds, 
leaves,  bark,  and  wood  of  the  yews.  In  winter 


Mature  seeds  of  yew  partly  surrounded  by 
fleshy  arils. 


From  botany,  by  Paul  Weatherwax.  3rd  Edition. 
W.  B.  Saunders  Co.  Philadelphia,  London,  1956. 
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the  leaves  are  approximately  three  times  richer 
in  “taxine”  than  in  the  spring.  Taxicatin,  the 
glucoside  of  3,  5-dimethoxy  phenol,  is  another 
leaf  constituent  which  probably  contributes  to 
the  overall  toxicity;  it  is  about  five  times  more 
concentrated  in  winter  than  in  spring  leaves. 
The  sweet,  pink  flesh  around  the  seed  is  not 
toxic,  but  chewing  the  seeds  releases  their 
poison.  Animals  have  died  after  browsing  yew 
leaves  and  humans  have  been  poisoned  after 
ingestion  of  the  leaves  or  decoctions  used  as 
abortifacients  or  anthelmintics.  The  lethal 
dose  for  humans  has  been  estimated  as  0.7 
gram  of  leaf  per  kilo  body  weight. 

The  first  symptoms  of  yew  poisoning,  ap- 
pearing in  30  to  90  minutes,  are  vomiting,  ab- 
dominal pain,  pallor,  vertigo,  diarrhea. 
Mydriasis  and  visual  disturbances  may  appear 


but  the  cardiac  and  respiratory  depressant 
effects  are  more  significant.  Slowing  of  the 
heart  and  respiratory  movement,  fall  in  blood 
pressure,  stertorous  breathing,  may  progress  to 
circulatory  collapse  and  asphyxia  from  paraly- 
sis of  the  respiratory  center.  Delirium,  convul- 
sions and  coma  may  precede  cardiac  arrest  in 
diastole.  Kidney  damage  is  manifested  by 
albuminuria. 

After  lavage  and  emollients  to  modify  the 
severe  gastrointestinal  irritation,  treatment 
must  be  symptomatic  and  supportive.  Intra- 
venous electrolytes  and  glucose  to  control  de- 
hydration and  shock,  demerol  for  pain, 
paraldehyde  for  agitated  or  delirious  states, 
oxygen  or  artificial  respiration,  epinephrine, 
all  have  been  suggested.  There  is  no  specific 
antidote. 


Thrombectomy  for  acute  iliofemoral  venous  throm- 
bosis, by  R.  R.  Bradham  and  J.  T.  Buxton  (Charles- 
ton). Surg  Gynec  Obstet  119:1271-5,  Dec.  1964. 

Thrombectomy  for  acute  iliofemoral  venous  throm- 
bosis is  a logical,  effective  procedure  if  carried  out 
early  and  if  its  limitations  and  potential  complications 
are  realized.  Experience  has  shown  that  the  thrombi 
in  the  iliofemoral  region  can  be  removed,  and  when 
the  procedure  is  combined  with  systemic  anticoagula- 
tion, a patent  deep  venous  system  can  be  anticipated. 
The  massive  edema  occurring  in  the  extremities  of 
these  patients  subsides  rapidly,  and,  in  the  majority, 
the  devastating  sequelae  of  the  postphlebitic  leg  are 
obviated.  Pulmonary  embolus  apparently  does  not 
occur  when  thrombectomy  is  carried  out  carefully. 

After  completing  an  investigative  study  in  laboratory 
animals,  iliofemoral  thrombectomy  was  adopted  as  a 
preferred  method  of  treating  patients  with  acute  ilio- 
femoral venous  thrombosis.  It  was  performed  on  16 
patients  over  a period  of  one  and  one  half  years.  With 
the  exception  of  the  first  2 or  3 patients,  local  anes- 
thesia was  used.  All  patients  had  symptoms  less  than  8 
days.  Nine  patients  were  within  the  first  24  hours 
following  onset  of  symptoms.  In  all  of  the  patients 
operated  on  within  24  hours  after  recognition  of  this 
entity,  the  thrombus  extruded  readily.  Thrombi  re- 
moved at  3 days  were  slightly  adherent  and  those  re- 
moved at  longer  intervals  after  onset  were  adherent 
and  removed  by  suction  and  forceps.  Three  patients 
died  in  the  postoperative  period.  Only  one  of  these 
deaths  was  thought  to  be  related  to  the  procedure.  In 
the  13  surviving  patients,  the  edema  subsided 
rapidly. 


Specific  attention  must  be  given  to  the  complica- 
tions of  blood  loss  at  operation,  wound  hemorrhage 
and  hematoma  that  can  occur  when  anticoagulation  is 
effective,  and  the  infrequent  occurrence  of  lymphor- 
rhea  with  a groin  incision.  The  procedure  probably 
should  not  be  done  on  patients  for  whom  anticoagula- 
tion offers  the  definite  hazard  of  hemorrhage  from 
other  areas. 

It  is  the  authors’  experience  that  this  procedure  will 
restore  patency  of  the  deep  venous  system  in  a signifi- 
cant number  of  well  selected  patients.  The  details  of 
tile  procedure  and  method  of  anticoagulation  are 
described. 


Experience  with  repository  therapy  of  pollinosis  in 
Northern  Italy — S.  Dal  Bo.  Ann  Allergy  22:670  (Dec) 
1964. 

During  the  years  1962,  1963,  and  1964,  about  700 
hay  fever  patients  of  the  Milan,  Italy,  area  were 
treated  pre-  and  co-seasonally  with  about  1,400  in- 
jections. Through  a gradual  improvement  of  the  emul- 
sions due  to  the  adoption  of  screen  emulsators,  the 
systemic  reaction  rate  with  repository  method  which 
was  6%  to  8%  during  the  first  years  gradually 
lowered  to  about  1%.  It  is  believed  that  the  results  of 
the  repository  method  were  quite  as  good  as  those  of 
a high  standard  traditional  therapy.  The  outstanding 
advantages  of  the  repository  method,  as  they  emerged 
from  these  three  years  of  practice,  were:  (1)  a con- 
siderable saving  of  time  for  both  the  patients  and  the 
physician,  and  (2)  a striking  diminution  of  the  ana- 
phylactic incident  rate  as  compared  with  that  of  the 
traditional  method. 
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KENNETH  M.  LYNCH,  M.  D„  D.Sc.,  LL.D. 


A revival  of  the  long  discussed  idea  of  de- 
veloping a medical  school  in  South 
Carolina,  and  renewal  of  the  same  sort 
of  start  that  had  been  interrupted  around 
1803,  came  in  1821  when  the  oncoming  gen- 
eration of  ambitious  physicians  now  reaching 
maturity  in  the  community  took  charge.  Their 
plan  was  traditional,  a “public”  lecture  series 
as  a hopeful  course  to  the  real  objective  of 
leading  to  the  establishment  of  an  actual  medi- 
cal school.  Among  these  physicians  was  what 
proved  to  be  a rather  tightly  aligned  group 
that  turned  into  the  first  faculty  of  the  Medical 
College  of  South  Carolina  when  it  was  organ- 
ized in  1824.  Prominent  in  the  maneuvering 
were  Dr.  Samuel  Henry  Dickson,  who  became 
professor  of  the  institutes  and  practice  of 
physic;  Dr.  James  Ramsay  (son  of  David), 
professor  of  surgery  to  be;  Dr.  Henry  Rutledge 
Frost,  to  be  professor  of  materia  medica;  and 
another  who  declined  a faculty  appointment  in 
the  first  chartered  institution,  James  Moultrie, 
Junior.  Less  conspicuous  in  the  promotional 
effort  were  Dr.  Thomas  Grimball  Prioleau, 
who  was  to  become  professor  of  obstetrics  and 
the  diseases  of  women  and  children,  as  well  as 
the  first  dean;  Dr.  John  Edwards  Holbrook, 
who  was  elected  professor  of  anatomy  when 
Dr.  I.  M.  Campbell  declined  the  position;  and 
Dr.  Edmund  Ravenel,  professor  of  chemistry 
and  pharmacy.  These  men  were  all  graduates 
of  the  University  of  Pennsylvania.  Added  to 
this  group  on  the  actual  formation  of  the  first 
faculty  was  Stephen  Elliott,  LL.D.,  as  profes- 
sor of  natural  history  and  botany;  he  was 
awarded  an  honorary  degree  of  doctor  of 
medicine  at  the  first  commencement,  1825. 

Although  Samuel  Henry  Dickson  was  ap- 
parently the  most  aggressive  of  this  group  in 
determination  and  in  forceful  promotion  of 
their  plans,  front  rank  attention  is  given  in  this 


narrative  to  the  man  who  declined  member- 
ship in  the  first  faculty,  James  Moultrie,  M.  D. 
It  appears  that  he  was  also  given  that  ranking 
by  his  colleagues  themselves.  While  he  ap- 
parently had  doubts  about  the  financial  sound- 
ness of  the  venture,  it  is  also  recorded  that 
when  he  was  pressed  to  permit  his  name  to  go 
up  with  the  others  for  faculty  appointment,  he 
declined  on  the  grounds  that  he  had  taken 
such  a part  in  securing  the  opportunity  that  he 
would  feel  embarrassment  if  he  appeared  to 
take  personal  advantage  of  it.  Although  that 
sentiment  did  not  seem  to  bother  anyone  else 
then — nor  would  it  be  likely  to  nowadays — it 
is  nonetheless  admirable,  and  his  subsequent 
course  of  life  ran  true  to  that  form.  He  never 
faltered  in  devotion  to  the  ideals  involved,  and 
to  the  institution. 

James  Moultrie,  Junior,  was  a third  genera- 
tion native  South  Carolinian,  great-grandson 
of  John  Moultrie,  the  “immigrant,”  graduate  at 
Edinburgh,  and  son  of  James  Moultrie,  also  an 
M.  D.  at  Edinburgh,  who  joined  the  newly 
organized  Medical  Society  of  South  Carolina 
May  20,  1790,  and  was  himself  prominent  in 
its  affairs  throughout  his  life.  It  is  noticeable 
in  reading  the  old  minute  book  that  after  the 
junior  James  Moultrie  entered  the  Medical  So- 
ciety picture,  July  1,  1822,  the  attendance  of 
father  and  son  at  the  same  meeting  was  rather 
infrequent,  appearing  to  portend  that  some- 
thing unusual  was  coming  up  if  both  were 
present.  The  careers  of  this  four  consecutive 
generation  series  of  Moultrie  Doctors  of  Medi- 
cine of  prominence  in  South  Carolina  covering 
a period  of  about  100  years — John,  “the  im- 
migrant,” who  came  from  Culross,  Shire  of 
Fife,  Scotland,  “anterior  to  1702,”  John,  Jr., 
James  and  James,  Jr. — would  provide  a re- 
markable story  within  itself.  The  first  three 
were  all  graduates  of  the  University  of  Edin- 
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burgh.  Not  only  did  this  genealogically  con- 
secutive line  of  physicians  end  with  James, 
Junior  in  1869,  hut  the  surname  Moultrie  itself 
ended  with  him.  Neither  James,  Jr.  nor  his 
cousin,  General  William  Moultrie  of  Revolu- 
tionary fame,  had  children,  although  both 
were  married,  the  General  to  the  widow  of 
Thomas  Lynch,  the  senior,  whose  son,  Thomas 
Lynch,  Jr.,  was  a signer  of  the  Declaration  of 
Independence.  However,  the  heritage  is  car- 
ried on  to  this  day  by  descendants  of  the 
female  line.  The  given  name  “Moultrie”  is  fre- 
quently found  in  the  records,  and  even  now  is 
a familiar  one  among  acquaintances. 

James  Moultrie,  Jr.  was  born  in  1793,  and 
was  twenty-nine  years  old  when  he  joined  the 
Medical  Society  of  South  Carolina  July  1, 
1822,  after  graduating  at  the  University  of 
Pennsylvania  with  the  M.  D.  degree.  He  was 
elected  secretary  of  the  Society  that  same  year. 
Although  evidently  of  unassuming  nature,  he 
soon  became  the  member  depended  upon  to 
guide  in  virtually  any  important  movement  or 
decision.  While  it  may  be  thought  that  David 
Ramsay  was  the  wisely  cautious  builder  of  the 
idea  of  establishing  a medical  school  in  South 
Carolina,  and  that  Samuel  Henry  Dickson  was 
the  ambitious  and  aggressive  “field  general,” 
when  the  time  to  strike  came  “under  whatever 
mode  of  arrangement,”  James  Moultrie,  Jr. 
was  the  patient  leader.  Upon  him  all  depended 
for  guidance  in  setting  a straightforward 
course  based  upon  principles  which  are  funda- 
mentally as  applicable  today  as  they  were 
then,  but  which  took  practically  a century  to 
mature  to  general  acceptance.  He  was  spared 
an  era  that  would  have  been  one  of  disillusion, 
from  the  end  of  the  War  of  Secession  to  the 
turn  of  the  twentieth  century. 

James  Moultrie,  Jr.  went  on  to  become  a 
nationally  recognized  leader  in  medical  sci- 
ence and  education.  As  already  recited,  he 
declined  to  permit  his  name  to  be  presented 
for  election  as  a member  of  the  first  medical 
school  faculty  here,  but  when  that  faculty 
seceded  from  Medical  Society  control  of  their 
school  and  secured  a charter  of  their  own  in 
1832,  he  accepted  the  chair  of  physiology  in 
the  new  school.  This  he  held  until  he  retired 


from  the  faculty  in  1868.  He  also  served  three 
terms  as  its  dean,  1835-36,  1840-41,  1847-50. 
He  died  in  1869. 

He  was  elected  one  of  the  four  vice  presi- 
dents at  the  founding  of  the  American  Medical 
Association  in  1847,  whose  primary  purpose 
was  the  improvement  of  medical  education  as 
the  key  to  better  medical  practice.  In  his  elec- 
tion as  president  of  the  American  Medical 
Association,  for  the  term  of  1850-51,  he  be- 
came the  only  South  Carolina  physician  ever 
to  be  so  honored  by  that  largest  and  most 
powerful  of  all  medical  organizations,  al- 
though Dr.  Thomas  M.  Logan,  a graduate  of 
the  Medical  College  of  South  Carolina  in  1828, 
who  removed  to  California  and  became  a 
leader  there,  was  elected  president  of  the 
A.  M.  A.  in  1873.  The  only  other  medical  resi- 
dent of  South  Carolina  ever  to  preside  at  an 
annual  convention  of  the  A.  M.  A.  happens  to 
be  the  narrator  of  this  story.  As  vice-president, 
he  presided  at  the  1935  convention  in  the  ab- 
sence of  the  president  by  reason  of  illness. 

As  a member  of  the  committee  of  the  Medi- 
cal Society  appointed  for  the  purpose,  Moul- 
trie wrote  the  “Memorial”  to  the  State  Legis- 
lature proposing  an  Act  to  provide  a charter  to 
the  Medical  Society  for  the  establishment  of  a 
medical  school  in  South  Carolina.  In  this  pro- 
posal was  a request  for  a State  appropriation 
for  the  construction  of  a building  and  for 
equipment,  as  well  as  for  salaries  of  the  fac- 
ulty. 

It  is  sometimes  suggested  that  the  request 
for  appropriations  was  the  reason  that  the 
presentation  from  the  Society  never  even 
reached  the  stage  of  a Bill.  Now,  although 
Moultrie  himself  gave  credit  to  Dr.  Thomas 
Cooper,  president  of  the  South  Carolina  Col- 
lege, for  the  stimulus  that  provoked  action  to- 
ward the  establishment  of  a medical  school  in 
South  Carolina,  in  the  same  address  on  the 
“State  of  Medical  Education  in  South  Caro- 
lina,” before  the  South  Carolina  Society  for  the 
Advancement  of  Learning  in  Charleston  in 
1835  he  stated  that  the  idea  had  been  in  mind 
among  his  colleagues  in  Charleston  for  some 
time  previous.  Cooper,  an  aggressive  char- 
acter, had  begun  his  maneuver  in  an  address 
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before  the  Medical  Board  in  Columbia  in 

1821,  and  had  pursued  it  in  a letter  (1822)  to 
Dr.  John  Wagner,  of  Charleston.  This  was  fol- 
lowed on  March  1,  1822,  by  a communication 
from  the  Columbia  Board  to  the  Medical  So- 
ciety, leading  to  the  appointment  of  the  first 
committee  of  that  group  with  the  duty  of  re- 
porting to  the  Society  upon  the  propriety  and 
feasibility  of  such  a proposition.  On  April  1, 

1822,  another  letter  to  the  Society  from  Dr. 
Cooper  on  the  same  subject  was  referred  to 
the  committee.  That  committee  reported 
favorably  on  May  1,  1822,  and  then  the  Society 
appointed  Moultrie’s  Committee  to  further  the 
project  before  the  State  Legislature,  but  pro- 
posed that  the  location  of  the  school  be  in 
Charleston  rather  than  Columbia.  While  the 
arguments  presented  back  and  forth  among 
Dr.  Cooper,  the  Columbia  Medical  Board  and 
the  Medical  Society  in  Charleston  were  be- 
labored at  length  during  the  year  1822,  about 
the  only  difference  from  those  that  have  been 
repeated  periodically  to  this  day  was  the  em- 
phasis on  the  sinful  temptations  and  distrac- 
tions to  which  the  innocent  and  virtuous  youth 
of  South  Carolina  were  exposed  in  pursuing 
educational  experience  in  the  cities  of  the 


North  versus  the  absence  of  such  diversions  at 
home.  That  argument  really  seems  to  have 
been  neutralized  at  a much  earlier  date  by  the 
charge  of  Dr.  Benjamin  Bonneau  Simons  in 
1803  that  his  lectures  of  that  time  failed  to 
attract  the  interest  of  the  medical  students 
away  from  their  preference  of  the  pleasures 
offered  by  the  “taverns”  of  Charleston.  At  any 
rate,  probablv  Dr.  Thomas  Cooper,  the  Colum- 
bia Medical  Board  and  the  Medical  Society  in 
Charleston  all  had  tongue  in  cheek  when  they 
used  it. 

Columbia  was  the  seat  of  State  government 
and  of  the  South  Carolina  College  that  became 
the  University  of  South  Carolina;  it  was  then  a 
town  of  only  4,000  population,  while  Charles- 
ton was  a port  city  of  40,000,  ranking  with 
Boston,  New  York  and  Philadelphia  in  the 
opportunity  for  medical  teaching  and  practical 
training.  Moreover,  Charleston  already  had  a 
high-powered  medical  “faculty”  with  a mem- 
bership which  mustered  an  attendance  of  45  at 
the  Medical  Society'  meeting  when  the  first 
faculty  were  elected  in  1824.  Charleston  did 
not  fail,  of  course,  to  claim  the  advantages  in 
its  clinical  teaching  opportunity  at  its  Marine 
Hospital,  Poor  House,  Orphan  House  and  Dis- 
pensary. as  well  as  its  wealth  of  “anatomical 
material”  readily  at  hand  from  the  “colored 
population"  and  other  already  existing  facili- 
ties and  conditions  favorable  to  the  operation 
of  a medical  school  in  the  area. 

Dr.  Cooper  tacitly  admitted  the  superior  ad- 
vantages of  location  in  Charleston  by  pro- 
posing that  the  desired  school  might  well  be 
divided  between  Columbia  and  Charleston, 
with  the  obviously  major  part  of  the  operation 
at  the  latter  location.  The  proposal  of  a 
divided  school  — or  a division  of  support  be- 
tween two  schools  — was  as  strongly  opposed, 
and  exposed  as  unsound,  then  as  it  would  be, 
and  has  been,  at  the  present  time. 

While  Cooper  appears  to  have  succumbed 
rather  easily  — for  him  — and  while  the 
financial  considerations  probably  were  a real 
deterrent,  it  would  not  be  realistic,  nor  in 
accordance  with  experience  in  other  like  situa- 
tions more  recently,  not  to  have  in  mind  the 
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likelihood  of  political  interferences  with 
Charleston’s  bid  of  1822.  Suffice  it  to  say  that 
appended  to  the  Society’s  minutes  of  Novem- 
ber 1,  1823,  is  a warning  “To  notice  the  meas- 
ures of  the  advocates  for  a Medical  School  in 
the  upper  part  of  the  State  . . . under  State 
patronage”  and  that  neither  the  Columbia 
Board  nor  Dr.  Cooper  joined  with  the  Medical 
Society7  in  its  “Memorial’’  to  the  Legislature  as 
they  were  invited  to  do. 

While  the  failure  of  the  Legislature  of  1822 
to  consider  favorably  the  pleas  of  the  Medical 
Society  as  presented  in  the  forward  looking 
“Memorial’  formulated  by  Moultrie  dampened 
the  spirit  of  some,  it  was  not  allowed  to  close 
off  the  efforts  of  the  group  of  determined 
Medical  Society  members.  Dickson  next  led  a 
move  to  induce  the  College  of  Charleston  — 
of  which  he  was  a graduate  — to  add  medical 
professorships  to  its  faculty  and  to  grant  medi- 
cal degrees.  In  a recent  personal  communica- 
tion, the  current  president  of  that  College  sug- 
gested that  had  this  bid  been  accepted  it 
would  have  meant  that  he  might  today  be 
under  the  necessity  of  finding  a hundred  dol- 


lars for  the  medical  school  along  with  every 
penny  he  got  for  the  rest  of  the  College.  He 
knows,  of  course,  that  the  cost  involved  in 
carrying  a medical  education  complex  of  to- 
day is  a major  worry  of  many  university  presi- 
dents. At  any  rate  the  bid  was  declined. 

Dickson  and  company  then  fell  back  to  the 
traditional  form  of  attempts  at  medical  school 
establishment,  and  during  the  summer  of  1823 
he  and  James  Ramsay  gave  a series  of  lectures 
on  medical  practice  and  surgery,  respectively. 
Encouraged  by  the  success  of  this  lecture 
series,  the  Medical  Society  presented  another 
“Memorial”  to  the  Legislature  praying  simply 
that  legal  authorization  be  granted  to  the 
Medical  Society7  of  South  Carolina  to  establish 
and  operate  a medical  school  and  award  medi- 
cal degress  on  its  own  responsibility  and 
authority7.  The  Act  granting  this  request  was 
passed  on  December  24,  1823,  the  same  Christ- 
mas Eve  date  as  the  organization  meeting  of 
the  Medical  Society  thirty-four  vears  pre- 
viously. 

( TO  BE  CONTINUED  ) 


Experience  with  Valium  in  general  practice,  by- 
Robert  E.  Burnett  and  Robert  E.  Holman.  (Elloree) 
Med  Times  93:56-60.  Jan.  1965. 

Diazepam  f Valium®  ) was  administered  to  216  pa- 
tients under  treatment  in  a general  practice.  They 
were  placed  by  diagnosis  in  one  of  3 general  diag- 
nostic categories:  1 > emotional  disorders,  2)  functional 
disorders,  3)  organic  disorders  with  emotional  com- 
plications. 

Valium  ® dosage  ranged  from  1 mg  to  20  mg  daily, 
administered  for  4 days  to  15  months. 

Criteria  for  evaluation  were  the  extent  of  emotional 
control  achieved  by  the  patient  and  the  extent  to 
which  this  control  was  reflected  in  improved  func- 
tional and  physical  symptoms. 

The  results  were  satisfactory  in  187  (87#  ) patients 
and  unsatisfactory  in  24  (11#);  evaluation  was  with- 
held in  5 (2#  ) patients. 

There  were  no  toxic  reactions,  systemic  dysfunc- 
tions, or  habituation  with  Valium®  therapy,  but  12 
patients  developed  side  effects  including  drowsiness, 
dizziness,  and  a “drugged”  feeling.  These  were  mild 
reactions  and  tended  to  disappear  spontaneously  or 
with  adjustment  of  the  drug  intake. 

The  results  were  considered  encouraging  and  fur- 
ther controlled  studies  are  urged  to  determine  more 


precisely  the  possible  role  of  diazepam  in  general  prac- 
tice. 


Intracardiac  shunts  after  penetrating  wounds  of  the 
heart,  by  C.  P.  Summerall,  III,  W.  H.  Lee,  Jr.,  and 
J.  A.  Boone.  (Charleston)  New  Eng  J Med  272:240- 
242,  Feb.  4,  1965. 

Intracardiac  shunts  following  penetrating  wounds 
are  uncommon  lesions  and  may  occur  with  striking 
anatomic  diversity.  Recent  examples  of  such  defects 
encountered  at  the  Medical  College  Hospital  include 
a shunt  between  the  left  ventricle  and  the  coronary 
sinus  following  a bullet  w'ound  and  a double  shunt 
from  the  aorta  to  the  right  atrium  and  the  right 
ventricle  following  an  ice  pick  wound  of  the  chest.  In 
both  cases,  intracardiac  surgery  on  cardiopulmonary 
bypass  w7as  successful  in  correcting  the  lesions.  Tw'elve 
examples  of  such  lesions  from  the  medical  literature 
include  five  cases  of  acquired  ventricular  defects,  five 
cases  of  aortic-right  ventricular  defects  and  one  case 
of  aortic-right  atrial  defect.  Clinical  findings  were 
comparable  to  those  of  analogous  congenital  defects, 
with  the  exception  that  the  electrocardiogram  seldom 
showed  a specific  hypertrophy  pattern. 

Charles  P.  Summerall,  M.  D. 
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the  changing  world. 


Ex-President’s  Page 

As  my  year  as  President  of  the  South  Carolina  Medi- 
cal Association  draws  to  a close,  I have  a more  firm  con- 
viction that  each  of  us  plays  a part  in  the  overall  ad- 
vancement of  Medicine.  Onrs  is  a continuing  struggle, 
against  disease  and  against  the  forces  which  would 
curtail  and  dilute  our  efficiency  as  a profession. 

I have  also  gained  confidence  in  the  future  of  medi- 
cine as  I see  the  reservoir  of  ability  and  willingness  to 
serve  evidenced  among  the  emerging  generation  of  mem- 
bers of  our  Medical  Association.  The  advice  and 
experience  of  our  older  members  are  helpful  in  avoiding 
pitfalls  that  inexperience  might  lead  into;  but  it  takes  the 
generation  to  insure  adequate  meeting  of  the  problems  of 


To  the  members  of  the  Association  and  particularly  to  the  members  of  the  various  com- 
mittees, I wish  to  express  my  thanks  for  their  cooperation.  To  Council,  my  thanks  and  apprecia- 
tion for  their  help  and  advice.  My  sincere  praise  to  the  Editor  of  our  Journal,  who  has  made 
that  publication  outstanding  in  the  nation.  To  our  Headquarters  Staff,  with  its  efficient  Execu- 
tive Secretary  head,  go  my  thanks  for  their  cooperation  and  assistance. 


We  view  the  recent  advancement  of  medicine  with  satisfaction  and  pride;  but  that  progress 
will  fade  into  insignificance  with  the  accomplishments  of  the  present  keen  minds  in  research 
and  practice. 


Should  we  be  tempted  to  rebel  at  so  many  meetings  and  committee  assignments,  let  us 
bear  in  mind  that  the  opinion  and  action  of  an  individual  can  easily  be  faulty  and  ineffective, 
but  the  weighted  opinion  and  action  of  the  group  can  lead  to  productive  accomplishment. 
Only  in  our  committees,  in  our  county  societies  and  in  our  State  Association  can  such  opinions 
be  made  effective. 


Frank  C.  Owens,  M.  D., 

Ex-President,  S.  C.  Medical  Association 
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To  my  colleagues  over  the  state  I am  truly  grateful. 

It  is  an  honor — and  a responsibility — to  serve  as  Presi- 
dent of  the  South  Carolina  Medical  Association,  and  I 
accept  the  task  with  deep  appreciation  and  with  the  hope 
that  I will  not  fail  in  my  duty. 

Our  Association  is  alive  and  functioning  but  we  can 
ill  afford  to  be  complacent  or  be  satisfied  with  things  as 
they  are.  There  is  work  to  be  done,  there  are  programs  to 
be  organized,  plans  to  be  made,  problems  to  be  solved. 

Action  rather  than  words  must  be  the  order  of  the  day 
for  as  Aesop  observed  many  centuries  ago,  “much  outcry, 
little  outcome.” 

The  Council  and  officers  of  our  Association  can  give  leadership  but  our  goals  can  be 
obtained  only  as  county  societies  and  individual  members  give  of  their  cooperation.  One  of  my 
prime  efforts  in  the  months  ahead  will  be  to  remind  county  societies  and  individual  members 
of  their  responsibilities. 

One  of  the  functions  of  our  Association  is  to  fulfill  its  obligation  as  a member  of  the  Ameri- 
can Medical  Association.  South  Carolinians  were  active  in  the  organization  of  the  AMA  and  one 
of  our  number,  Dr.  James  Moultrie,  Jr.  of  Charleston,  was  its  5th  president.  Since  then  many 
South  Carolina  physicians  have  been  involved  in  AMA  work.  At  the  present  time  we  have  two 
strong  men  in  the  AMA  House  of  Delegates,  Drs.  George  D.  Johnson  and  Joe  P.  Cain,  and 
other  members  are  serving  in  other  capacities,  but  we  need  more  men  who  are  interested  and 
willing  to  work. 

To  those  physicians  who  have  never  attended  an  annual  meeting  of  the  AMA  might  I sug- 
gest that  they  consider  seriously  going  this  year.  The  session  will  be  held  in  New  York,  June 
20-24.  The  educational  value  of  the  different  scientific  sessions  and  of  the  scientific  and  com- 
mercial exhibits  is  immense.  Further,  any  member  of  the  AMA  is  privileged  to  observe  the 
House  of  Delegates  in  action  and  to  attend,  and  to  participate  if  he  so  desires,  in  the  hearings 
of  the  different  reference  committees.  ( I am  planning  to  attend  and  will  be  glad  to  help  any 
member  of  our  Association  who  would  like  to  see  something  of  the  inner  workings  of  the  mother 
organization.  1 can  assure  such  a one  that  he  will  begin  to  appreciate  how  big  this  medical  or- 
ganization is  and  how  much  it  actually  does.) 


Julian  P.  Price,  M.  D„ 

President,  S.  C.  Medical  Association 
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From  this  Journal,  May,  1962 


The  Birth  of  Medicare 

M isconceived,  malformed,  and  politically 
patched  and  botched,  the  new  “Medicare”  slid 
through  the  House  amid  the  groans  of  its  op- 
ponents and  the  triumphant  plaudits  of  its 
supporters.  We  cannot  believe  that  the  win- 
ning side  showed  any  real  concept  of  the 
philosophy  and  economics  of  medical  care, 
though  exhibiting  perhaps  a very  canny 
knowledge  of  practical  politics. 

It  might  be  said  truthfully  that  physicians  as 
a whole  did  not  interest  themselves  sufficiently 
in  active  opposition  to  this  legislation. 
Whether  a more  concerted  effort  might  have 
deflected  the  political  steam  roller  is  a ques- 
tion. Yet  the  fact  remains  that  the  rank  and 
file  of  the  profession  displayed  rather  con- 


sistently a discouraging  apathy  in  backing  the 
efforts  of  that  part  of  medicine  which  fought, 
bled,  and  died  in  the  struggle. 

The  law  is  about  to  pass  and  both  its  obvi- 
ous and  its  hidden  effects  on  medicine  will 
gradually  be  apparent.  There  is  hope  that 
eventually  it  will  prove  inadequate,  unsatis- 
factory, and  irritatingly  harmful  to  the  think- 
ing public  and  to  the  political  regime  in 
power.  Perhaps  only  this  effect  will  in  time 
bring  about  the  improvements  and  readjust- 
ments which  the  faithful  core  of  the  medical 
profession  will  continue  to  desire. 


Challenge  to  South  Carolina 

We  reprint  an  editorial  from  our  neighbor- 
ing state  on  Sparganosis. 

North  Carolina’s  history'  has  been  exemplified  by  the 
oft-quoted  observation  that  the  state  represents  a vale 
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of  humility  between  two  mountains  of  conceit.  The 
article  by  Dudley  and  Pool  on  sparganosis  gives  ob- 
jective evidence  that  we  have  at  least  bested  South 
Carolina  in  the  matter  of  worms  beneath  the  skin. 
Perhaps  our  neighbors  in  the  Palmetto  State  have 
them  and  don’t  know  how  bad  off  they  are;  it  seems 
reasonably  certain  that  they  will  not  hotly  contest  this 
distinction. 

— N Carolina  Med  J 26:123  (March,  1965). 

Tliis  South  Carolina  journal  does  not  doubt 
that  we  have  some  unexpected  biological 
rarities  under  our  local  skins,  e.g.  some  of  our 
more  vivid  politicians,  as  well  as  smaller  irri- 
tants. Now  it  is  up  to  us  to  meet  the  challenge 
from  our  neighbor  (who  has  been  long  ex- 
onerated from  the  charge  of  being  a vale  of 
humility  as  perhaps  we  have  descended  from 
the  mountain  of  conceit)  and  bring  to  light 
something  truly  unique  to  make  a seven-day 
wonder  in  medicine. 


The  Trojan  Horse 

(By  Mrs.  W.  Leonard  Weyl  in  The  Medical 
Bulletin  of  Northern  Virginia) 


News 


Dr.  Groom  Elected 

Dr.  Dale  Groom,  director  of  post  graduate  educa- 
tion at  the  Medical  College  of  South  Carolina,  has 
been  elected  president  of  the  Association  of  Medical 
Television  Broadcasters. 

Dr.  Groom  is  a pioneer  in  post  graduate  medical 
education  through  ETV  in  South  Carolina,  having 
originated  “Medical  Symposia,”  an  ETV  series  now 
in  its  fourth  year  of  keeping  South  Carolina  physicians 
up  to  date  in  all  phases  of  diagnosis  and  treatment  of 
illnesses. 


Spartanburg  Man  Heads  Heart  Association 

Dr.  J.  P.  Coan  of  Spartanburg  was  elected  president 
of  the  South  Carolina  Heart  Association  at  the  group’s 
16th  scientific  session  at  Charleston  in  April. 

The  association  also  elected  for  one  year:  Dr.  John 
C.  Muller  of  Greenville,  president  elect  for  1966-67 
and  Dr.  N.  B.  Baroody  of  Florence,  vice  president. 


Byerly  Hospital 

Hartsville’s  proposed  four-story  hospital  will  be 
named  The  Byerly  Hospital  in  honor  of  its  founder, 
Dr.  W.  L.  Byerly. 

The  Byerly  Hospital  began  in  1933  when  Dr. 
Byerly  built  two  bedrooms,  a clinic,  X-ray  room  and 


laboratory  onto  the  rear  of  his  home.  By  additions 
from  time  to  time,  it  has  grown  into  a 1 16-bed  general 
hospital. 

A community-wide  campaign  is  now  underway  to 
raise  $800,000  in  local  funds  toward  construction  of  a 
new  $2,400,000  hospital.  This  will  replace  much  of  the 
present  facility  which  is  overcrowded  and  obsolescent. 


State  Hospital 

Construction  will  begin  soon  on  a $2,263,000  medi- 
cal-surgical center  for  Palmetto  State  Hospital. 

Planning  for  the  150-bed  center  has  been  underway 
for  more  than  a year.  It  will  serve  the  3,200  patients 
of  Palmetto  State  Hospital  and  the  400-plus  trainees 
of  Pineland,  a State  Training  School  and  Hospital. 


New  Nursing  Home 

A Cheraw  doctor  announced  plans  to  start  con- 
struction on  a 66-bed  private  nursing  home. 

Dr.  Winston  Y.  Godwin  has  acquired  22  acres  to 
construct  a nursing  home  in  Cheraw. 

The  home  will  be  known  as  Cheraw  Nursing  Home 
and  it  will  provide  only  nursing  home  care. 


AMA  114th  Annual  Convention, 
New  York  City,  June  20-24,  1965 
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Y.  D.  NEWS 

WHAT  AND  WHY? 

Tlie  following  questions  are  some  that  have  been 
asked  of  us  by  our  colleagues  at  one  time  or  another, 
and  we  trust  that  our  answers  to  them  may  be  helpful 
in  “clarifying  the  atmosphere”  for  others: 

Q.  If  a lesion  is  suspected  of  being  a chancre, 
shouldn’t  penicillin  be  given  immediately? 

A.  If  satisfactory  diagnosis  has  been  established 
through  careful  history,  plus  the  appearance  of  the 
treponema  pallidum  in  a darkfield  examination, 
then  treatment  is  in  order.  However,  a blood  speci- 
men should  at  the  same  time  be  sent  to  the  lab- 
oratory for  VDRL  confirmation. 

Q.  Suppose  the  VDRL  test  is  reported  “non-reactive,” 
doesn’t  that  rule  out  syphilis? 

A.  Not  necessarily.  During  the  primary  stage  the 
VDRL  may  not  become  positive  until  several  days 
after  appearance  of  the  chancre.  Even  if  the 
VDRL  is  non-reactive  on  first  test  the  presence 
of  T.  pallidum  in  a darkfield  examination  still 
justifies  a diagnosis  of  early  syphilis. 

Q.  If  chancre  is  suspected,  then  why  not  give  peni- 
cillin immediately  and  have  diagnosis  confirmed 
later  by  darkfield? 

A.  Because  administration  of  penicillin  prior  to  dark- 
field examination  results  in  disappearance  of  T. 


pallidum  from  the  lesion  in  a remarkably  short 
time,  and  could  easily  be  misleading  as  to  the 
true  diagnosis.  Consequently,  it  is  highly  desirable 
to  withhold  penicillin  until  after  the  darkfield  ex- 
amination has  been  performed. 

Q.  Where  and  how  can  darkfield  services  be  ob- 
tained? 

A.  Some  laboratories  perform  darkfields.  However, 
this  service  is  available  to  all  private  physicians  in 
South  Carolina  by  the  V.  D.  Control  Section  of  the 
S.  C.  State  Board  of  Health.  A telephone  call  to 
the  physician’s  county  health  department  or  a 
telephone  call  (“collect”)  to  the  V.  D.  Control 
Section,  in  Columbia,  will  result  in  almost  immedi- 
ate dispatch  of  the  nearest  public  health  repre- 
sentative ( with  his  darkfield  microscope ) to  the 
physician’s  office  to  render  this  service. 

Q.  Could  this  public  health  representative  also  inter- 
view the  patients  for  his  ( or  her ) sexual  contacts? 

A.  Not  only  could  he  do  it  but  he  would  welcome  the 
opportunity  because  it  is  by  the  patient-interview 
and  epidemiologic  follow-up  of  contacts  and  asso- 
ciates that  an  extremely  high  percentage  of  cases 
of  early  infectious  syphilis  are  brought  to  light. 
The  physician  who  requests  darkfield  examinations 
on  suspected  cases  and  grants  permission  for  inter- 
view and  epidemiologic  followup  renders  each 
time  a tremendous  service  to  his  patient,  to  the 
contacts,  and  to  his  community. 


Horry  County 

Horry  County  lias  announced  the  recent  appoint- 
ment of  Dr.  Everette  A.  Woodworth  as  health  officer, 
and  also  setting  up  a Board  of  Health.  The  board  will 
be  composed  of  doctors  and  laymen  from  various  parts 
of  the  county. 

Dr.  Woodworth  is  a retired  surgeon  living  at  Myrtle 
Beach,  who  has  been  persuaded  to  accept  the  position 
of  director  of  the  Department  of  Health  because  of 
the  challenge  the  job  presents. 

He  is  a graduate  of  the  University  of  Missouri,  took 
his  medical  training  at  the  University  of  Buffalo,  and 
interned  at  Deaconess  Hospital,  Buffalo,  N.  Y.  He 
taught  anatomy  and  surgery  at  the  University  of 
Buffalo  Medical  School  1922-29  and  since  then  has 
been  engaged  in  the  practice  of  general  surgery  at 
William  Fillmore  Hospital  in  Buffalo. 


Dr.  Barham  Heads  Anderson  Red  Cross 

Dr.  James  R.  Barham,  Jr.  was  elected  chairman  of 
the  Anderson  Red  Cross  March  8 to  fill  an  unexpired 
term  of  Dr.  Girard  Rippy,  Jr.  At  a meeting,  the  board 
of  directors  accepted  Dr.  Rippy’s  resignation  and  that 
of  Dr.  Hugh  Croxton  as  public  information  chairman 
“with  regret.” 


Foundation  Honors  Dr.  Talbert 

Dr.  O.  Rhett  Talbert  of  Charleston  has  won  the 


George  Washington  Honor  Medal  Award  given  by 
Freedoms  Foundation  at  Valley  Forge. 

The  award  to  Dr.  Talbert  was  for  a speech  entitled 
“What  Can  I Do?”  which  was  delivered  at  the  Youth 
Seminar  sponsored  by  the  Kiwanis  Club  of  Charleston 
and  Charleston  Alert.  The  seminar,  for  rising  college 
freshmen  and  rising  high  school  seniors,  was  held 
last  June  at  The  Citadel  Beach  Club  on  the  Isle  of 
Palms.  About  80  young  persons  attended  the  week- 
long  session. 

Dr.  Talbert,  a member  of  the  Department  of  Neu- 
rology at  the  Medical  College  of  South  Carolina,  is  a 
past  president  of  Charleston  Alert  and  of  the  Freedoms 
Forum  organization  here. 

A native  of  Allendale,  he  received  his  medical  de- 
gree from  the  Medical  College  of  South  Carolina  with 
the  class  of  1945. 

Dr.  Talbert  served  two  years  in  the  U.  S.  Army 
Medical  Corps  before  completing  his  senior  internship 
at  the  Medical  College  of  Virginia  Hospital  in 
Charlottesville. 


7th  Annual  AMA-ASHA  Preconvention 
Session  on  School  Health  in  New  York  City 

Sunday,  June  20,  1965 

For  additional  information  write  to:  Department  of 
Community  Health  and  Health  Education,  AMERI- 
CAN MEDICAL  ASSOCIATION,  535  North  Dear- 
born Street,  Chicago,  Illinois  60610. 


ou  demand  maximum  safety  and  low  cost  for  your  patient 

oexameTH 

“•  Dexamemasone 

Tablets  0.75  mg.  and  0.5  mg. 

□ DEXAMETH  possesses  greater  anti-inflammatory  potency  per  milligram  than  most 
steroids  □ with  less  tendency  to  produce  undesired  effects  □ available  at  substan- 
tially reduced  cost  to  patient 


PRECAUTIONS:  At  therapeutic  dose  levels,  dexameth  (dex- 
amethasone)  may  have  less  tendency  to  cause  sodium  or 
water  retention,  potassium  excretion,  disturbance  in  glu- 
cose metabolism  or  hypertension  than  some  of  the  older 
steroids.  With  these  exceptions,  however,  the  drug  may 
give  rise  to  the  metabolic  and  hormonal  side  effects  char- 
acteristic of  corticosteroids.  It  should,  therefore,  be  used 
with  great  caution  in  the  presence  of  tuberculosis  and 
other  infections,  osteoporosis,  peptic  ulcer,  fresh  intestinal 
anastomoses,  diverticulitis,  thrombophlebitis,  herpes  sim- 
plex, psychotic  tendency,  pregnancy  and  in  persons  ex- 
posed to  chickenpox,  measles  or  scarlet  fever. 

* Rothermich,  N.O.:  Postgrad.  Med.  35:117,  1964. 


CONTRAINDICATIONS:  Ocular  herpes  simplex,  arthritis 
complicated  by  psoriasis,  tuberculosis  of  the  eye  and  skin, 
fungal  keratitis,  local  pyogenic  infection. 

Before  prescribing,  consult  product  brochure. 

DOSAGE:  In  rheumatoid  arthritis,  the  initial  daily  dosage 
ranges  from  1.5  to  3.0  mg.  The  dosage  is  then  decreased 
gradually  to  the  minimum  that  will  maintain  sufficient 
relief:  this  may  be  as  little  as  0.75  mg.  per  day.  After  ex- 
tended therapy,  it  is  especially  important  that  the  drug  be 
withdrawn  gradually  to  allow  recovery  of  normal  adrenal 
function. 


U.S.  VITAMIN  & PHARMACEUTICAL  CORPORATION,  800  Second  Ave.,  N.  Y„  N.  Y.  10017 


Mrs.  L.  Hayne  Taylor,  new  president  of  the 
Woman’s  Auxiliary  is  an  ex-president  of  the 
Greenville  Auxiliary  and  has  held  many  other 
offices.  She  is  a native  of  Laurens  and  attended 
Limestone  College.  She  is  engaged  in  a number  of 
community  activities. 


Greenville  Post-Graduate  Seminar 

The  ninth  Greenville  Post-Graduate  Seminar  was 
held  at  General  Hospital  on  April  13-15.  Eight  guest 
speakers  attended  the  seminar  which  was  sponsored  by 
the  General  Practice  Division  of  Greenville  General 
Hospital,  the  Greenville  Gounty  Medical  Society,  and 
the  S.  C.  Academy  of  General  Practice.  Dr.  M.  Gor- 
don Howie  was  president  of  the  seminar  and  Dr. 
Kenneth  Young  was  vice-president. 


Hilton  Head  Doctor 

Dr.  Chester  R.  Goddard  is  now  practicing  medicine 
on  Hilton  Head  Island.  Dr.  Goddard  came  to  the 
Island  from  Iowa  City,  Iowa,  where  he  was  associated 
with  Medical  Associates  of  that  city  in  the  practice  of 
general  medicine  and  heart  disease. 

Upon  the  completion  of  the  Sea  Pines  Medical 
Center,  Dr.  Goddard  will  be  in  charge  of  the  medical 
center.  Completion  of  the  center  is  anticipated  early 
this  summer. 

A graduate  of  the  University  of  Iowa  College  of 
Medicine  in  1941,  Dr.  Goddard’s  internship  and  resi- 
dency were  at  Orange  County  Hospital  in  Orange, 
Calif.  He  was  a Right  surgeon  in  the  USAF  in  the 
continental  United  States  and  the  South  Pacific  from 
1942  until  1946.  He  has  a reserve  commission  as  Lt. 
Colonel,  USAF. 


Dr.  Welborn  Will  Return  to  Landrum-Tryon 

A former  practicing  physician  and  resident  of  the 
Landrum-Tryon  area  will  return  to  Tryon  on  July  1, 
1965,  to  begin  the  practice  of  internal  medicine.  Dr. 
Jule  Welborn,  who  left  the  area  in  1962,  has  com- 
pleted three  years  specialty  training  in  the  field  of 
internal  medicine  at  hospitals  in  Atlanta,  Georgia,  and 
will  practice  with  Tryon  Medical  Associates  on  his 
return  to  the  area. 


Doctors  in  the  News 

Dr.  Dale  Groom  of  Charleston  has  been  elected  a 
governor  of  the  American  College  of  Physicians.  He 
will  supervise  the  activities  of  the  group  in  South 
Carolina. 


Dr.  Tom  Brockman  of  Greenville  has  offered  for 
re-election  to  the  office  of  Alderman. 


Dr.  W.  B.  Ward  of  Rock  Hill  received  the  third 
annual  public  service  award  by  Frank  Roach  Post  No. 
34  of  the  American  Legion.  Dr.  Ward  was  honored  for 
his  45  years  service  to  the  community  as  a surgeon,  for 
his  service  to  needy  patients  and  quietly  administered 
philanthropy. 


A bronze  plaque  in  memory  of  the  late  Dr.  Law- 
rence P.  Thackston  was  presented  to  Mrs.  Thackston, 
Dr.  Lawrence  P.  Thackston,  Jr.,  and  Dr.  Neil  C. 
Price,  an  associate  in  the  Orangeburg  Urological  Insti- 
tute, by  the  Alumnae  Association  of  the  Orangeburg 
Regional  Hospital  School  of  Nursing.  The  plaque  will 
be  hung  on  the  wall  of  the  Urological  Institute. 


Dr.  Alfred  W.  Hamer,  Jr.  of  McColl  was  installed 
as  a fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists  at  its  annual  meeting  in  San  Fran- 
cisco. 


Dr.  W.  A.  Strickland  and  Dr.  W.  C.  Mays,  both 
general  practitioners  in  Oconee  County,  were  honored 
at  the  annual  “Doctor’s  Day”  of  the  Oconee  County 
Medical  Society.  Both  doctors  have  practiced  in  the 
county  for  over  50  years. 


Postgraduate  Education  Courses 

Hahnemann  Medical  College  and  Hospital 
July  26-30,  1965 — Interpretation  and  Therapy  of 
Cardiac  Arrhythmias,  directed  by  Leonard  S.  Dreifus, 
M.  D. 


The  Battered  Child  Act 
Text  Of  An  Act  Requiring  Reports  Of  Certain 
Physical  Abuses  Of  Children;  Providing  Immunity 
From  Liability;  And  Providing  Penalties  For  Vio- 
lations. Passed  By  the  General  Assembly  of  the 
State  of  South  Carolina: 

SECTION  1.  All  physicians  licensed  to  practice  medi- 
cine, interns,  staff  members  of  hospitals  and  similar 
institutions  and  medical  officers  of  the  United  States 
on  duty  in  this  State  who  examine  or  treat  any  child 
under  the  age  of  sixteen  years,  having  cause  to  believe 
that  such  child  has  had  a physical  injury  inflicted  upon 
him  other  than  by  accidental  means,  by  a parent  or 
person  hav  ing  the  care,  control  or  custody  shall  report 
or  cause  reports  to  be  made  of  such  injury  to  the 
proper  authority  of  the  county  having  jurisdiction 
over  minors,  or  to  the  sheriff  of  said  county. 
SECTION  2.  The  report  shall  be  in  writing,  shall  con- 
tain the  name  and  address  of  the  child  and  his  parents 
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INITIAL  LOMOTIL  LIQUID  DOSAGE' 
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LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains.  . . 
diphenoxylate  hydrochloride  

(Warning;  May  be  habit  forming) 
atropine  sulfate 
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.0.025  mg. 


- 


LomoSTan  exempt  “ecotic  preparation  of  very  ^o„  in  patients  with 
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Cautions  and  Side  Effects  those  reported  are  gastrointestinal  irr.ta- 

Side  effects  are  relatively  uncom  n fPctations  restlessness  and  insomnia. 

tion,  sedation,  dizziness,  hydrochloride  with  atropine  sulfate;  the  subt  era. 

peutiTamount  of^troi^ne  is  ad^^to^discourage  deliberate  overdosage. 
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or  caretaker,  if  known,  the  nature  and  extent  of  the 
injury  and  any  other  information  which  might  be 
helpful  in  establishing  the  cause  of  the  injury  and  the 
identity  of  the  perpetrator. 

SECTION  3.  Anyone  participating  in  the  making  of  a 
report  pursuant  to  this  act  or  participating  in  a judi- 
cial proceeding  resulting  therefrom  shall  be  presumed 
to  be  acting  in  good  faith  and  in  so  doing  shall  be 
immune  from  any  liability,  civil  or  criminal,  that 
might  otherwise  be  incurred  or  imposed. 

SECTION  4.  Any  person  violating  the  provisions  of 
this  act  shall  be  deemed  guilty  of  a misdemeanor  and, 
upon  conviction,  shall  be  fined  not  more  than  one 
hundred  dollars  or  imprisoned  for  not  more  than  thirty 
days. 

SECTION  5.  This  act  shall  take  effect  upon  approval 
by  the  Governor. 

February  25,  1965. 


American  Medical  Society  of  Vienna 

Post-graduate  courses  are  offered  by  the  American 
Medical  Society  of  Vienna  in  connection  with  the 
Vienna  Academy  of  Medicine.  Doctors  planning  to 
travel  overseas  who  would  be  interested  are  invited  to 


contact  the  secretary  of  the  Society  at  Universitaets- 
strasse  11,  Vienna. 


SOUTH  CAROLINA  PUBLIC  HEALTH 
ASSOCIATION 

ANNUAL  MEETING,  OCEAN  FOREST  HOTEL, 

MYRTLE  BEACH,  JUNE  10-12,  1965 
Salmonellosis,  a disease  spread  through  contamin- 
ated foods,  will  be  the  subject  of  a half-day  seminar 
at  the  South  Carolina  Public  Health  Association  meet- 
ing on  June  11,  1965  at  Myrtle  Beach. 

Presented  by  the  Association  through  the  seminar 
services  of  the  U.  S.  Public  Health  Service’s  Com- 
municable Disease  Center  in  Atlanta,  the  seminar  is 
one  of  about  30  such  programs  being  conducted  in  the 
United  States.  It  will  be  held  at  the  Ocean  Forest 
Hotel  from  9:00  A.  M.  to  12:00  Noon. 

All  interested  physicians  are  invited  to  attend. 

For  further  information  write  or  call  the  Publicity 
Chairman: 

Dr.  Hilla  Sheriff 

424  Wade  Hampton  Building 

Columbia,  South  Carolina  29201 


Death 


DR.  J.  F.  ROBINSON 

Dr.  John  Franklin  Robinson,  53,  practicing  physi- 
cian in  Greenville  since  1946,  died  February  28. 

Born  at  Easley,  he  received  his  early  education  in 
the  public  schools  of  Easley. 

He  was  a 1933  graduate  of  Clemson  College  and  of 
the  Medical  College  of  South  Carolina  in  1939. 


Dr.  Robinson  completed  his  internship  at  Charity 
Hospital  in  New  Orleans  and  his  residency  at  St.  Fran- 
cis Hospital. 

For  a short  while  he  practiced  in  Anderson  before 
joining  the  Army.  He  went  to  Greenville  in  1946,  after 
five  and  a half  years  with  the  Medical  Corps  and  had 
practiced  there  since. 


Book  Reviews 


HANDBOOK  OF  OBSTETRICS  AND  GYNE- 
COLOGY by  Ralph  C.  Benson.  Lange  Medical 
Publications,  Los  Altos,  California,  1964.  Pages 
656,  Price  $5.00. 

Done  in  the  familiar  format  of  the  Physician’s 
Handbook,  this  volume  fulfills  the  author’s  avowed 
intention  to  present  a compact  ready  reference  in  an 
abbreviated  form  to  serve  as  a comprehensive  com- 
panion to  standard  texts.  Sound  obstetrical  and  gyne- 
cological principals  are  presented  in  amazing  depth  for 
a volume  of  this  size.  One  does  miss  references,  but 
this  is  one  of  the  tolls  paid  for  a compact  volume. 
Commended  is  the  inclusion  of  chapters  on  patient 
resuscitation,  medical  genetics,  infertility  and  contra- 


ception which  are  often  inadequately  covered  in 
standard  tests. 

A few  minor  inconsistencies  are  present,  but  do  not 
materially  detract  from  the  book,  and  are  being  cor- 
rected for  the  2nd  edition  scheduled  for  release  in 
1966.  This  reviewer  objects  to  inclusion  of  intra- 
muscular oxytocin  for  the  induction  of  labor  in  such  a 
book,  even  though  the  author  clearly  points  out  that 
the  intravenous  route  is  preferred.  Also,  x-ray  pelvi- 
metry might  be  required  before  elective  induction. 
The  author  joins  a growing  group  who  feel  that  hyper- 
tensive vascular  disease  and  renal  disease  should  be 
no  longer  lumped  with  the  eclamptogenic  toxemias. 
He  has  managed  to  present  controversial  material  in  a 
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most  fair  manner. 

The  volume  should  become  very  popular  with  medi- 
cal students  and  house  officers,  and  is  recommended. 
The  2nd  edition  should  be  superb. 

H.  Oliver  Williamson,  M.  D. 


CLINICAL  NEUROLOGY,  By  Frank  A.  Elliott, 
M.  D.  W.  B.  Saunders  Company,  Philadelphia  and 
London.  1964.  Pp.  688.  $12.50. 

This  is  an  excellent  textbook  of  clinical  neurology 
in  which  the  significance  of  symptoms  is  beautifully 
interwoven  with  anatomy,  physiology  and  pathology 
to  present  an  easily  understandable  book  conducive  to 
reasonable  and  logical  thinking.  The  author  has  or- 
ganized this  textbook  in  a thoughtful  manner  and  the 
student  of  this  book  will  find  adequate  foundation  in 
the  first  chapters  of  the  book  for  those  subjects 
covered  in  later  chapters.  The  clinical  aspects  of  neu- 
rology are  emphasized,  but  appropriate  attention  is 
given  to  laboratory  and  specialized  diagnostic  pro- 
cedures. Where  specific  treatment  of  a disease  is 
known,  it  is  stated  briefly.  The  author  clearly  recog- 
nizes many  neurological  diseases  cannot  be  effectively 
treated  in  1965,  and  he  does  not  waste  the  reader’s 
time  in  reviewing  therapies  which  have  been  proven 
ineffective. 

The  textbook  was  written  for  students  and  residents, 
but  it  should  find  wide  acceptance  among  all  prac- 
titioners, especially  general  practitioners  and  intern- 


ists. The  author  has  used  easily  understood  termin- 
ology and  has  avoided  frightening  eponyms.  His  easy 
style  and  the  frequent  sprinkling  of  facts  of  medicine 
and  psychiatry  make  studying  this  book  a pleasure. 

Hiram  B.  Curry,  M.  D. 


FUNDAMENTALS  OF  ORTHOPAEDICS,  by 
John  J.  Gartland,  A.  B.,  M.  D.  W.  B.  Saunders 
Co.,  Philadelphia  and  London,  1965.  Pp.  338.  $8.00. 

A book  written  for  the  undergraduate  student  and 
non-specialist,  to  delineate  the  scope  of  orthopaedic 
conditions.  It  is  a compendium  of  thumbnail  sketches 
— essentially  a primer  to  give  some  background  of 
knowledge  in  a general  way,  for  better  recognition  of 
conditions  encountered  in  general  practice.  An  ex- 
cellent bibliography  is  appended  to  each  chapter  for 
those  interested  in  closer  study  in  detail  of  those  con- 
ditions sketched  in  the  book. 

John  A.  Siegling,  M.  D. 


A contribution  of  $100  to  the  Student  Loan 
Guarantee  Fund  of  AMA-ERF  generates  $1,250  in 
medical  education  loan-power — enough  to  help  the 
average  student  pay  for  half  a year’s  training.  Your 
donation,  mailed  to  535  North  Dearborn  Street, 
Chicago  10,  Illinois,  CAN  help  insure  the  continued 
high  standards  of  American  medicine  by  removing 
financial  barriers  for  capable  young  people. 
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REVOLUTIONARY  NEW 
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WELCH  ALLYN 


FIBER  OPTICS  OTOSCOPE 


In  this  utterly  different  oto- 
scope, light  is  transmitted 
through  3,000  optical  glass 
fibers  within  the  wall  of  the 
speculum,  emanating  as  a 
brilliant  ring  of  clear  light  at 
the  distal  end.  This  results  in: 

• Unobstructed  vision 

• Increased  illumination 

• No  specular  reflection 


WINCHESTER  SURGICAL  SUPPLY  CO. 

“CARO  LIN  AS  HOUSE  OF  SERVICE” 

200  S.  TORRENCE  ST.  CHARLOTTE,  N.  C. 


In  addition,  the  OTOSCOPTIC  ; 

a 


fiber  optics  otoscope  has 
large  maneuverable  magnify- 
ing lens,  and  will  fit  any 
Welch  Allyn  handle. 

No.  235  OTOSCOPTIC  fiber 
optics  otoscope,  complete  — 
$26.50. 

(Does  not  include  battery 
handle) 


Invest  in  the  future  health  of  the  nation  and  your  profession 


Give  to  medical  education  through  AMA-ERF 

5f  1 AMERICAN  MEDICAL  ASSOCIATION 

EDUCATION  AND  RESEARCH  FOUNDATION 


535  N.  Dearborn  St. 
Chicago  10,  III. 


WAVERLEY  SANITARIUM,  INC. 

(FOUNDED  IN  1914  BY  DR.  AND  MRS.  J.  W.  BABCOCK) 

HOSPITAL  CARE  AND  TREATMENT  OF  NERVOUS  AND  MENTAL  DISORDERS 
ADMISSIONS  LIMITED  TO  WHITE  WOMEN 

INCLUDES  OUT-PATIENT  DEPARTMENT  FOR  BOTH  SEXES 
Dr.  Chapman  J.  Milling,  Medical  Director 
Dr.  James  B.  Galloway  — Dr.  Penrod  G.  Hepfer 
Dr.  Frank  E.  O'Sheal 

2727  FOREST  DRIVE 
COLUMBIA.  S.  C. 

FIRE  SPRINKLER  SYSTEM  THROUGHOUT  HOSPITAL 


APPALACHIAN  HALL 

ESTABLISHED  —1916 

ASHEVILLE  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 
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AMA 

NYC 

1965 

June  20-24,  1965 
114th  Annual  Convention 

Come  to  New  York  City  June  20-24. 
Be  part  of  tomorrow's  medicine  and 
participate  in  the  year’s  most  exten- 
sive scientific  meeting. 

The  excitement  of  America’s  largest 
city  is  available  to  you  at  the  best 
time  of  the  year,  as  you  relax  and 
review— in  air  conditioned  comfort— 
the  most  recent  developments  in  gen- 
eral practice  and  all  the  specialties. 

■ Six  general  scientific  meetings 

■ 23  medical  specialty  programs 

■ 700  scientific  and  industrial  ex- 
hibits 

■ Lectures,  panel  discussions,  mo- 
tion pictures  and  color  television 

Plan  to  attend— continue  your  post- 
graduate education. 

See  JAMA  May  10  for  complete  scien- 
tific program— forms  for  advance  reg- 
istration and  hotel  accommodations. 
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Hygroton 

brand  of 
chlorthalidone 

the  long-acting 
diuretic 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

*Swartz,  C.,  et  al.:  Circulation 
28:1042, 1963. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3515 


jgroton 


rl  of  chlorthalidone 


*igy 


In  terms  of  sodium  excretion,  2 tablets  of  Hygroton, 
brand  of  chlorthalidone,  are  significantly  more 
potent  than  4 tablets  of  chlorothiazide,  and  also 
more  potent-though  not  significantly-than  4 
tablets  of  hydrochlorothiazide.  Thus,  tablet  for 
tablet,  you  can  expect  more  from  Hygroton,  brand 
of  chlorthalidone.  Especially  since  it  acts  for  up 
to  72  hours.  You  can  prescribe  fewer  tablets  at 
wider  intervals  than  with  any  other  diuretic. 


i 


FOR  PATIENTS 


TIED  UP  IN 

EMOTIONAL 


KNOTS 


PHYSICAL  AND  EMOTIONAL 
TRANQIIUZATION 


mnn 

Each  Tablet  or  5 cc  Elixir  contains  16  mg. 
(%  gr.)  phenobarbital  (Warning:  May  be 
habit  forming) , 0.0072  mg.  hyoscine  HBr., 
0.024  mg.  atropine  sulfate,  and  0.128  mg.  hy- 
oscyamine  HBr.  Belbarb  No.  2,  same  as  Belbarb, 
except  with  32  mg.  (%  gr.)  phenobarbital. 
(Warning:  May  be  habit  forming.) 

Belbarb  calms  both  the  agitated  mind 
and  visceral  spasm  by  its  combined  sed- 
ative/antispasmodic  action.  Many  physi- 
cians prescribe  Belbarb  in  stress  induced 
anxiety  reactions,  nervous  tension  states, 
visceral  spasm,  peptic  ulcer,  irritable 
bowel  syndrome,  urinan 
and  hypertension. 

DOSE:  One  Tablet  or  one  tsp. 

Elixir  3 or  4 times  daily,  as 
required.  Children  % to  one 
tsp.  2 to  4 times  daily,  or  as 
prescribed. 


PRECAUTIONS:  Do  not  use  in  pa- 
tients with  glaucoma  or  in 
males  with  prostatic  hyper- 
trophy. 


tract  spasm, 


The  c-i 


tract 


is  the 


barometer 


of  the 


mind” 


ARNAR-STONE  LABORATORIES,  INC. 

CHARLES  C.  HASKELL  & COMPANY,  DIV. 

SUBSIDIARY  OF  AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

MOUNT  PROSPECT,  ILLINOIS  60058 


Of  341  patients  with  confirmed 
OB-GYN  infections... 

320  or  93.8%  were  treated 
successfully  with  Signemycin 


Note: 

In  50  cases  of  serious 
puerperal  and  postabortal 
infections  treated  with 
Signemycin,  complete 
cure  was  observed  in  49 
patients.*  Duration  of 
therapy  ranged  from  three 
to  eight  days.  Appropriate 
surgical  measures  were 
applied  as  indicated. 

'Heredia  Diaz.  J.  et  al . : Medi- 
cina  (Mex.)  38  308,  July  10.  1958. 


Condition 

No.  of 
Patients 

No.  Responded 
to  Signemycin 

Abortion,  infected 

45 

44 

Adnexitis  (parametritis) 

66 

61 

Cervicitis 

18 

18 

Endometritis 

64 

61 

Mastitis  and  breast  abscess 

44 

42 

Puerperal  sepsis 

14 

14 

Salpingitis 

39 

34 

Other  ob-gyn  infections 

51 

46 

Totals 

341 

320  (93.8%) 

consistently  effective. ..often  when  others  fail 

Signemycin 


capsules  (250  mg.) 


tetracycline  HCI.167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 


Science  for  the  world's  well-being®  I'JI  ZPf'  Since  1849 


Pfizer 


PFIZER  LABORATORIES  Division.Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 


R.  S.  Wilson— Greenville-Spartanburg 


J.  H.  Hudson,  Jr. — Colum bia-Charleston 


“We’re  puzzled”*... 

• . . why  some  physicians  use  synthetic  preparations  or  thyroglobulin 
. . . why  some  use  nonbrand  thyroids  or  write  "thyroid  U.S.P." 

. . . when  ARMOUR  THYROID  offers  so  many  more  advantages 


1.  useful  PBI  results — not 
possible  with  synthetic 
orextracted  preparations 

2.  complete  thyroid 
therapy — containing 
both  thyroxine  and 


triiodothyronine  in 
natural  ratio 

3.  uniform  potency — 
doubly  assayed, 
chemically  and 
biologically 


4.  predictable  clinical 
response 

5.  proven  stability 

6.  lowest  cost 


Only  ARMOUR  THYROID  gives  you  all  these  6 advantages. 

That's  why  it's  important  to  specify  *Your  Armour  representatives 


ARMOUR 

THYROID 


NEW — for  a continuous  supply  of  Armour  Thyroid  for  you  or 
your  immediate  family  simply  complete  and  return  this  coupon 

I "I 

| Gentlemen:  Please  send  my  first  bottle  of  100  Armour  Thyroid  | 
j tablets  offered  on  your  new  continuous  Physicians  Personal 
j Use  Program. 


RELATED  ARMOUR  PRODUCTS: 


M.D. 


Thyrar®  (Beef  Thyroid)  Thytropar®  (ThyrotropinJ 


ADDRESS 


ARMOUR  PHARMACEUTICAL 
COMPANY  • KANKAKEE,  ILLINOIS 


CITY  STATE  ZIP  CODE 

% gr.  'A  gr.  1 gr.  2 gr.  3 gr.  5 gr. 
Please  circle  potency  requested. 


Of  1,028  patients  with  confirmed 
respiratory  infections... 

954  or  92.8%  were  treated 
successfully  with  Signemycin® 


Note: 

Hammerl*  selected  his  pa- 
tients for  treatment  with 
Signemycin  on  the  basis 
of  demonstrated  bacterio- 
logical resistance  to  other 
antibiotics  or  failure  of 
previous  therapy.  Of  100 
patients  with  various  respi- 
ratory tract  infections,  95 
responded  to  Signemycin. 
Pathogens  isolated  in- 
cluded staphylococci  and 
Diplococcus  pneumoniae. 

•Hammerl,  H.:  Wien.  Med. 
Wschr.  108  629,  July  26,  1958. 


Condition 

No.  of 
Patients 

No.  Responded 
To  Signemycin 

Abscess,  pulmonary 

17 

16 

Bronchiectasis 

19 

13 

Bronchitis 

286 

267 

Bronchopneumonia 

192 

179 

Empyema 

12 

11 

Pneumonia,  lobar 

150 

146 

Pneumonia,  other  febrile 

160 

150 

Various  infected  pneumopathies 

192 

172 

Totals 

1,028 

954  (92.8%) 

consistently  effective. ..often  when  others  fail 

Signemycin 


capsules  (250  mg.) 


tetracycline  HCI,  167  mg.; oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 

Science  for  the  world's  well-being®  Since  1849 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co., Inc.  New  York,  New  York  1001 7 


to  help  relieve  pain 
in  common 
anorectal  disorders 

u 

Diothane 

Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon  — provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1 ,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


DIOTHANE  OINTMENT 

COMPOSITION: 
diperodon  1.0%;  oxyquinoline 
benzoate  0.1%  in  a special  oint- 
ment base. 

INDICATIONS: 

Provides  temporary  palliation  of 
pain  that  may  result  from  hemor- 
rhoidectomy and  from  common 
anorectal  disorders  such  as  hemor- 
rhoids, anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 

COMPOSITION: 

Each  suppository,  weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%; 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 

^Merrell^ 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215/Weston,  Ontario 


Note: 

Loughlin  and  co-workers* 
achieved  cure  (absence  of 
parasites)  in  all  100  of 
their  patients  with  chronic 
amebic  colitis.  Feces  be- 
came negative  in  all  within 
the  planned  ten-day 
period  of  Signemycin  ad- 
ministration. Upon  re-ex- 
amination of  the  feces  six 
weeks  later,  the  offending 
pathogen  (E.  histolytica) 
had  reappeared  in  only  7 
cases. 

*Loughlm,  E H et  al.  Anti- 
biot.  Med.  7 739,  Dec  , 1960. 


Of  425  patients  with  confirmed 
G.l.  infections... 

387  or  91.1%  were  treated 
successfully  with  Signemycin 


Condition  No.  of  No.  Responded 

Patients  to  Signemycin 


Amebiasis 

237 

222 

Cholecystitis  and 

105 

97 

cholangitis 

Enteritis 

41 

31 

Peritonitis 

15 

14 

Various,  including 

27 

23 

pancreatitis,  appendicitis 

and  colitis 

Totals 

425 

387  (91.1%) 

consistently  effective. ..often  when  others  fail 

Signemycin 

tetracycline  HCI,  167  mg.; oleandomycin  nSnSlll6S  (250  IT1Q.) 

as  triacetyloleandomycin,  83  mg.  H 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 
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SIGNEMYCIN® 

Side  Effects:  Glossitis  and  allergic  reactions,  as 
well  as  severe  anaphylactoid  reactions,  have  been 
reported  as  rare  side  effects.  Should  significant 
reaction  or  idiosyncrasy  occur,  discontinue  medi- 
cation and  institute  countermeasures.  Use  of  tetra- 
cycline during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause 
discoloration  of  developing  teeth.  Reduce  usual 
oral  dosage  and  consider  serum  level  determina- 
tions in  patients  with  impaired  renal  function  to 
prevent  possible  liver  toxicity  due  to  excessive 
accumulation  of  antibiotic  in  the  serum. 

Precautions:  Overgrowth  of  nonsusceptible  orga- 
nisms may  occur.  In  such  cases,  discontinue  medi- 
cation and  institute  appropriate  specific  therapy  as 
indicated  by  susceptibility  testing.  Aluminum  hy- 
droxide gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 
The  coloring  agents  used  in  Signemycin  Syrup  and 
Pediatric  Drops  may  produce  red  discoloration 
of  stools. 

Triacetyloleandomycin,  a constituent  of 
Signemycin,  administered  to  adults  in  daily  oral 
doses  of  1.0  Gm.  (3  Gm.  Signemycin)  for  periods 
of  more  than  ten  days  may  produce  hepatic  dys- 
function and  jaundice.  In  the  rare  patient  who  re- 


quires this  high  dosage  level  of  Signemycin  initially, 
liver  function  should  be  carefully  followed  and  dos- 
age should  be  reduced,  as  promptly  as  possible,  to 
the  usual  recommended  range  of  1 .0  to  2.0  Gm.  per 
day.  Therefore,  Signemycin  is  recommended  pri- 
marily for  the  treatment  of  acute  or  severe  infec- 
tions, with  treatment  restricted  to  a ten-day  period. 
If  clinical  judgment  dictates  continuation  of  therapy 
beyond  ten  days,  serial  monitoring  of  the  liver  pro- 
file should  be  carried  out,  including  BSP,  transam- 
inase, and  cephalin  flocculation  tests.  Changes 
observed  in  liver  function  were  reversible  follow- 
ing discontinuation  of  the  drug. 

Formulas:  Capsules:  250  mg.  Signemycin  (167  mg. 
tetracycline  HCI  and  83  mg.  oleandomycin  as  tri- 
acetyloleandomycin). 

Capsules:  125  mg.  Signemycin  (83  mg.  tetracy- 
cline HCI  and  42  mg.  oleandomycin  as  triacetylo- 
leandomycin). 

Syrup:  125  mg.  Signemycin  (tetracycline  equiva- 
lent to  83  mg.  tetracycline  HCI  and  42  mg.  oleando- 
mycin as  triacetyloleandomycin)  per  5 cc. 

Pediatric  Drops:  100  mg.  Signemycin  (tetracy- 
cline equivalent  to  67  mg.  tetracycline  HCI  and  33 
mg.  oleandomycin  as  triacetyloleandomycin)  per  cc. 

More  detailed  professional  information  available 
on  request. 
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Of  5,057  patients  with  confirmed 
infections  of  aiE  body  systems... 
4,731  or  93.5%  were  treated 
successfully  with  Signemycin 


Note: 

The  high  rate  of  response 
to  Signemycin  in  these 
cases  is  noteworthy  be- 
cause the  totals  include 
many  patients  with 
difficult-to-treat  infec- 
tions, many  whose 
infections  had  proved 
resistant  to  other  agents, 
and  many  who  had  been 
treatment  failures  on 
other  therapy. 1-87 
In  addition  the  following 
criteria  were  used  for 
the  cases  cited:  (1)  only 
published  results  were 
used  (2)  results  were 
confirmed  by  clinical 
and/or  laboratory  find- 
ings (3)  patients  were 
cured,  not  "improved" 

(4)  dosage  conformed  with 
current  recommenda- 
tions in  the  United  States 

(5)  no  other  anti-infective 
agents  were  used  concomi- 

Condition 

No.  of 
Patients 

No.  Responded 
To  Signemycin 

Ear,  nose  and  throat  infections 

507 

465 

Respiratory  infections 

1,028 

954 

Gastrointestinal  infections 

425 

387 

Genitourinary  infections 

748 

684 

Skin  and  soft-tissue  infections 

1,088 

1,036 

Bone  and  joint  infections 

71 

64 

Deep-seated  or  generalized  infections 

257 

251 

Obstetrical  & gynecological  infections 

341 

320 

tantly  (6)  no  instance  of 
prophylactic  use  was  in- 
cluded in  these  tabulations. 

Miscellaneous  conditions 

592 

570 

Totals 

5,057 

4,731  (93.5%) 

consistently  effective. ..often  when  others  fail 

Signemycin 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 


capsules  (250  mg.) 
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(BUTABARBITAL) 

sedative-hypnotic 

BUTATAB  is  recommended  for  use  in  conditions  where 
relatively  long  sedation  is  desired.  It  is  suited  to  the 
production  of  a mild  and  more  continuous  tranquilization 
than  can  be  obtained  with  the  short-acting  barbituates. 
After  oral  administration,  initial  effect  is  observed  after 
30  minutes,  with  sedation  sustained  for  approximately 
5 to  6 hours. 

Contraindications:  Hypersensitivity,  idiosyncrasy,  renal 
disease.  Caution:  May  be  habit  forming.  Federal  law 
prohibits  dispensing  without  prescription.  Write  for 
complete  disclosure  information. 


Available:  BUTATAB  K,  and  VS, 
with  16.2  Mg.,  32.4  Mg.  and  97.2 
Mg.  of  Butabarbital  per  tablet, 
respectively,  in  bottles  of  100  and 
1,000  tablets. 


PALMEDICO,  INC.  • BOX  3115  • COLUMBIA,  S.C. 
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The  Journal  of  the  South  Carolina  Medical  Association 


in  theory, 
allergy  begins 
like  this: 

When  antigens  invade  the  body,  antibodies, 
formed  chiefly  by  plasma  cells,  may  become 
attached  to  mast  cells.  If  the  same  antigen 
reappears  and  reacts  with  the  antibodies, 
the  mast  cell  disrupts  (as  pictured  below). 
Subsequently,  the  “exploding”  mast  cell 
deposits  granules  of  bound  histamine  or 


in  allergy, 

Dimetane  Extentabs 

(brompheniramine  maleate,  8 mg.  & 12  mg.) 

work  with  no  more 
sedation  than  placebo* 

Although  the  mechanisms  of  allergy  are 
still  theoretical,  the  response  to  Dimetane 
(brompheniramine  maleate)  is  ample 
proof  that  a good  antihistamine  can,  and 
does,  work  — and  (as  reported  in  one  in- 
vestigation*) with  no  more  sedation  than 
placebo.  Dimetane  (brompheniramine 
maleate)  assures  your  allergy  patients 
prompt  relief  of  symptoms  while  usually 
permitting  them  to  lead  active,  alert 
lives.  And  a single  Extentab  provides  con- 
tinuous action  for  up  to  10-12  hours. 

*Schiller,  I.W.  and  Lowell,  F.C.:  New  England  J. 
Med.  261:478,  1959. 

BRIEF  SUMMARY:  Contraindications:  Hypersen- 
sitivity to  antihistamines.  Not  recommended 
for  use  during  pregnancy.  Precautions:  Until 
response  is  determined,  patient  should  be 
cautioned  against  engaging  in  mechanical 
operations  requiring  alertness.  Side  Effects: 
Hypersensitivity  reactions,  including  skin  rashes, 
urticaria,  hypotension,  and  thrombocytopenia 
have  been  reported  rarely.  Occasional  transitory 
drowsiness,  lassitude,  nausea,  giddiness,  dry- 
ness of  the  mouth,  mydriasis,  increased  irrita- 
bility or  excitement  may  be  encountered.  Other 
dosage  forms  available:  conventional  tablets 
(4  mg.);  Elixir  (2  mg./5  cc.);  Injectable 
(10  mg./cc.  ampuls,  and  100  mg./cc. 
in  2 cc.  vials). 
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basic  therapy  in  low-back  pain:  bed,  board,  heat 

Whether  low-back  pain  is  in  the 
chronic  or  acute  phase,  the  appropri- 
ateness of  bed  rest  for  such  a patient 
is  beyond  controversy.  Boards  placed 
under  the  mattress,  for  a firmer  bed 
to  further  immobilize  the  spine,  are 
another  common  recommendation. 
And  most  investigators  consider  heat 
beneficial— moist  heat  in  particular.1-5 


and 


Robaxi  ri-750 

/ .1  | | -7rn  \ (CAPSULE-SHAPED  TABLETS) 

(methocarbamol  750  mg.) 


brand  of 

Methocarbamol 

750  mg. 

jw  in  each  tablet 

: federal  law  prohibits 


It  has  been  noted  that  low-back  disorders  fre-  * 
quently  are  caused  by  truly  mechanical  condi- 
tions which  yield  to  conservative  treatment.”1  Basic 
to  this  conservative  treatment  are  bed  rest,  a board  for 
the  bed,  and  applied  heat.  In  addition,  a good  muscle 
relaxant  is  often  helpful,  as  “. . . muscle  relaxants  are 
useful  in  chronic  as  wrell  as  acute  low  backaches.”4 

Robaxin  (methocarbamol)  has  relieved  spasm  and 
pain  in  cases  where  the  patient  “had  not  responded  to 
conservative  measures  prior  to  drug  therapy.”6  A 100- 
patient  study  showed  that  Robaxin  provided  greater 
relief  of  muscle  spasm  for  a longer  period  of  time 
without  adverse  reactions  “than  any  other  commonly 
used  relaxants ”6 

A well-tolerated7  skeletal  muscle  relaxant  with 
“specificity  of  action,”7  methocarbamol  leaves  normal 
muscle  tone  unaffected.  Moreover,  there  is  little  like- 
lihood of  sedation7— a considerable  advantage  for  the 
patient  who  must  remain  active  and  alert  on  his  job. 

Significantly,  clinicians  advise  using  a muscle  re- 
laxant “early  and  in  adequate  dosage.”8  In  this 
regard,  Robaxin  (methocarbamol)  — particularly  in 
the  750  mg.  dosage  (2  tabs.  q.i.d.J  — offers  optimal 
therapeutic  benefits  without  a significantly  increased 
incidence  of  side  effects.  And  just  as  it  works  well  as 
part  of  the  basic  regimen  for  low-back  pain,  so  also 


does  Robaxin  (methocarbamol)  often  provide 
*^***#&‘  muscle  relaxation  in  such  conditions  as  mus- 
culoskeletal injury,  chronic  neurological  disorders, 
and  orthopedic  situations. 

BRIEF  SUMMARY— Robaxin  (methocarbamol) 
Tablets:  Contraindicated  in  hypersensitive  patients. 
Side  effects  (light-headedness,  dizziness,  drowsiness, 
nausea)  may  occur  rarely,  but  usually  disappear  on 
reduced  dosage.  Hypersensitivity  reactions  develop 
infrequently. 

ALSO  AVAILABLE  : Robaxin®  Tablets  (methocar- 
bamol, 500  mg.)  Robaxin  Injectable  (methocarbamol, 
1 Gm./lO  cc.) 

Robaxisal®  (methocarbamol  with  aspirin)  and 
Robaxisal-PH  Tablets  (methocarbamol  with 
Phenaphen®). 

REFERENCES:  1.  Soto-Hall,  R.:  Med.  Sci.  U: 23,  1963. 
2.  McCarrol,  H.R.:  Paper  read  at  the  Annual  Meeting  of  the 
American  Medical  Association,  Atlantic  City,  June  16-20,  1963. 
See  Medical  News:  J.A.M.A.  185: 39  (July  13),  1963.  3.  Gordon, 
E.J.:  Med.  World  News  5:54,  1964.  4.  Cozen,  L.:  GP  26: 82, 
1962.  5.  Larson,  C.B.:  Postgrad.  Med.  26: 142,  1959.  6.  Forsyth, 
H.F.:  J.A.M.A.  157:163,  1958.  7.  Weiss,  M.,  and  Weiss,  S.:  J. 
Amer.  Osteopath.  Ass.  62: 142,  1962.  8.  Rowe,  M.L.:  J.  Occup. 
Med.  2:219,  1960. 
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Patient  pleaser! 


First  exposure  to  Diet-Rite  produces  an  in- 
stant reaction... a big,  broad  grin.  Delicious 
taste  is  the  reason  why.  And  best  of  all  Diet- 
Rite  has  absolutely  no  sugar  and  less  than  1 
calorie  per  bottle.  The  pH  of  Diet- Rite,  about 
2.6  to  2.8,  represents  the  same  general  range 


of  acidity  as  other  cola  beverages  and  a nur 
ber  of  fruit  juices.  ■ full  cola  pleasure. . . le 
than  1 calorie  per  bottle. . .no  sugar  at  all! 

diet-rite  cola 

A product  of  Koyal  Crown.  Cola  Co. 

Other  fine  products  of  Royal  Crown  Cola  Co.: 

Royal  Crown  Cola,  Nehi,  Upper  10,  Par-T-Pak. 


Solfoton* 

A Solfoton  tablet  or  capsule  at  six  hour  intervals  maintains  sedation  at  the  threshold 
of  calmness.  Usually  the  patient  is  not  conscious  of  sedation;  only  conscious  of 
feeling  better.  Safe  for  continuous  use. 

Each  tablet  or  capsule  contains:  Phenobarbital,  16  mg.  Warning:  may  be  habit-forming. 
*Bensulfoid,  65  mg.  Contra-indications:  same  as  those  of  16  mg.  phenobarbital. 

Dispensed  in  bottles  oj  100  and  500  tablets  or  capsules 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VA. 

Manufacturers  of  ethical  pharmaceuticals  since  1856 

*See  white  section,  P.D.R. 


In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B i (asThiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Niacinamide  100  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  B6  (Pyridoxine  HCI) 

Vitamin  B12  Crystalline  4 mcgm 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  defi- 
ciencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y 


Are  you  as  proud  of  American  research 

as  you  should  be? 


Where  do  the  modern  drugs  you  prescribe  come 
from?  Between  1941-1964,  there  were  604  differ- 
ent, new  chemical  entities  made  available  as 
drugs  to  physicians  throughout  the  world.  About 
74%  of  these  came  from  the  research  labo- 
ratories of  three  of  the  four  countries  below.  If 
you  haven’t  already  done  so,  take  the  little  quiz. 


Now,  ready?  The  answers  may  surprise  you. 
The  United  States  led  all  the  rest  with  an  amaz- 
ing total  of  369  drugs;  Switzerland  was  next 
with  44,  and  Germany  next  with  33.  Italy,  a 
country  without  patent  protection  for  the  inven- 
tor, had  0.  That’s  a research  score  Americans 
can  well  be  proud  of. 


research 

quiz  For  two  decades, 
three  of  these  four 
countries  have  led  the 
world  in  drug  research. 
Of  the  604  significant 
drugs  discovered  in  the 
world  during  this  period, 
how  many  do  you  think 
came  from  each  country? 
(Answer  above) 


^7 

UNITED  STATES 


Pharmaceutical  Manufacturers  Association  — 1155  Fifteenth  St.,  N.W,  Washington,  D.C.  20005 

This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 
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when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people  may 
be  obliged  to  leave  their  familiar  surroundings.  Moving 
in  with  children  or  entering  a home  for  the  aged  may 
satisfy  practical  requirements  but  can  be  psychologi- 
cally traumatic  since  emotional  resilience  tends  to  dimin- 
ish with  age. 

Even  when  anxiety  reaches  overwhelming  proportions, 
you  can  counteract  it  promptly  with  the  potent  tran- 
quilizer—Atarax  (hydroxyzine  HCI). 

The  outstanding  systemic  safety  record  of  Atarax  makes 
it  particularly  suitable  for  geriatric  patients  whose  drug 
tolerance  is  often  low.  The  usual  initial  dosage  in  such 
patients  is  50  mg.  q.i.d.  However,  this  tranquilizer  is  so 
well  tolerated  that  dosage  can  be  adjusted  to  meet  in- 
dividual requirements.  The  wide  variety  of  dosage 
forms  allows  flexibility  of  administration  from  any 
standpoint  — convenience,  patient  preference,  or  emer- 
gency requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any  num 
ber  of  circumstances  can  unleash  it.  Keep  Atarax  ir 
mind  for  all  your  emotionally  distressed  patients— frort 
under  6 to  over  60. 


for  any  age— for  any  stage  of  anxiet' 

TORTIX® 

(hydroxyzine  HCI) 


tablets 

syrup 

parenteral 


...  In  any  condition  where  tissue  depletion  of  the  water 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic  I 
complex  with  500  mg.  of  vitamin  C. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

New  York,  New  York  10017 


ffects  and  precautions:  The  transitory 
ness  which  may  occur  with  hydroxyzine 
ually  disappears  spontaneously  in  a few 
/ith  continued  therapy,  or  is  correctable 
3ge  reduction.  Dryness  of  the  mouth  may 
n with  higher  doses.  Involuntary  motor 
' has  been  reported  in  hospitalized 
s on  higher  than  recommended  doses, 
fyzine  HCI  may  potentiate  CNS  depres- 

! narcotics  such  as  meperidine,  barbitu- 
^nd  anticoagulants.  In  conjunctive  use, 
j for  these  drugs  should  be  decreased. 
i|:  drowsiness  may  occur,  patients  should 
lioned  against  driving  a car  or  operat- 
lgerous  machinery.  Parenteral  Solution 
t(ions  and  contraindications:  This  dosage 
intended  only  for  I.M.  or  I.V.  adminis- 
I and  should  not,  under  any  circum- 
I be  njected  subcutaneously  or  intra- 
[j  ly.  When  the  usual  precautions  for  I.M. 
n i have  been  followed,  reports  of  soft 
I eactions  have  been  rare.  I.V.  adminis- 
p should  be  slow,  no  faster  than  25  mg. 

!Sute,  and  should  not  exceed  100  mg.  in 
)le  dose.  Particular  care  should  be  used 
s injection  only  into  intact  veins;  a few 
s of  digital  gangrene  occurring  distal 
njection  site  have  been  attributed  to 
ent  intraarterial  injection  or  periarte- 
'avasation,  both  of  which  should  be 
More  detailed  professional  informa* 
Mjiilable  on  request. 
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Dad’s  back 

on  the  home  team... 

for  good. 


co. 


He  is  cured  of  cancer.  His  fam- 
ily doctor  detected  an  early  sign 
of  the  disease  and  started  treat- 
ment promptly. 

There  are  1,300,000  Ameri- 
cans living  today  who  have  been 
cured  of  cancer.  Many  more 
could  be  saved  if  they  saw  their 
doctors  in  time. 

An  annual  checkup  is  your 
best  way  to  fight  cancer. 

Your  check  is  our  best 
way  to  help  defeat  it. 

Fight  cancer  with  a check- 
up and  a check. 

Send  your  check  to 
cancer,  c/o  Postmaster. 

AMERICAN  CANCER  SOCIETY 


“My  cooking  agrees  with  everyone  but  me” 

She  complains  about  her  upset  stomach  and  blames  her  cooking... you 
diagnose  functional  G.l.  disturbance  and  associated  stress. ..as  manifested 
by  indigestion,  heartburn,  bloating,  or  constipation.  Prescribe 


DECHOUN-BB 

(Hydrocholeretic-Antispasmodic-Sedative,  Ames) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM 15  mg  (1/4  gr) 

(Warning:  May  be  habit  forming)  to  ease  nervous  tension 

DEHYDROCHOLIC  ACID 250  mg  (33/4  gr) 

to  produce  a large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  intestinal 
motility 

BELLADONNA  EXTRACT 10  mg  (Ve  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  Adult  Dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  periodically 
for  increased  intraocular  pressure  and  barbiturate  ha- 
bituation or  addiction.  Caution  drivers  against  pos- 
sible drowsiness.  Side  Effects:  Dehydrocholic  acid 
may  cause  transitory  diarrhea;  belladonna  — blurred 
vision,  dry  mouth.  Contraindications:  Biliary  tract 
obstruction,  acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia. 

Available  through  your  regular  supplier: 

Decholin-BB,  bottles  of  100  tablets. 

Ames  Company,  Inc.,  Elkhart,  Indiana 


72764 


AfS/IES 


Silver  Maple 

(Acer  saccharinum) 

Distress  for  Allergic  Patients 


Kapseals® 

Benad  ryl 

(diphenhydramine  hydrochloride) 


PARKE-DAVIS 


To  Combat  Symptoms  of  Tree-Pollen  Allergy 


This  time-tested  agent  provides  two  actions  that  effectively 
combat  symptoms  of  seasonal  allergy:  Anlihistaminic  — 
relieves  sneezing,  nasal  congestion,  itching,  and  lacrima- 
lion.  Antispasmodic—  relieves  bronchial  and  gastrointes- 
tinal spasm.  Precautions:  Persons  who  have  become  drowsy 
on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage 
m other  activities  requiring  keen  response  while  using  this 
product.  Hypnotics,  sedatives,  or  tranquilizers,  if  used  with 
RENADRYL,  should  be  prescribed  with  caution  because 
of  possible  additive  effect.  Diphenhydramine  has  an 


atropine-like  action  which  should  be  considered  when' 
prescribing  RENADRYl..  Side  Effects: Side  reactions, com- 
monly associated  with  antihistaininic  therapy  and  gener- 
ally mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions  are  drowsi- 
ness, dizziness,  dryness  of  the  mouth,  nausea,  and  nervous- 
ness. RENADRYl.  is  available-in  several  forms  including 
Kapseals  containing  50  mg. 

The  pink  capsule  with  the 
white  band  is  a trademark  of 


PARKE-DAVIS 


Parke,  Davis  k Company,  mu  mm *«>«>•>«» 


for  The  Age  of  Anxiety 


LIBRIUM 

(chlordiazepoxide  HCI] 

5 mg,  to  mg,  25  mg  capsule: 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d. ; severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatrj 
patients:  5 mg  b.i.d.  to  q.i.d.  Side  Effects:  Side  effects,  often  dose-related,  are  drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregularitie  J 
nausea  and  constipation.  When  treatment  is  protracted,  blood  counts  and  liver  function  tests  are  advisable.  Paradoxical  reactions  may  occasional  | 
occur  in  psychiatric  patients.  Individual  maintenance  dosages  should  be  determined  Precautions:  Advise  patients  against  possibly  hazardoi| 
procedures  until  maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  combining  with  other  psychotropics,  partic 
larly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usual  precautions  in  impaired  renal  i 
hepatic  function,  and  in  long-term  treatment.  Exercise  caution  in  administering  drug  to  addiction-prone  patients  or  those  who  might  increase  doj 
age;  withdrawal  symptoms,  similar  to  those  seen  with  barbiturates  or  meprobamate,  can  occur  upon  abrupt  cessation  after  prolonged  overdosagf 
Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  for  pregnant  patients.  Supplied:  Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of  I 
and  500. 

ROCHE  LABORATORIES  • Division  of  Hoffmann -La  Roche  Inc  • Nutley,  N.  J.  07110 
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easy 
does 

it! 


tear , 
moisten, 
compare 
—that’s  all ! 
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stop 

proteus, 

too! 


treat  the  source 
with  optimal  dosage 


nalidixic  acid 


Stop  most  gram-negative 
urinary  infections. 

Before  they  can  develop  into 
pyelonephritis,  pyonephrosis  or 
some  other  potentially  life-threat- 
ening urinary  condition.  With 
NegGram,  a specific  urinary  anti- 
bacterial. Clinical  reports  and 
extensive  patient  use  show  that 
in  adults  two  500  mg.  NegGram 
Caplets4  orally  four  times  a day  will 
control  most  urinary  infections. 
Quickly.. .effectively... with  minimal 
side  effects.  Gram-negative  uri- 
nary infection— cystitis,  pyelitis, 
pyelonephritis,  prostatitis,  ure- 
thritis? Start  first  with  NegGram 
...“a  good  ‘starting’  drug.”1  Neg- 
Gram “...treatment  may  be  first 
choice  in  potentially  curable  gram 
negative  bacterial  urinary  infec- 
tions.”2 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in  occasional 
instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild  eosinophilia,  revers- 
ible subjective  visual  disturbances  (overbrightness  of  lights,  change  in  visual 
color  perception,  difficulty  in  focusing,  decrease  in  visual  acuity  and  double 
vision),  and  reversible  photosensitivity  reactions.  Marked  overdosage,  coupled 
with  certain  predisposing  factors,  has  produced  brief  convulsions  in  a few 
patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advisable 
during  prolonged  treatment.  Pending  further  experience,  like  most  chemothera- 
peutic agents,  this  drug  should  not  be  given  in  the  first  trimester  of  pregnancy.  It 
must  be  used  cautiously  in  patients  with  liver  disease  or  severe  impairment  of 
kidney  function.  Because  photosensitivity  reactions  have  occurred  in  a small 
number  of  cases,  patients  should  be  cautioned  to  avoid  unnecessary  exposure  to 
direct  sunlight  while  receiving  NegGram,  and  if  a reaction  occurs,  therapy  should 
be  discontinued.  The  dosage  recommended  for  adults  and  children  should  not 
arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a physician. 
Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a false- 
positive reaction. 

Dosage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times  daily) 
for  one  to  two  weeks.  Thereafter,  if  prolonged  treatment  is  indicated,  the  dosage 
may  bo  reduced  to  two  Gm.  daily.  Children  may  be  given  approximately  25  mg. 
per  pound  of  body  weight  per  day,  administered  in  divided  doses.  The  dosage 
recommended  above  for  adults  and  children  should  not  arbitrarily  be  doubled 
unless  under  the  careful  supervision  of  a physician.  Until  further  experience  is 
gained,  infants  under  1 month  should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conveniently 
available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in  bottles 
of  1 ,000.  250  mg.  for  children,  available  in  bottles  of  56  and  1 ,000. 

References:  (1)  Carroll,  G.:  Urologists'  Letter  Club,  June  1,  1964.  (2)  McDonald, 

D.  F.,  and  Short,  H.  B.:  Address  to  the  Fourth  Interscience  Conference  on  Anti- 
microbial Agents  and  Chemotherapy,  New  York,  Oct.  26-28,  1964. 


Winthrop  Laboratories,  New  York,  N.  Y.  10016 


A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group  oriented ; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a GO-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 
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Between  Doctors  and  the  Health  Care  Needs  of  Our  Children  . . . 

Doctors  know,  better  than  anyone,  the  importance  of  a health  care  plan  that  provides  realistic 
benefits  for  all  members  of  the  family  when  illness  strikes  . . . That's  why  doctors  sponsor  Blue  Shield 
. . . That's  why  doctors  guide  Blue  Shield  . . . That's  why  doctors  recommend  Blue  Shield  . . . Blue 
Shield  ...  A vital  link  between  doctors  and  the  health  care  needs  of  our  children  . . . 

YOUR  SUPPORT  WILL  HELP  BLUE  SHIELD  GROW  . . . 

SOUTH  CAROLINA  MEDICAL  CARE  PLAN  • 709  SALUDA  AVENUE,  COLUMBIA,  SOUTH  CAROLINA 
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Contributions  of  Original  Articles 

Length — Short  articles  of  about  2,500  words  (about  8 typewritten  pages,  double 
spaced  i are  preferred.  Longer  articles  ordinarily  will  defer  to  the  shorter  ones  in 
schedule  of  publication. 

Manuscripts — Manuscripts  should  be  typewritten,  double  spaced,  and  the  original 
and  a carbon  copy  submitted. 

Illustrations — Ordinarily  publication  of  4 small  illustrations  or  the  equivalent 
accompanying  an  article  will  be  paid  for  by  The  Journal.  Any  number  beyond 
this  must  be  paid  for  by  the  author  except  under  unusual  conditions.  Illustrations 
should  be  sent  as  glossy  prints  or  graphs  in  black  ink  with  lettering  large  enough 
to  show  after  reduction. 
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author,  title  of  article  in  small  letters,  name  of  periodical,  with  volume,  page, 
month,  day  of  the  month  if  weekly,  and  year — e.g. : Lee.  G.  S. : The  heart  rhythm 
following  therapy  with  digitalis.  Arch  Int  Med  44  :554,  Dec.  1942.  They  should  be 
listed  numerically  in  order  of  appearance  in  the  text.  Standard  abbreviations  for 
journals  should  be  used.  Note  that  periods  are  not  used  with  these  abbreviations 
as  indicated  by  the  Index  Medicus.  Other  abbreviations  should  also  be  standard — 
e.  g.  mg,  ml,  Gm. 

Reprints — Reprints  will  be  made  for  the  author  at  established  standard  rates. 
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■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety-efficacy 
ratio  of  ‘Miltown’  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


t 


Indications:  ‘Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  'Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


Wallace  Laboratories  j Cranbury,  N.J. 
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TUBERCULIN, TINETEST 

(Rosenthal)  Lederle 


ideally  suited  for  routine  screening 

accurate— comparable  to  the  older  standard  intradermal  tests 

practical— can  be  administered  by  nurses  under  physician  supervision 

convenient— no  refrigeration  or  other  storage  precautions 

economical— stable  for  2 years,  self-contained  disposable  unit 

Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


New  broad-spectrum  penicillin 
but  without 

broad-spectrum  toxicity 

no  blood  dyscrasias 
no  photosensitivity 
no  severe  gastric  disturbances 
no  pigmentation  of  teeth 
no  kidney  damage 
no  accumulation  in  long  bones 


PENBRITIN  (ampicillin)  brings  the  tradi- 
tional penicillin  advantages  to  areas  of  treat- 
ment formerly  dominated  by  the  tetracyclines 
and  chloramphenicol  — urinary  and  gastroin- 
testinal infections,  as  well  as  respiratory 
infections.  But  PENBRITIN  (ampicillin) 
does  not  cause  the  toxic  disorders  associated 
with  other  broad-spectrum  antibiotics.1'10 
And  highly  important : PENBRITIN  ( ampi- 
cillin) kills  bacteria  instead  of  merely  sup- 
pressing them. 

Usual  dosage:  Adults  — 250  mg.  every  six  hours 
in  respiratory  infections;  500  mg.  every  six 
hours  in  urinary  and  gastrointestinal  infections 
(higher  doses  may  be  needed  in  severe  infec- 
tions). Children  — (under  13  years,  whose  weight 
will  not  result  in  a dosage  higher  than  that 
recommended  for  adults)  100  mg./Kg./day  in 
divided  doses  every  six  or  eight  hours  for  moder- 
ately severe  infections;  200  mg./Kg./day  in  di- 
vided doses  every  six  hours  for  severe  infections. 


Contraindications:  (1)  Hypersensitivity  to  pen- 
icillin. (2)  Infections  by  penicillinase-producing 
staphylococci  and  other  penicillinase-producing 
organisms. 

Side  Effects:  Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting  have  occasionally 
appeared. 

Precautions : As  with  other  antibiotics,  precau- 
tions should  be  taken  against  gastrointestinal 
superinfection.  To  date,  safety  for  use  in  preg- 
nancy has  not  been  established. 

Supplied:  No.  606— Each  capsule  contains  250 
mg.  of  ampicillin.  Bottles  of  16  and  100. 

References:  1.  Editorial.  Hrit.  M.  J.  ii:223  (July  22)  1961. 
2.  Rolinson,  G.  N.,  and  Stevens,  S.:  Brit.  M.  J.  ii:191  (July 
22)  1961.  3.  Stewart,  G.  T..  et  at.:  Brit.  M.  J.  u':200  (July  22) 
1961.  4.  Brown,  D.  M.,  and  Acred,  R:  Brit.  M.  J.  ii:  197 
(July  22)  1961.  5.  Batchelor,  E R.,  et  al.:  Nature  183: 257, 
1959.  6.  Knudsen,  E.  T.,  et  al.:  Brit.  M.  J.  u:  198  (July  22) 
1961.  7.  Doyle.  E R,  et  al:  Nature  191: 109i  (Sept.  9)  1961. 
8.  Acred,  R,  et  al.:  Brit.  J.  Pharmacol.  75:356,  1962.  9.  Har- 
rison, R M..  and  Stewart,  G.  T:  Brit.  J.  Pharmacol.  77:420, 
1961.  10.  Editorial.  Lancet  ii: 723  (Oct.  5)  1963. 


KILLS  BACTERIA. ..DOES  NOT  JUST  SUPPRESS  THEM 


PENBRITIN 


Brand  of  Ampicillin 


AYERST  LABORATORIES,  NEW  YORK,  N.Y. 

Distributors  for 

BEECH  AM  RESEARCH  LABORATORIES  INC. 


On 


Stelazine 


brand  of  trifluoperazine 


she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  & French  Laboratories 
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See  the  superior  degerming  action 
Safeguard  adds  to  daily  skin  care 


Bacterial  colonies  obtained 
before  trial* 


Results  after  4 days' 
exclusive  use  of  each  soap1 


new  Safeguard’  ff  S61™1 
keeps  bacterial  skin  count  lower 

than  hexachlorophene  bar  soap 


••  • ;-v. 


Safeguard 


To  learn  how  Safeguard  can  help  wherever  there  is  particular 
need  to  suppress  gram-positive  bacterial  skin  flora,  turn  page 

All  colonies  shown  obtained  from  fifth  hand-rmsmg  using  a modified  Price  multiple-washbasin  procedure 


the  leading 
hexachlorophene 
bar  soap 


containing  0.75%  hexachlorophene 
and  0 75%  3.4,4'-trichlorocarbanilide 


For  furuncles,  folliculitis. ..the  new  adjuvant  is  Safeguard 


skin  cleansing  with 
greater  antibacterial  protection 
ne\N  Safeguard'^ 

Safeguard  offers  more  than  the  gentle  but  thorough  skin  cleansing 
so  important  in  treating  bacterial  skin  infections.  Used  daily,  Safe- 
guard also  keeps  the  skin  consistentlyheer  of  bacteriathan  unmed- 
icated soap  or  the  leading  hexachlorophene  bar  soap.  Because 
it  excels  in  reducing  bacterial  skin  flora,  Safeguard  is  recommended 
for  the  prophylaxis  of,  and  as  an  adjunct  to,  treatment  of  such  bac- 
terial skin  infections  as  furuncles,  folliculitis  and  sycosis  barbae. 

Unsurpassed  in  mildness . . . Safeguard  has  the  elegance  expected 
of  soap  designed  for  everyday  use  on  delicate  skin. 

Available  at  present  only  in  limited  areas  wherever  quality  toilet  soaps  are  sold. 

Write  for  technical  brochure  to  Director  of  Medical  Programs,  P.  O.  Box  599, 

PROCTER  & GAMBLE,  CINCINNATI,  OHIO  45201 


’Safeguard, 

M£W  OeOOOPAHT  AMO  ANTl BACTERIAL  SOAP  M 


Safeguard  contains  a unique  combination  of 
antibacterial  agents  — 3, 5-di-  and  3, 4', 5- 
tribromosalicylanilides,  4,4'-dichloro-3- 
(trifluoromethyl)  carbanilide,  and  3,4,4'- 
trichlorocarbanilide  — in  a high-quality  toilet- 
soap  base. 


pie  tablet  every  day 
b^akfast. 


Please  bring  me  some  Regroton 
samples,  Miss  Brown. 


Just  one?  Sure.  One  tablet  works  round 

the  clock. 


Thanks, 


igroton 


Superior  to  other  antihypertensives 
in76  of  80  patients  in  a 2-year  study* 


Geigy 


Ion:  Each  tablet  contains  chlorthalidone, 
d reserpine,  0.25  mg. 
cations:  History  of  mental  depression, 
tivity,  and  most  cases  of  severe  renal 
diseases. 

9 discontinue  2 weeks  before  general 
fc.  1 week  before  electroshock  therapy, 
fcession  or  peptic  ulcer  occurs, 
f^s:  Reduce  dosage  of  concomitant  anti- 

!'e  agents  by  one-half.  Discontinue  if 
ses  or  liver  dysfunction  is  aggravated, 
imbalance  and  potassium  depletion 
take  particular  care  in  cirrhosis  or 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Effects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescribing 
information. 


Average  Dosage:  One  tablet  daily  with  breakfast. 
Availability:  Bottles  of  100  and  1000  tablets. 

’Chupkovich,  V : Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N : The  value  of  chlorthalidone  plus 
reserpine  in  moderately  severe  and  severe  hyper- 
tension: A two  year  study.  Presented  at  the  7th 
Inter-American  Congress  of  Cardiology,  Montreal, 
June  14-19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation  ^fijy 

Ardsley,  New  York  RE-3456 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


ifmyxin  B - 

Antibiotic  Ofa** 

fw«  ia  th«  preH«*i 
wioftt  in  mind  cut^Wj 
burns,  ond  *Im| 


USE  ‘POLYSPORINL, 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 


YOUR  OWN  ORGANIZATION  SPONSORED 

INCOME  PROTECTION  PLAN 


HAS  PAID  OVER 


$87,800 

OF  BENEFITS  TO  MEMBERS  OF  THE 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

FOR  TIME  LOST  DUE  TO  DISABILITY 
MORE  THAN  350  MEMBERS  NOW  COVERED 

LEARN  HOW  YOUR 


S.C.M.A.  INCOME  PROTECTION  PLAN 

CAN  HELP  YOU,  TOO 

PREMIUMS  FOR  ALL  INSUREDS  WERE  REDUCED  IN  1963 


CHARLES  W.  DUDLEY,  236  Ashley  Ct.,  Florence,  S.  C. 
Looks  Forward  to  Greeting  You  at  Your  Annual  Convention 
Ask  Him  For  Full  Details 

EDUCATORS  MUTUAL  LIFE  INSURANCE  COMPANY 

HOME  OFFICE,  LANCASTER,  PENNA. 


IN  tW  UNEXCELLtU  lAblt 


SYRUP  OF  CH  LORAL  HYDRATE 


MEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
)F  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 


O Grains  (U.S.P.  Dose)  of  palatable  lime  flavored 
hloral-hydrate  syrup  in  each  teaspoonful 

1APID  SEDATION  WITHOUT  HANGOVER 

• ONES  and  VAUGHAN,  Inc. 


RICHMOND  25,  VA. 


for  fever  blisters 
and  canker  sores 
of  herpetic  origin 


L ACTI N E) 

TABLETS  & 
GRANULES 

LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  bulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults.1, 2’ 3’ 4 

Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin.4, 5’ 6’ ' 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 

(/)  Frykman , H.M.:  Minn.  Med..  Vol.  38,  Jan.  1 
Poth,  E.J.:  The  J.A.M.A.,  Vol.  163,  No.  15,  April  1 
( 3 ) McGivney,  J.:  Texas  State  Jour,  of  Med.,  Vol.  5 
Jan.  1955.  (4)  Stern,  F.  H. : Jour,  of  The  Aitter.  G 
Vol.  11,  No.  3,  Mar.  1963.  (5)  Weekes,  D.  J.:  N. 
Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  (6)  Abbo 
Jour,  of  Oral  Surg.,  Anes.  & Hosp.  Dental  Serv., 
July  1961.  (7)  Weekes,  D.  J.:  E.E.N.T.  Digest, 
No.  12,  Dec.  1963. 


HYNSON,  WESTCOTT  & DUNNING,  I 


( L X □ 2 ) 


BALTIMORE,  MARYLAND 


MILD,  CONTINUOUS  SEDATION 


Solfoton* 

A Solfoton  tablet  or  capsule  at  six  hour  intervals  maintains  sedation  at  the  threshold 
of  calmness.  Usually  the  patient  is  not  conscious  of  sedation;  only  conscious  of 
feeling  better.  Safe  for  continuous  use. 

Each  tablet  or  capsule  contains:  Phenobarbital,  16  mg.  Warning:  may  be  habit-forming. 
*Bensulfoid,  65  mg.  Contra-indications:  same  as  those  of  16  mg.  phenobarbital. 

Dispensed  in  bottles  of  100  and  500  tablets  or  capsules 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VA. 

Manufacturers  of  ethical  pharmaceuticals  since  1856 

*See  white  section,  P.D.R. 
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to  help  relieve  pain 
in  common 
anorectal  disorders 


“non-  came’ 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon  — provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1 ,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


DIOTHANE  OINTMENT 

COMPOSITION: 
diperodon  1.0%;  oxyquinoline 
benzoate  0.1%  in  a special  oint- 
ment base. 

INDICATIONS: 

Provides  temporary  palliation  of 
pain  that  may  result  from  hemor- 
rhoidectomy and  from  common 
anorectal  disorders  such  as  hemor- 
rhoids, anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 

COMPOSITION: 

Each  suppository,  weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%; 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215/Weston,  Ontario 


itazolidin  in  rheumatoid 

nylbutazone  arthritis 


Geigy 


ipeutic  effects 

nber  of  workers  have  reported  ma- 
i provement  in  50-75%  of  cases,  with 
' successful  cases  going  into  com- 
I remission. 

iponsive  cases,  improvement  is  gen- 
I seen  within  a week,  so  that  trial 
ny  need  seldom  be  continued  be- 
i this  period.  Alleviation  of  pain  is  fol- 
Jl  quickly  by  improvement  of  function 
^solution  of  effusion  or  other  signs 
i ive  inflammation.  Relief  of  arthritic 
» oms  is  quite  frequently  accompa- 
3 y increased  appetite,  gain  in  weight 
I'n  improved  sense  of  well-being. 

> itial  response  is  usually  maintained 
"Jt  dosage  increases;  indeed,  ini- 
' sage  is  often  reduced  for  mainte- 
i'  purposes. 

i<  late  or  steroid  therapy  can  usually 
Qiinished  or,  in  some  instances, 

r*ated. 

V tic  arthritis  responds  in  the  same 
r ; rheumatoid  arthritis  but  the  skin 
k s are  usually  not  affected  either  fa- 
B y or  adversely  by  treatment. 


Precautions 

Before  prescribing,  the  physician  should 
obtain  a complete  history  and  perform  a 
complete  physical  and  laboratory  exami- 
nation, including  a blood  count. 

The  patient  should  be  kept  under  close 
supervision  and  should  be  warned  to  re- 
port immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dys- 
crasia);  sudden  weight  gain  (water  reten- 
tion); skin  reactions;  black  or  tarry  stools. 

If  coumarin-type  anticoagulants  are 
given  simultaneously,  the  physician 
should  watch  for  excessive  increase  in 
prothrombin  time. 

Side  effects 

The  most  common  side  effects  are  nau- 
sea, edema  and  drug  rash.  Infrequently, 
agranulocytosis,  generalized  allergic  re- 
action, stomatitis,  vertigo  and  languor 
may  occur.  Leukemia  and  leukemoid  re- 
actions have  been  reported  but  cannot 
definitely  be  attributed  to  the  drug. 

Contraindications 

These  include:  edema,  hypertension,  or 
danger  of  cardiac  decompensation;  his- 


tory or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of 
drug  allergy;  history  of  blood  dyscrasia. 
The  drug  should  not  be  given  when 
other  potent  chemotherapeutic  agents 
are  given  concurrently  because  of  the 
increased  possibility  of  toxic  reactions; 
when  the  patient  cannot  be  seen  regu- 
larly; when  the  patient  is  senile. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  side  effects 
and  contraindications  as  contained  in 
the  complete  prescribing  information. 


Butazolidin  alka 

Each  capsule  contains: 


phenylbutazone 

100  mg. 

dried  aluminum 

hydroxide  gel 

100  mg. 

magnesium  trisilicate 

150  mg. 

homatropine 

methylbromide 

1.25  mg. 

Butazolidin  brand  of  phenylbutazone 

Tablets  of  100  mg. 
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Even  raw  materials  of  the  highest  quality  are 
not  above  suspicion.  That’s  why  we  screen 
them  through  this  "security  sieve.”  It  sepa- 
rates foreign  elements  from  all  incoming  mate- 
rial intended  for  granulation.  Here’s  how  it 
works:  The  screen  vibrates  over  a tub  at  the 
rate  of  1,000  to  3,000  times  a minute  and  sifts 
the  material.  Anything  larger  than  the  speci- 


fied particles  is  left  behind.  The  sieve  is  engi- 
neered by  an  action  called  "annular  rotation” 
so  that  all  particles  will  ultimately  come  in 
contact  with  the  screen  surface.  Security  screen- 
ing is  just  one  aspect  of  an  elaborate  program 
at  Eli  Lilly  and  Company  to  insure  the  highest 
quality  in  our  finished  products. 
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Introduction 

Hematoporphyrin  or  a hematoporphyrin- 
derivative  when  administered  intra- 
venously may  be  detected  by  fluores- 
cence selectively  when  activated  by  blue  violet 
light  at  the  sites  of  malignant  neoplasms.  The 
following  account  describes  observations 
among  107  patients  studied  for  fluorescent  re- 
sponse to  hematopoqihyrin  derivatives  at  the 
Medical  College  of  South  Carolina. 

Method 

The  technic  is  essentially  that  described  by  Lipson, 
Baldes,  and  Olsen.  The  acetic-sulphuric  acid  derivative 
of  hematoporphyrin  hydrochloride  was  prepared  for 
intravenous  administration  at  a concentration  of  10 
mg/ml.  Recrystallized  hematoporphyrin  hydrochlor- 
ide000 is  dissolved  in  a mixture  of  nine  parts  glacial 
acetic  acid  and  one  part  concentrated  sulphuric  acid 
and  allowed  to  stand  15  minutes.  Filtration  then  re- 
moves the  undissolved  residue.  The  porphyrin  solution 
is  neutralized  by  adding  15  to  20  volumes  of  3 per 
cent  sodium  acetate  solution  using  Congo  red  paper  as 
the  indicator.  Upon  neutralization  the  derivative  is 
precipitated  and  removed  by  filtration.  The  precipitate 
is  washed  thoroughly  with  distilled  water  and  allowed 
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to  dry  in  the  dark  at  room  temperature.  The  derivative 
is  dissolved  in  saline  and  alkalized  by  adding  normal 
sodium  hydroxide.  The  final  pH  is  adjusted  to  7.4  by 
adding  hydrochloric  acid.  The  final  solution  is  ter- 
minally sterilized  by  millipore  filtration  through  a filter 
of  10  mu  porosity. 

The  hematoporphyrin  derivative  was  administrated 
intravenously  to  each  patient  at  a dose  of  2 mg  /kg. 
of  body  weight.  To  avoid  venous  irritation,  the  in- 
jection was  made  during  a five-minute  period  into  the 
intravenous  tubing  of  a rapidly  dripping  5 per  cent 
solution  of  dextrose  in  water.  More  recently,  in  the 
latter  half  of  the  patients  examined,  the  dye  has  been 
injected  directly  into  the  vein  with  no  apparent  ad- 
verse reactions.  Prior  to  each  injection  and  at  varying 
intervals,  and  always  approximately  three  hours  later, 
the  lesions  were  scanned  with  the  activating  blue- 
violet  light.  Cutaneous,  mucous  membranous  surfaces 
and  tissues  exposed  at  operation  were  also  observed. 

The  light  used  was  the  Baldes  Lamp  consisting  of 
a 200-watt  high  pressure  mercury  arc  lamp.  Reflected 
from  the  arc,  the  light  passes  through  a cooling  water 
cell  and  is  filtered  to  approximately  4,000  Angstrom 
units  wave  length,  with  the  aid  of  a Schott  filter.  The 
light  is  delivered  from  the  lamp  by  means  of  a fiber 
optic  cable  which  offers  flexible  mobility  to  the  scan- 
ning tip.  Light  intensity  at  the  tip  was  monitored  with 
a light  meter.  When  endoscopic  scanning  is  done,  the 
fiber  optic  cable  is  connected  to  a quartz  rod  sub- 
stituted for  the  light  carrier  of  the  endoscope.  White 
and  blue  violet  light  may  be  alternated  as  desired. 

A sharp  cut  viewing  filter  of  Corning  No.  3484  glass 
fitted  into  spectacle  frame  is  used  by  the  operator  to 
exclude  the  activating  light. 

The  degree  and  character  of  the  fluorescence  was 
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High  pressure  mercury  arc  Osram  light  of 
Baldes  Neher  design  producing  blue-violet  acti- 
vating source  for  fluorescence. 

recorded  by  several  observers  and  photographic  trans- 
parency slides  were  made.  The  photographic  technic 
involved  a reflex  camera  with  a 50  mm  f 1.9  lens, 
using  high  speed  daylight  type  Ektachrome  film 
(ASA  160)  with  time  exposure  indices  obtained  by  a 
Gossen  Lunasix  light  meter  having  Corning  No.  3484 
filter  glass  interposed  between  the  subject  and  meter 
aperture. 

Histological  examination  was  made  in  each  study 
for  confirmation  of  the  benign  or  malignant  nature  of 
the  lesion. 

Results 

Tables  1 and  2 show  the  final  diagnosis  and 
fluorescent  results  in  the  107  patients  studied. 
Among  the  80  having  malignant  neoplasms 
62  (77.5%)  showed  definite  tumor  fluores- 
cence. Only  two  of  these  62  patients  showed 
an  unimpressive  degree  of  fluorescence. 

Eighteen  (22.5%)  of  those  having  malig- 
nant neoplasms  showed  indefinite  or  negative 
fluorescence.  Ten  of  the  18  negatives  may  be 
related  to  interfering  technical  factors.  One 
mammary  carcinoma  was  studied  through  in- 
tact pigmented  (Negroid)  skin  and  another 
mammary  carcinoma  later  showed  a positive 
result.  One  carcinoma  of  the  cervix  was 
studied  after  hysterectomy  and  probably  had 
inadequate  circulation  of  the  derivative,  while 
another  carcinoma  of  the  cervix  may  have 


been  too  far  removed  from  the  activating  light 
at  a time  when  the  fiber  optic  cable  was 
broken.  One  melanoma  of  the  eye  was  out  of 
reach  of  the  activating  light  probe  and  one 
retinoblastoma  was  illuminated  through  the 
lens  of  the  eye  which  does  not  permit  ade- 
quate passage  of  light  of  4,000  Angstrom  units. 
A carcinoma  of  the  larynx  had  the  light  de- 
livered via  an  indirect  mirror  with  a measured 
loss  of  light  intensity,  and  one  carcinoma  of 
the  epiglottis  could  not  be  illuminated  with 
sufficient  intensity. 

A fluorescent-negative  palatal  melanoma 
may  have  had  interfering  activating  light  ab- 
sorption due  to  the  optical  density  of  the  pig- 
mented lesion.  The  other  two  melanomas  of 
the  skin  comprised  those  noted  to  have  the  un- 
impressive degree  of  fluorescence  among  the 
malignant  lesions.  The  fluorescent-negative 
bronchus  carcinoma  was  overlaid  by  necrotic 
debris  grossly  and  microscopically  and  this 
prevented  the  activating  light  from  reaching 
the  malignant  tissue.  One  of  the  fluorescent 
negative  mouth  carcinomas  had  intact  mucous 
membrane  covering  the  underlying  neoplasm. 

The  intensity  of  fluorescence  was  always 


TABLE  1 

MALIGNANT  LESIONS  STUDIED  FOR 
HEM  ATO PORPHYRIN  - DERIVATIVE 


Urethra  Ca 

Positive 

1 

Negative 

0 

Esophagus  Ca 

4 

0 

Breast  Ca 

10 

4 

Melanoma  skin 

2 

1 

Pancreas  Ca  at  umbilicus 

1 

0 

Stomach  Ca 

2 

0 

Cervix  Ca 

5 

3 

Lung  Ca 

1 

0 

Bronchus  Ca 

0 

1 

Rectum 

5 

0 

Eye  melanoma 

0 

1 

Eye  retinoblastoma 

0 

1 

Anus  Ca 

9 

1 

Scalene  lymph  node  ca 

1 

0 

Umbilical  Ca 

1 

0 

Mouth  Ca 

5 

2 

Laryngeal  Ca 

2 

1 

Epiglottis  Ca 

0 

1 

Pyriform  fossa  Ca 

1 

0 

Tongue  Ca 

2 

0 

Scalp  Ca 

3 

0 

Penis  Ca 

4 

0 

Skin  Ca 

9 

1 

Antral  and  Palate  Ca 

2 

0 

Leg  sarcoma 

1 

0 

Mycosis  fungoides 

0 

1 

TOTALS 

62 

18  6 

PERCENTAGE 

77.5  % 

22.5%  1C 
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greater  among  the  epidermoid  malignancies 
and  especially  those  showing  ulceration. 
Necrotic  debris  obscured  fluorescence.  At 
times  the  fluorescence  was  prominent  in  sero- 
cellular  exudate  from  the  ulcerating  epider- 
moid lesions. 

Of  the  10  patients  with  adeno-carcinoma  of 
the  breast  showing  definite  fluorescence  the 
intensity  of  the  fluorescence  was  less  than  that 
observed  in  epidermoid  lesions  at  other  sites. 
In  the  breast  lesions  fluorescence  was  greatest 
on  the  exposed  surfaces  of  those  which  were 
ulcerated.  When  the  tumors  were  transected, 
the  fluorescence  was  seen  at  the  periphery  of 
the  tumor  and  in  most,  only  minor  or  scattered 
fluorescence  was  observed  in  the  areas  central 
to  the  periphery.  The  fluorescence  observed  in 
transected  malignant  lesions  at  other  sites  was 
more  or  less  uniform. 

Three  sarcomatous  lesions  studied  showed 
positive  fluorescence,  though  to  a degree  less 
than  seen  in  squamous  or  adenocarcinoma 
malignancies.  Two  melanosarcomas  were 
deeply  pigmented  and  may  have  inhibited 
light  transmission  reactions.  The  parosteal 
fibrosarcoma  of  the  leg  contained  considerable 
necrotic  elements. 

Three  squamous  malignancies  of  the  mouth 
demonstrated  intense  fluorescence  with  streaks 
of  fluorescence  extending  into  grossly  normal 
surrounding  mucosa  from  the  ulceroprolifera- 
tive  central  tumors.  Histological  study  con- 
firmed extension  of  the  malignant  process  into 
the  areas  of  fluorescent  streaking. 

In  most  patients  injected  with  the  deriva- 
tive, the  tongue  showed  a mild  degree  of 
fluorescence  about  three  hours  following  ad- 
ministration. In  the  single  patient  studied  hav- 
ing a squamous  malignant  growth  arising  in 
the  upper  pyriform  fossa  and  extending  onto 
the  posterior  tongue,  the  fluorescence  of  the 
primary  tumor  stood  out  in  shaqi  contrast  to 
the  lesser  fluorescence  elsewhere  on  the 
tongue. 

Endoscopic  scanning  was  used  in  5 patients 
to  study  4 esophageal  epidermoid  carcinomas, 
one  rectal  adeno-carcinoma,  and  one  bronchial 
carcinoma.  All  showed  conspicuous  fluor- 
escence, except  the  one  bronchial  lesion  men- 


TABLE  2 


BENIGN  LESIONS  STUDIED  FOR  HEMATOPORPHYRIN- 
DERIVATIVE  FLUORESCENCE 

Positive  Negative 

Sigmoid  polyp 

0 

1 

Esophagitis 

0 

1 

Leg  ulcer 

2 

6 

Decubitus  ulcer 

0 

6 

Keratosis  senilis 

0 

1 

Third  degree  skin  bum 

1 

3 

Post-irradiation  breast 

0 

1 

ulcer 

Epulis  gum 

0 

2 

Granuloma  finger 

0 

1 

Granulation  tissue  at 

1 

0 

mastectomy  site 

Lip  ulcer 

1 

0 

TOTALS 

5 

22  2 

PERCENTAGE 

18.4% 

81.6%  10 

tioned  previously,  although  secretions  required 
repeated  removal  to  avoid  dampening  the 
activating  light  intensity.  One  esophageal 
lesion  had  extended  anteriorly,  producing  a 
bulge  of  the  intact  tracheal  mucosa  through 
which,  on  bronchoseopic  study,  fluorescence 
could  be  observed.  Carcinoma  was  found  on 
biopsy. 

Among  the  benign  ulcerations  and  tumors 
studied,  negative  fluorescence  was  observed  in 
22  (81.6%).  Atypical  or  faint  fluorescence  in 
portions  of  the  neoplasms  was  seen  in  4 of  the 
patients.  The  latter  involved  two  leg  ulcers  in 
which  a faint  line  of  fluorescence  was  ob- 
served along  a short  portion  of  the  periphery. 
Multiple  histological  sections  revealed  no 
malignancy  or  epithelial  atypicality  at  the 
fluorescent  site  and  the  cellular  components, 
rich  in  macrophages,  did  not  vary  from  those 
observed  in  other  non-fluorescent  sites  along 
the  ulcer’s  periphery.  One  of  the  other  benign 
lesions  was  a third-degree  burn,  another  was 
granulation  tissue  at  a mastectomy  site  and  a 
lip  ulcer  which  demonstrated  a faint  fluor- 
escent glow,  presumably  from  accumulated 
plasma  bearing  the  hematoporphyrin  deriva- 
tive. No  suggestion  of  fluorescence  was  noted 
in  the  other  benign  lesions. 

Our  studies  reveal  that  impressive  fluor- 
escence was  seldom  observed  prior  to  two 
hours  after  injection  of  the  derivative.  Maxi- 
mal fluorescence  at  the  tumor  site  was  usually 
noted  three  hours  after  injection  and  ordinarily 
diminished  rapidly  after  six  hours  to  disappear 
by  12  to  18  hours.  In  a few  of  the  intensely 
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Fig.  IA.  Squamous  carcinoma  of  scalp.  Fig.  IB. 
Squamous  carcinoma  of  scalp  fluorescing  3 hours 
following  intravenous  hematoporphvrin-derivative 
injection  as  viewed  using  blue-violet  light.  Fig. 
2A.  Recurrent  squamous  carcinoma  in  penis 
amputation  stump.  Fig.  2B.  Fluorescence  as  seen 


in  lesion  Figure  2A,  3 hours  after  intravenous  in- 
jection of  hematoporphyrin-derivative  under  acti- 
vating blue-violet  light.  (Reprinted  by  kind  per- 
mission of  The  American  Surgeon)  30:  656, 
(1964.) 
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fluorescent  squamous  malignant  tumors  which 
could  be  repeatedly  scanned  after  injection, 
progressively  diminishing  fluorescence  was 
observed  for  six  days.  In  several  injected  pa- 
tients, serial  serum  specimens  were  analyzed 
quantitatively  in  an  Aminco-Bowman  spectro- 
fluorophotometer.  It  was  found  that  return  to 
the  pre-injection  base  line  required  six  to  eight 
days  after  a sharply  rising  fluorescent  level  in 
the  early  hours  after  injection,  and  with  a 
sharply  falling  level  after  the  first  day. 

Minor  adverse  reactions  to  the  derivative 
were  of  two  types.  In  3 white  patients  a photo- 
sensitivity response  developed  with  erythema 
and  mild  pruritic  edematous  urticaria  at  ex- 
posed skin  sites  from  direct  exposure  to  sun- 
light. In  two,  the  reaction  came  24  hours  fol- 
lowing injection  despite  instructions  to  avoid 
direct  sunlight  during  the  first  48  hours.  The 
progressively  decreasing  reaction  persisted 
upon  exposure  to  sunlight  for  two  weeks  fol- 
lowing the  injection.  No  such  reactions  were 
noted  in  Negro  patients  except  for  two  mild 
and  transient  cases  of  pruritus  and  facial 
edema  even  when  immediately  and  sub- 
sequently exposed  to  direct  sunlight,  pre- 
sumably because  of  protection  by  skin  pig- 
ment. In  two  other  patients,  transient  pyro- 
genic reactions  with  nausea  and  vomiting  de- 
veloped several  hours  after  the  injection.  Both 
were  asymptomatic  and  responded  to  anti- 
histamines and  antipyretics  by  24  hours.  De- 
rivative and  blood  cultures  were  negative.  The 
latter  reactions  occurred  during  the  early 
stages  of  our  experience  when  the  derivative 
was  being  prepared  by  a commercial  drug 
firm.  Since  we  have  used  our  own  prepara- 
tion, only  three  mild  reactions  have  occurred 
and  this  includes  a majority  of  the  studies  con- 
ducted. 

Discussion 

Figge  and  Weiland  reported  strong  affinity 
shown  by  growing  tissues  for  porphyrins  in 
1948. 1 They  reported  red  fluorescence  at  the 
tumor  site  of  mouse  sarcomas  and  mammary 
carcinomas  in  mice  injected  subcutaneously  or 
intraperitoneally  with  hematoporphyrin.  The 
following  year  they  reported  an  extension  of 
this  study,  calling  attention  to  fluorescence  at 


trauma  sites,  in  lymph  nodes,  and  the  greater 
omentum  of  mice  injected  with  hematoporphy- 
rin.1'' They  speculated  that  radio-active 
metalloporphyrins  may  be  developed  for  can- 
cer detection  and  therapy.  Subsequently, 
Manganiello  and  Figge  described  a new 
method  for  preparation  of  metalloporphyrins 
and  noted  that  zinc  porphyrin  was  not  stable 
enough  for  cancer  detection  and  therapy.8  In 
1953,  Figge  and  Peck  injected  hematoporphy- 
rin into  mice,  dogs  and  rabbits  and  observed 
red  fluorescence  in  lymph  ducts  and  nodes, 
which  were  otherwise  not  visible  to  the  naked 
eye.1’  ” Similar  results  were  not  achieved  in 
humans. 

Observing  these  developments,  Lipson, 
Baldes,  and  Olsen  noted  that  large  amounts 
of  hematoporphyrin  had  been  used,  which  in- 
creased the  danger  of  photosensitivity'  and 
tended  to  decrease  the  degree  of  tumor 
specificity. " Moreover,  they  were  cognizant  of 
Schwartz’s  work1 1 which  showed  that  the  pre- 
viously used  hematoporphyrin  was  a crude 
mixture  of  many  porphyrins,  the  impure  com- 
ponents of  which  were  the  good  neoplastic 
localizers  rather  than  the  relatively  pure 
hematoporphyrin  which  was  a poor  localizer. 
Lipson  et  al.,  therefore  utilized  the  acetic  sul- 
phuric acid  derivative  of  hematoporphyrin  and 
an  improved  activating  and  viewing  system  as 
a cancer  detection  procedure.  Then  and  pre- 
viously" they  observed  the  maximum  fluor- 
escence for  the  derivative  in  plasma  to  be  acti- 
vated by  a wavelength  of  4,000  to  4,070  Ang- 
strom units  and  that  the  wavelength  of  the  re- 
sulting fluorescence  in  plasma  was  6,250  Ang- 
strom units.  Utilizing  various  malignant  trans- 
plantable tumors  of  mice  and  rats,  they  ob- 
served that  by  combining  a single  small  intra- 
venous dose  of  the  derivative  with  an  in- 
creased amount  of  activating  light  tumor 
differentiation  by  fluorescence  could  be 
entirely  confined  to  the  tumor;  that  the 
greater  intensity  of  fluorescence  was  localized 
at  the  site  of  invasion  of  normal  tissue  by  a 
malignant  tumor;  that  necrotic  portions  of  the 
tumor  were  not  fluorescent;  that  foreign-bodv 
granulomas  did  not  fluoresce;  that  most  be- 
nign tumors  showed  no  fluorescence,  and  only 
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a few  showed  minimal  fluorescence;  that  mini- 
mal fluorescence  occurred  only  in  a few  speci- 
mens of  non-neoplastic  lymphatic  tissue;  and 
that  the  small  amount  of  derivative  used  was 
easily  handled  by  the  body  and  well  within 
the  range  of  safety.  Thereupon,  Lipson,  Baldes 
and  Olsen  employed  their  new  technic  in  pa- 
tients having  bronchoscopy  or  esophagoscopy 
for  suspected  malignant  lesions.7  In  15  patients 
studied  with  malignant  neoplasms  in  the  chest, 
ten  showed  fluorescence.  Neither  false-positive 
nor  false-negative  residts  appeared  in  patients 
in  whom  a sufficient  amount  of  the  activating 
light  reached  the  involved  region.  These 
workers  demonstrated  for  the  first  time  that 
hematoporphyrin  derivative  had  clinical  ap- 
plication in  the  detection  of  cancer. 

From  this  present  study  certain  observations 
and  related  impressions  have  been  drawn 
and  are  previously  recorded.'  No  fluorescence 
was  noted  prior  to  injection  at  the  tumor  sites. 
Ronchese  has  reported  vivid  orange-red  fluor- 
escence observed  in  uninjected  patients  having 
malignant  ulcerated  and  necrotic  squamous 
skin  lesions  exposed  to  the  Wood  light.  His  ob- 
servations have  indicated  that  these  are  con- 
fined to  malignant  tumors  of  the  cutaneous  or 
mucous  membranous  surfaces  such  as  skin, 
mouth  or  cervix.10  No  fluorescence  was  seen 
by  this  method  of  observation  in  cancers  of  the 
stomach,  intestine  or  internal  organs  at  any 
stage  of  their  development.  He  further  noted 
that  other  chronic  ulcerating  necrotic  lesions, 
including  basal  cell  carcinoma,  did  not  fluor- 
esce. It  was  implied  in  his  report  that  the 
fluorescence  was  probablv  related  to  the  pres- 
ence of  porphyrin  which  was  determined  by 
extraction  and  analysis. 

Factors  known  to  alter  the  degree  of  fluor- 
escence include:  temperature,  pH,  and  inten- 
sity of  the  activating  light.  In  the  system  em- 
ployed, heat  which  diminishes  fluorescence 
has  been  avoided  by  using  a cool  light  source. 
Tumor  tissue  pH  measurement  has  not  been 
conducted  but  the  expected  normal  blood  pH 
perfusing  the  tumor  site  is  near  the  optimal 
range  for  the  hematoporphvrin  derivative 
used.  The  light  source  employed  offers  an  in- 
tense activating  beam  of  the  desired  wave- 


length and  the  intensity  has  been  monitored  to 
avoid  false-negative  results.  While  keeping 
these  factors  relatively  constant,  we  have  ob- 
served some  variations  in  residtant  degrees  of 
fluorescence  that  evade  our  present  under- 
standing. Outstanding  among  these  variations 
have  been  the  mammary  adeno-carcinomas 
which  have  shown  intense  fluorescence  in  a 
few  having  surface  ulceration,  to  faint  scat- 
tered fluorescence  only  about  the  periphery  of 
the  transected  tumor  sites  in  others.  Histo- 
logically positive  lymph  nodes  from  malignant 
tumors  of  the  breast  have  failed  to  fluoresce, 
while  one  patient  studied  with  a positive  epi- 
dermoid scalene  lymph  node  metastasis  from 
the  esophagus  showed  intense  fluorescence. 
Throughout  the  series,  the  epidermoid  carcino- 
mas have  shown  a distinctly  greater  degree  of 
fluorescence  than  the  adeno-carcinomas  at  all 
sites.  Neither  tissue  optical  density,  transil- 
luminability,  nor  light  absorption  character- 
istics would  seem  to  account  for  this  difference 
in  fluorescence.  A metabolic  factor  may  be  in- 
volved. 

Our  study  was  designed  to  evaluate  clinic- 
ally the  use  of  hematoporphyrin  derivative 
fluorescence  as  an  adjunct  in  the  diagnosis 
and  delineation  of  extent  of  various  malignant 
processes.  The  variety  of  patients  and  neo- 
plasms studied  are  too  limited  in  number  to 
permit  firm  conclusions.  Nonetheless,  certain 
observations  strongly  suggest  the  possible 
merit  of  this  technique.  While  the  scattered 
and  irregular  fluorescence  in  the  breast  car- 
cinomas and  other  irregular  fluorescing  malig- 
nant growths  do  not  at  present  provide  diag- 
nostic fluorescent  results  as  a dependable 
method  for  identification  of  their  malignancy 
and  determination  of  extent,  the  nature  of  this 
response  suggests  that  greater  understanding 
of  the  metabolism  of  malignant  cells  may 
emerge  from  this  or  related  approaches.  Fluor- 
escent margins  peripheral  to  grossly  evident 
borders  of  malignant  growths  of  squamous 
mucous  membranous  may  serve  as  a guide  to 
marginal  control  requirements  in  such  lesions. 
While  morphologically  noncancerous,  tissue 
sites  showing  fluorescence  may  indicate  cellu- 
lar hyperactivity  of  a precancerous  nature  at  a 
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time  when  otherwise  they  would  go  unnoticed 
and  unattended.  More  studies  of  this  sort  are 
required  to  correlate  the  cellular  morphology, 
fluorescent  nature,  and  subsequent  behavior 
of  such  sites. 

We  have  observed  hematoporphyrin  deriva- 
tive fluorescence  through  intact  tracheal 
mucosa  due  to  underlying  squamous  malig- 
nant growth  from  the  esophagus  at  a setting 
in  which  the  malignant  growth  may  otherwise 
have  been  overlooked  by  conventional  endo- 
scopic survey. 

A single  case  of  hematoporphyrin  derivative 
fluorescence  in  a metastatic  squamous  scalene 
lymph  node  from  a primary  esophageal  car- 
cinoma suggests  possible  applicability  of  this 
technic  as  a scanning  method  for  the  identi- 
fication of  such  lymph  node  metastases. 

Only  two  cases  of  adenocarcinoma  of  the 
stomach  were  studied,  but  the  lesions  showed 
fluorescence  through  the  intact  serosa  and  in 
one  case  this  procedure  aided  in  the  choice  of 
a cancer  resection  procedure  at  a time  when 
conventional  cytological  examination  of  gastric 
washings  was  negative  for  malignancy.  If  re- 
peated observations  of  malignant  growths  of 
the  intestine  demonstrate  reliable  hema- 
toporphyrin fluorescence,  the  technic  would 
be  of  considerable  value  at  laparotomy  when 
deciding  what  surgical  procedure  was  re- 
quired. The  dilemma  of  benign  versus  malig- 
nant gastric  ulcers  at  laparotomy  and  the  con- 
cern for  exposure  of  the  field  of  operation  to 
cancer  cell  seeding  is  well  known  to  all  sur- 
geons. 

Fluorescence  technics  might  also  prove 
valuable  in  locating  obscure  primary  malig- 
nant sites  when  clinically  positive  neck  nodes 
are  found  in  head  and  neck  tumor  problems. 
Moreover,  multiple  sites  and  especially  car- 


cinoma in  situ  foci  may  be  determined 
by  hematoporphyrin  derivative  fluorescent 
studies  when  mucous  membranous  and  squa- 
mous surfaces  are  involved. 

It  is  also  hoped  that  a better  understanding 
of  the  mechanisms  involved  in  these  reactions 
may  lead  to  elucidation  of  the  metabolic 
nature  of  malignant  cell  behavior. 

Summary 

A hematoporphyrin  derivative  was  admin- 
istered intravenously  to  107  patients  in  order 
to  study  tumor  fluorescence,  utilizing  a Baldes 
activating  light.  Of  80  patients  having  malig- 
nant neoplasms  77.5%  showed  tumor  fluor- 
escence. Likely  correctable  technical  factors 
accounted  for  the  false-negative  result  in 
12.5% . No  characteristic  fluorescence  was  seen 
in  27  patients  with  benign  lesions  while  only  5 
showed  atypical  fluorescence. 

A diminishing  degree  of  uniformity  and  in- 
tensity of  fluorescence  according  to  histo- 
logical types  was  noted  in  the  oder  of  squa- 
mous carcinoma,  adenocarcinoma,  and  sar- 
coma. 

Minor  adverse  reactions  developed  in  7 pa- 
tients, 4 photosensitive  in  type  and  2 pyrogenic 
in  type. 

At  its  present  state  of  development  tins  tech- 
nic is  not  reliable  as  a means  of  identifying 
and  delineating  malignant  tumors  especially 
when  of  an  adenocarcinoma  or  sarcoma  type. 

At  its  present  state  of  development  this  tech- 
nic is  at  times  useful  in  assessing  the  margins 
of  squamous  malignancies  and  in  searching  for 
obscure  primary  malignancy  sites. 

Further  studies  are  needed  to  elucidate  the 
mechanisms  of  these  reactions  and  to  provide 
technical  refinements  in  the  clinical  applica- 
bility of  hematoporphyrin  derivative  fluor- 
escence. 
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The  relationship  of  smoking  to  the  outcome  of 
pregnancy  by  Paul  B.  Underwood,  Jr.,  LI  (MC) 
USN,  Lawrence  L.  Hester,  M.  D.,  Tucker  Laffitte,  Jr., 
M.  D.,  Karl  V.  Gregg,  M.  D.  (Charleston)  Am  J 
Obstet  Gynec  91:270-276.  (Jan.  15,  1965). 

Four  thousand  four  hundred  and  forty  puerperal 
women  representing  16,158  pregnancies  were  inter- 
viewed at  the  Medical  College  of  South  Carolina  and 
Roper  Hospitals  regarding  their  smoking  habits.  The 
patients  were  divided  into  groups  according  to  the 
number  of  cigarettes  smoked  per  day,  and  their  socio- 
economic standards. 

Infants  born  to  non-smoking  mothers  were  sig- 
nificantly heavier  than  those  born  to  smokers,  with 
this  difference  increasing  directly  with  the  number  of 
cigarettes  smoked  per  day.  The  higher  the  socio- 
economic group  the  greater  were  these  differences, 
being  115,213  and  353  grams  respectively  between 
low,  average,  and  above  average  socio-economic 
brackets. 

An  almost  twofold  increase  in  prematurity  was 
found  among  smokers,  again  directly  proportional  to 
the  number  of  cigarettes  smoked  per  day.  The  lower 
the  socio-economic  group  the  higher  the  incidence  of 
prematurity.  No  significant  increase  in  abortions,  still- 
births, major  fetal  anomalies,  maternal  complications, 
or  inability  to  breast-feed  were  found. 

Age  at  onset  of  lung  cancer:  Significance  in  relation 
to  effect  of  smoking — M.  C.  Pike  and  R.  Doll.  (Lon- 
don) Lancet  1:665  (March  27)  1965. 

When  the  average  age  at  onset  of  lung  cancer  is 
calculated  for  patients  with  different  smoking  histories, 
it  is  found  that  the  “period”  average  decreases  only 
slightly  from  light  cigarette  smokers  to  heavy  cigarette 
smokers  and  it  increases  only  slightly  from  men  who 
started  smoking  early  to  men  who  started  smoking 


late.  Estimates  of  the  “life-span”  average  indicate  the 
differences,  though  still  small,  are  somewhat  larger. 
It  is  not  justifiable  to  argue  from  these  results  that 
cigarette  smoke  does  not  act  as  a true  carcinogen. 
Experiments  which  show  distinct  differences  when  the 
dose  of  a carcinogen  or  the  age  at  which  it  is  given 
is  changed,  produce  cancer  in  a high  proportion  of 
animals.  Estimates  of  what  would  be  observed  if  doses 
of  cigarette  smoke  could  be  given  large  enough  to 
produce  lung  cancer  in  the  majority  of  men  show 
differences  comparable  to  those  observed  experi- 
mentally. Whether  cigarette  smoke  acts  as  a true  car- 
cinogen cannot  be  decided  on  the  basis  of  these  data 
alone.  Other  observations  suggest  that  its  action  may 
be  that  of  a promoting  agent. 


Study  of  chronic  effects  of  insecticides  in  man — 
L.  F.  Davignon  et  al  (2900  Blvd  Mont-Royal,  Mon- 
treal) Canad  Med  Assoc  J 92:597  (March  20)  1965. 

Signs  of  possible  chronic  intoxication  by  insecticides 
were  searched  for  among  441  apple-growers.  A group 
of  170  persons  living  in  the  same  environment  and 
162  other  persons  having  no  contact  with  insecticides 
were  used  as  controls.  It  was  the  first  attempt  to  de- 
termine signs  of  chronic  intoxication  by  organic  phos- 
phates and  chlorinated  hydrocarbon  insecticides.  The 
greater  incidence  of  leukopenia  and  of  neurological 
manifestations  found  among  subjects  permit  us  to 
assume  that  insecticides  may  have  some  chronic 
effects  in  man.  This  assumption  is  reinforced  by  the 
similarities  in  the  findings  between  the  subjects  and 
the  environments  and  by  the  parallelism  between  the 
duration  of  exposure  to  insecticides  and  the  number  of 
affected  subjects.  But  it  seems  desirable  that  this  study 
be  repeated  at  five-year  intervals  until  a sufficient 
number  of  apple-growers  have  been  exposed  for  10, 
15,  or  20  years  to  large  doses  of  insecticides. 
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The  care  of  severely  ill  patients  frequently 
demands  prolonged  intravenous  ali- 
mentation. Such  care  over  limited  per- 
iods of  time  requires  only  the  proper 
implantation  of  a metallic  needle  into  a 
peripheral  vein  and  the  stable,  comfortable 
arrangement  of  such  an  apparatus.  With  mod- 
ern intravenous  sets  this  is  generally  accom- 
plished with  ease,  and  the  superficial  veins  of 
the  forearm  serve  adequately.  During  such 
limited  therapy,  blood  samples  may  be  drawn 
from  the  veins  of  the  opposite  forearm  and 
the  patient  is  given  no  unusual  discomfort  and 
no  permanent  venous  interruption.  As  a gen- 
erality, experience  has  taught  that  metallic 
venous  intubation  is  satisfactory’  over  a tw’o  to 
three  day  period.  Beyond  such  time  limits,  the 
incidence  of  superficial  phlebitis  rises  sharply, 
the  blood  borne  infection  rate  increases 
rapidly,  and  the  discomfort  and  pain  to  the 
patient  becomes  markedly  manifest. 

It  is  the  purpose  of  this  concise  presentation 
to  review  conventional  intravenous  apparatus 
and  to  render  opinion  on  methods  of  pro- 
longed access  to  the  venous  system,  both  for 
purposes  of  introducing  materials  into  the 
patient,  and  for  purposes  of  deriving  informa- 
tion from  the  patient.  A specific  purpose  of 
this  presentation  is  to  present  a relatively  new 
mode  of  prolonged  venous  access,  the  silastic 
tube. 

Present  Intravenous  Apparatus 

1.  The  ordinary  metallic  needle  which  offers 
difficulties  in  cleaning  and  becomes  dull 
rather  readily. 

2.  A disposable  metallic  needle  which 
does  away  with  the  necessity  for  maintenance. 

3.  The  thin-wall,  short  bevel,  metallic 
needle  which  occupies  a minimum  of  space 
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and  furnishes  a maximum  caliber  with  less 
possibility  of  laceration  of  the  vein. 

4.  The  scalp  needle  which  has  flat  plastic 
or  rubber  “wings”  which  can  be  readily  taped 
to  the  skin.  This  is  also  thin-walled  and  short 
bevelled  and  attached  to  a plastic  connecting 
tube. 

5.  The  “Rochester  needle”  which  has  a plas- 
tic tube  fitting  snugly  about  the  needle;  the 
needle  can  be  withdrawn  and  the  plastic  tube 
left  in  the  vein.  It  has  the  disadvantages  of 
expense  and  the  possibility  that  the  plastic 
tube  might  slip  in. 

6.  The  “Buffalo  needle.”  This  is  similar  to 
the  Rochester  needle  but  provides  a con- 
tinuous plastic  sheath-hub  so  as  to  prevent  the 
possibility  of  embolizations. 

7.  The  “Angiocath  needle,”  which  is  very 
similar  to  the  Buffalo  needle. 

8.  The  Deseret  Intracath  which  is  a self 
contained  thin-walled  needle  through  which 
can  be  inserted  a moderate  length  of  soft  plas- 
tic tubing,  which  tolerates  motion  of  the 
patient.  A fairly  large  needle  must  be  used. 


Figure  1. 

This  photograph  represents  the  various  means 
of  intravenous  cannulation  and  intubation  as 
described  in  the  text. 
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9.  The  Venous  Cut-down — Up  to  this  point 
means  of  cannulating  peripheral  veins  have 
been  discussed.  All  of  the  methods  discussed 
are  limited  bv  time.  It  is  generally  felt  that 
metallic  needles  should  remain  two  to  three 
days  at  longest.  The  plastic  sheaths  and  the 
Intracath  may  be  left  four  to  five  days  at  most. 
Their  eventual  limitation  is  sepsis  and 
thrombosis.  These  limitations  appear  more 
prominent  if  the  ankle  veins  are  used. 

For  long  term  venous  cannulation,  a small 
surgical  incision  is  necessary.  Under  direct 
vision,  one  then  manually  inserts  a plastic 
tube  and  connects  this  tube  to  a stopcock  or  to 
intravenous  tubing.  The  general  procedure  is 
to  make  a transverse  incision  across  a peri- 
pheral vein,  distal  ligation  of  the  vein,  venot- 
omy, insertion  of  the  tube  and  securing  of  the 
proximal  vein-catheter  by  ligature.  The  tube  is 
generally  brought  through  the  wound  and  the 
wound  is  partially  closed. 

The  plastics  generally  used  for  this  pro- 
cedure are  polyethylene  and  vinyl  plastic. 
(Figure  1)  The  polyethylene  tends  to  kink 
and  occlude,  the  vinyl  is  unduly  stiff.  Both 
plastics  contain  inherent  structural  character- 
istics tending  to  promote  clotting  of  blood  at 
their  tips  and  within  their  lumens.  These 
tubes  can  be  used  for  longer  periods  of  time  if 
treated  with  silicone,  or  if  heparin  is  dripped 
through  them.  It  has  been  our  occasional  ex- 
perience, however,  that  with  proper  attention 
to  surgical  techniques  and  continued  anti- 
sepsis, polyethylene  catheters  may  suffice  for 
several  weeks. 

10.  The  Silastic  Tube0  — Silicone  tubing 
(Silastic)  is  a flexible,  soft,  rubber-type  tubing 
which  has  been  treated  with  a silicone 
elastomer.  It  is  thus  not  simply  silicone-coated. 
It  can  tolerate  repeated  autoclave  sterilization, 
does  not  age  or  oxidize,  is  translucent,  does 
not  contain  plasticizers  or  additives  to  leach 
out  or  cause  discoloration.  (Figure  1) 
Properly  cleaned  and  sterilized,  silicone  tub- 
ing is  non-reactive  to  body  tissues.1 

With  these  characteristics,  it  is  not  sur- 
prising that  long  term  venous  implantation 
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might  benefit  from  the  use  of  silicone  tubing. 

While  others  have  reported  the  use  of  Sil- 
astic for  prolonged  intravenous  intubation,  the 
authors  feel  that  an  outline  of  the  surgical 
technique  now  used  for  implantation  of  this 
material  will  be  of  benefit.  It  is  also  felt  that 
the  technique  is  as  paramount  to  success  as  the 
Silastic  characteristics. 

Surgical  Procedure 

A site  of  implantation  is  selected.  Generally  this  is 
the  brachial  vein  or  the'  proximal  greater  saphenous 
vein.  An  incision  is  made  over  the  vein  in  a transverse 
manner.  The  vein  is  located,  and  ligated  with  4-0 


c 


Figure  2. 


These  diagrams  represent  a concise  description 
of  the  surgical  technique  for  tube  cannulation  of 
peripheral  veins.  In  the  “A”  portion  of  the  figure, 
it  is  seen  that  an  incision  has  been  made  exposing 
the  peripheral  vein.  A ligature  is  placed  distal  to 
the  site  of  partial  transection  of  the  vein.  Another 
ligature  is  placed  loosely  about  the  vein  more 
proximally.  In  the  “B”  portion  of  the  figure,  the 
saline-heparin  filled  tube  has  been  introduced 
through  the  venotomy  site  to  the  extent  that  the 
tube  tip  now  lies  within  the  vena  cava,  and  is  held 
by  a ligature.  The  end  of  the  tube  is  clamped  by 
an  occluding  hemostat.  A stab  wound  has  been 
made  through  the  skin  and  a small  mosquito 
hemostat  has  been  thrust  through  the  stab  wound 
to  grasp  the  end  of  the  tube  and  pull  this  end  of 
the  tube  through  the  subcutaneous  tunnel.  In  the 
“C”  portion  of  the  figure,  the  wound  has  been 
closed  with  a subcuticular  dermalon  suture;  the 
tube  has  been  brought  out  through  the  small  stab 
wound  and  a #15  gauge  needle  and  stopcock  have 
been  connected  to  the  Silastic  tube.  When  not 
being  used,  the  tube  may  be  filled  with  heparin- 
ized saline,  the  stopcock  occluded,  and  the  patient 
freed  from  his  connection  to  the  intravenous  tube. 
At  this  time  the  stopcock  is  wrapped  in  a sterile 
bandage. 
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black  silk.  Another  ligature  is  placed  loosely  more 
proximally.  A transverse  venotomy  is  performed.  A 
length  of  Silastic  tubing  is  filled  with  heparinized 
saline  (20  mg  Heparin,  500  ml  saline),  and  clamped 
with  a hemostat  distally.  The  vein  is  dilated  force- 
fully with  a mosquito  hemostat  which  is  then  with- 
drawn. The  Silastic  tube  is  introduced  through  the 
venotomy  until  its  tip  lies  in  the  vena  cava.  The  proxi- 
mal silk  ligature  is  tied,  securing  the  postion  of  the 
Silastic  tube.  A small  stab  wound  is  made  through  the 
skin  at  least  3 cm  distal  to  the  original  skin  incision.  A 
mosquito  hemostat  is  introduced  through  the  stab 
wound  into  the  larger  surgical  wound  tunneling 
through  the  subcutaneous  tissue.  The  distal  end  of  the 
filled  Silastic  tube  is  grasped,  pulled  through  the  sub- 
cutaneous tunnel  and  out  of  the  stab  wound.  A suit- 
able needle  and  stopcock  are  attached.  The  original 
wound  is  closed  with  sutures  (preferably  subcuti- 
cular). Small  sterile  dressings  are  applied.  The  stab 
wound  exit  and  the  subcutaneous  tunnel  allow  a 
resistance  to  introduction  of  bacteria  along  the  tube 
into  the  vein.  (Fig.  2) 

With  tubing  of  interior  lumen  accommodating  a 15 
gauge  needle,  blood  or  other  fluids  can  be  admin- 
istered rapidly.  Blood  for  analysis  can  be  easily  with- 
drawn, the  first  few  milliliters  generally  being  dis- 
carded. 

Results 

An  indeterminate  number  of  such  catheters 
have  been  routinely  implanted.  They  have 
been  left  until  there  is  no  further  reason  for 


their  use.  Only  one  such  tube  has  been  re- 
moved due  to  infection  or  inflammation.  The 
patient  has  been  as  mobile  as  desired  and  un- 
complaining of  discomfort  from  the  catheter. 
No  tubing  blockage  has  occurred.  On  all  occa- 
sions, there  has  been  no  kinking,  no  difficulty 
with  intravenous  administration,  and  no  im- 
pediment to  blood  sampling.  On  removal  of 
all  tubes  up  to  periods  of  four  to  six  weeks,  in- 
cluding the  incidence  in  which  the  cutdown 
site  became  infected,  there  has  been  the  re- 
markable finding  that  the  tube  appears 
essentially  as  it  did  upon  implantation. 

Summary 

A concise  account  is  given  of  the  current 
means  of  gaining  access  to  the  venous  system 
for  varying  lengths  of  time.  The  advantages 
and  disadvantages  of  these  means  are  dis- 
cussed. 

Emphasis  has  been  placed  upon  the  need  for 
means  to  sustain  intravenous  access  for  long 
periods  of  time. 

Silastic  tubing  and  proper  surgical  pro- 
cedure promise  to  offer  a satisfactory  means  of 
long-term  intravenous  intubation. 
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Like  many  Christmas  presents,  while  the 
Act  of  the  Legislature  granting  author- 
ization for  the  establishment  of  the  Med- 
ical College  of  South  Carolina  passed  De- 
cember 24,  1823,  no  doubt  brought  much  joy 
in  the  abstract,  it  posed  problems  requiring 
much  sober  thinking  and  some  doing. 
“MONEY”  became  the  sine  qua  non,  as  it  has 
been  ever  since  — and  always  will  be. 

The  Society  acted  immediately,  and  on  New 
Year’s  Day,  1824,  appointed  a Committee  to 
report  upon  a plan  for  organizing  the  school. 
Who  but  Dickson,  Moultrie,  Jr.,  Frost,  Prio- 
leau,  and  Ravenel  would  have  been  expected 
to  be  in  that  committee,  unless  Ramsay,  and 
perhaps  Campbell,  might  as  well  have  been 
added? 

As  reported  to  the  Society  by  this  Commit- 
tee on  February  2,  1824,  the  authorization  took 
the  form  of  “an  Act”  amending  the  Act  of  In- 
corporation (of  the  Medical  Society),  dated 
June  10,  1794."  It  gave  the  Society  “the  author- 
ity ‘to  organize  a Medical  School  of  South 
Carolina,’  to  institute  such  Professorships  as 
they  may  deem  expedient,  and  to  confer  Medi- 
cal Degrees  upon  such  candidates  as  may 
qualify  themselves  under  the  regulations 
which  they  may  establish.” 

In  their  report  of  that  date,  the  Committee 
went  on  to  charge  the  Society  that  “it  would 
seem  nothing  less  than  an  inconsistent  degree 
of  irresolution,  were  we  to  hesitate  to  enter 
upon  the  immediate  use  of  the  privileges  we 
have  thus  entreated  for  and  now  enjoy.”  After 
expressing  its  confidence  that  “no  hesitation 
will  be  felt,”  it  acknowledged  that  “there  exist 
certain  difficulties  . . . the  one  indeed  which 
includes  all  the  rest  and  from  which  they  all 
spring,  is  the  want  of  MONEY.”  While  ex- 
pressing that  “they  cannot  believe  that  there 
is  among  us  a single  individual  who  if  chosen 
. . . would  not  freely  contribute  his  share  of 


the  necessary  expenditures,”  they  “left  the  sub- 
ject altogether”  with  the  members  of  the 
faculty  to  be  appointed.  Why  not,  since  the 
composition  of  the  proposed  faculty  was  be- 
lieved to  be  settled  already  — and  members  of 
it  wrote  the  report! 

They  set  up  seven  professorships  for  the 
faculty  — Anatomy,  Surgery,  Materia  Medica, 
Institutes  and  Practice  of  Medicine,  Obstetrics 
and  Diseases  of  Women  and  Infants,  Pharma- 
ceutical Chemistry  and  Pharmacy,  and  Natu- 
ral History  and  Botany  — the  elections  for 
which  would  be  by  ballot  in  the  Society.  The 


John  E.  Holbrook,  M.  D. 

Anatomy 


seven  professors  would  deliver  “public  lec- 
tures” in  their  respective  subjects  during  the 
months  of  November,  December,  January, 
February,  March  and  April,  the  number  of 
which  in  each  case  would  be  as  allotted  by  the 
faculty,  “subject  to  the  revision  of  the  Society." 
The  Professors  were  to  choose  one  of  their 
own  number  to  serve  as  their  Dean.  In  case  of 
failure  of  any  Professor  to  provide  a “sufficient 
course  of  Lectures,”  his  chair  would  be  de- 
clared vacant  and  a successor  elected  by  the 
Society. 

At  an  adjourned  meeting  on  February  3, 
1824,  the  Committee  continued  its  plan  of  or- 
ganization, naming  the  Honorary  Members  of 
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the  Society  (charter  or  founding  members)  to 
constitute  a Board  of  Trustees,  who  would 
“watch  over  and  promote  the  best  interests  of 
the  school  . . . assist  the  faculty  ...  in  the 
government  of  the  school  . . . and  examine  the 
candidates  for  Degrees  in  conjunction  with  the 
faculty.”  They  would  appoint  their  own 
“Dean  or  Chairman.” 

The  faculty  would  submit  a full  annual  re- 
port on  the  operation  of  the  school  through  its 
dean  at  a designated  Special  Meeting  of  the 
Society  on  the  second  Monday  in  April,  in- 
cluding a list  of  the  students  who  had  passed 
their  examinations  before  the  faculty  and 
Board  of  Honorary  Members  and  had  pre- 
sented an  acceptable  dissertation  or  thesis.  The 
candidate  for  graduation  would  appear  before 
the  Society  at  that  Special  Meeting  and  “de- 
fend” his  thesis.  Incidentally,  the  historical 
room  of  the  Medical  College  library  contains 
a collection  of  these  old  theses. 


Samuel  H.  Dickson,  M.  D. 

Institutes  and  Practice  of 
Physic 


For  graduation  a candidate  must  have  been 
at  least  21  years  of  age,  of  good  moral  char- 
acter and  “have  studied  medicine  three  years 
with  some  respectable  Practitioner.”  He  must 
have  attended  two  courses  of  the  lectures  of 
the  faculty,  or  one  course  here  if  he  had  credit 
for  the  other  course  at  another  medical  school. 

The  successful  candidate  would  have  the 
degree  conferred  by  the  Chairman  of  the 
Board  of  Trustees  who  would  deliver  to  him  a 
diploma  of  the  school,  worded  in  Latin  — but 
much  the  same  as  the  present  diploma  in  Eng- 
lish — signed  by  the  President  and  Vice  Presi- 


dent of  the  Society,  the  Chairman  of  the 
Trustees  and  by  each  member  of  the  faculty. 
The  Committee  also  recommended  that  the 
medical  students  be  allowed  the  use  of  the 
Medical  Society  Library  — for  a fee  and 
guarantee  — and  that  the  Society  secure 
agreement  from  City  Council  for  consolida- 
tion of  the  medical  services  of  the  Poor  House 
and  the  Marine  Hospital  with  delegation  of 
the  appointment  of  the  attending  physician 
and  surgeon  to  the  Society,  thereby  establish- 
ing “clinical  professorships”  in  the  school  for 
practical  teaching,  and  leading  to  an  ad- 
ditional requirement  upon  candidates  for  a de- 
gree of  at  least  one  course  of  “clinical  lec- 
tures.” 

Dickson  presented  the  report  and  Ramsay 
made  the  motion  upon  which  it  was  “adopted 
as  the  basis  of  an  arrangement  for  the  estab- 
lishment of  a School  of  Medicine  and  Surgery, 
subject  to  such  amendments  and  additions  as 
may,  hereafter,  be  agreed  upon  by  the  So- 
ciety.” 

At  the  same  meeting  a motion  was  adopted 
that  the  “election  of  the  Professors”  would 
occur  at  a special  meeting  to  be  convened  for 
that  purpose  on  the  second  Monday  of  the 
following  April,  and  that  the  Committee  pub- 
licize in  the  “journals  of  the  city”  the  estab- 
lishment of  the  school  and  announce  “to  appli- 
cants, through  the  same  medium,  that  the  So- 
ciety will  proceed  to  the  election  of  Profes- 
sors” on  the  date  designated. 

Also  at  that  meeting  Dr.  Simons’  motion 
urging  that  the  members  “gain  subscriptions” 
for  the  benefit  of  the  Medical  School  was 
adopted.  Since  Dr.  T.  Y.  Simons,  who  joined 
the  Society  in  1821,  was  the  only  Simons  listed 
in  attendance,  it  may  be  assumed  that  he  was 
the  author  of  that  motion;  more  will  be  heard 
of  him  later.  I le  was  listed  as  having  presented 
a letter  of  application  for  a professorship  in 
the  proposed  faculty  in  the  Minutes  of  March 
1,  1824,  and  he  played  a leading  role  in  the 
continued  operation  of  the  Medical  Society’s 
school  from  1832 — when  the  faculty  seceded 
and  established  its  own  school,  the  Medical 
College  of  the  State  of  South  Carolina  — to 
1838,  as  will  be  recited  later.  For  over  100 
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years,  1801  to  1927,  some  member  by  the 
name  of  Simons  was  prominent  in  the  Medical 
Society;  Benjamin  Bonnean  Simons,  1801; 
Thomas  Y.  Simons,  1821;  Manning  Simons, 
who  progressed  in  the  staff  of  the  Medical 
College  from  demonstrator  of  anatomy  in 
1872  to  professor  of  gynecology  and  ab- 
dominal surgery  from  1904-1911;  T.  Grange 
Simons,  that  kind  and  much  loved  gentleman 
whose  (old  gray)  horse  and  buggy  were 
anchored  to  a hitching  post  in  front  of  the  old 
Queen  Street  building  when  this  narrator 
arrived  here  in  1913.  Dr.  Grange  Simons  also 
started  in  the  Medical  College  staff  as  demon- 
strator in  anatomy,  and  he  was  the  last  “Pro- 
fessor of  Materia  Medica,”  elected  as  such  in 
1914,  under  State  operation.  His  Christmas 
parties  on  Montagu  Street  are  nostalgic  in 
memory. 

In  addition  to  that  of  T.  Y.  Simons,  letters 
of  application  for  election  to  professorships 
presented  at  the  March  1,  1824,  meeting  were 
also  received  from  Dickson,  Prioleau,  Frost, 
Ravenel,  John  Edwards  Holbrook  (just  joining 
at  that  meeting)  and  Jacob  De  La  Motta. 


Edmund  Ravenel,  M.  D. 

Chemistry  and  Pharmacy 


On  Dr.  Joseph  Johnson’s  motion,  a require- 
ment was  adopted  that  the  professors  elected 
pledge  themselves  to  fulfill  all  the  duties  at- 
tached to  the  chairs  to  which  they  were  re- 
spectively elected,  and  to  agree  that  upon  fail- 
ure to  do  so,  “the  chair  shall  be  considered 
vacant,  and  the  Society  at  liberty  to  fill  the 
same.” 

On  April  1,  1824,  letters  of  application  for 


professorships  were  read  from  Dr.  James  Ram- 
say, from  Dr.  William  Anderson  of  Castleton, 
Vermont,  and  from  Dr.  L.  H.  Shieffelier  of 
Rutherford,  N.  C.  The  Committee  was  also 
instructed  “to  call  on  Mr.  Stephen  Elliott,  a 
Charleston  botanist  of  note,  and  request  that 
he  suffer  his  name  to  be  announced  as  candi- 
date for  the  Chair  of  Natural  History  and 
Botany  at  the  ensuing  Election  for  Professors.” 


Stephen  Elliott,  L.  L.  D. 

Natural  History  and  Botany 


On  election  day,  April  18,  1824,  it  was  ap- 
parent from  the  attendance  that  an  auspicious 
occasion  was  in  the  making.  Just  what  the 
total  membership  may  have  been  at  that  time 
is  not  known  at  this  moment  by  this  narrator, 
but  the  roll  numbered  45  at  the  meeting  — 
and  a record  of  the  total  was  made  in  the  min- 
utes. A reader  (of  the  minutes)  might  note 
that  there  were  a number  of  names  quite  un- 
familiar in  the  usual  attendance.  A casual  ex- 
amination of  the  minutes  for  the  previous 
fifteen  meetings  — about  a year  — gives  an 
average  attendance  of  15,  a routine  of  about 
12,  and  21  at  the  Anniversary  Meeting. 

“The  Society  being  constituted,  the  letters 
from  the  various  candidates  with  enclosed 
Documents,  were  read.  The  Society  then  pro- 
ceeded to  the  Election,  and  made  the  follow- 
ing selections  : 

Doctor  I.  M.  Campbell,  Professor  of  Anat- 
omy. 

Doctor  James  Ramsay,  Professor  of  Surgery. 

Doctor  S.  H.  Dickson,  Professor  of  Institutes 
and  Practice  of  Physic. 

Doctor  H.  R.  Frost,  Professor  of  Materia 
Medica. 
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Doctor  T.  G.  Prioleau,  Professor  of  Obstet- 
rics, etc. 

Doctor  Edmund  Ravenel,  Professor  of 
Chemistry  and  Pharmacy. 

Stephen  Elliott,  Esq.,  L.L.D.,  Professor  of 
Botany  and  Natural  History.” 


Thomas  G.  Prioleau,  M.  D. 

( Dean ) Obstetrics 
Gynecology,  and  Pediatrics 


Recorded  below  the  signed  minutes  is  a 
resolution  apparently  passed  at  the  meeting 
“directing  the  faculty  to  form,  prepare  and 
report  their  plan  of  operation  for  the  ensuing 
season,  as  soon  as  convenient,”  and  that  the 
Board  of  Trustees  organize  and  prepare  for 
their  responsibilities. 

Also  appended  is  a list  of  the  elected  faculty 
who  signed  the  “obligation”  as  required  by  the 
Society  at  the  meeting  of  March  1,  1824,  but 
the  name  of  John  Edwards  Holbrook,  M.  D.  is 
listed  as  Professor  of  Anatomy  instead  of  I.  M. 
Campbell,  all  others  being  the  same  as  elected. 
However,  it  was  not  until  May  13,  1824,  at  an 
“Extra  Meeting”  that  it  was  announced  that 
Dr.  1.  M.  Campbell  had  declined  his  election 
as  Professor  of  Anatomy  and  a special  meeting 
was  set  for  the  second  Monday  in  June  for  an 
election  to  fill  the  vacancy,  and  newspaper 
notification  of  that  event  authorized.  At  that 
extra  meeting  a resolution  was  passed  desig- 
nating “the  president  of  the  Society  Ex  Officio, 
a Member  of  the  Board  of  Trustees  of  the 
Medical  College.” 

As  duly  scheduled,  at  the  special  meeting  on 
June  14,  1824,  the  letter  of  Dr.  John  Edwards 
Holbrook  “offering  himself  a candidate  for  the 
vacant  chair  of  Anatomy”  was  read,  and  he 


was  unanimously  elected  by  ballot.  While 
there  is  apparently  some  discrepancy  in  the 
datings  of  the  meetings  of  the  Society  at  which 
the  replacement  of  I.  M.  Campbell,  as  Profes- 
sor of  Anatomy,  by  John  Edwards  Holbrook, 
and  the  signing  of  the  required  pledge  by  all 
of  the  elected  faculty,  it  seems  clear  that  ap- 
pointments of  the  seven  members  of  the  first 
faculty  had  been  concluded  by  June  14,  1824. 

At  the  regular  meeting  on  August  2,  1824, 
the  Professors  of  the  Medical  School  reported 
that  they  had  “constituted  a Board,”  appointed 
by  Thomas  G.  Prioleau  their  Dean,  that  they 
had  arranged  their  course  of  Lectures,  to  com- 
mence on  the  second  Monday  in  the  following 
November  at  the  new  building  they  were 
erecting  in  the  Marine  Hospital  yard,  and 
issued  the  “annexed  circular”  of  announce- 
ment. That  “circular,”  signed  by  Dean  Prio- 
leau as  of  June  19,  1824,  and  publicly  an- 
nounced, is  recorded  in  full  in  the  minutes  of 
the  meeting.  It  recites  the  legal  authorization 
for  organization  of  the  school  by  the  Medical 
Society  of  South  Carolina,  lists  the  professors 
by  name  and  subject,  as  well  as  their  course 
fees  (total  $130,  including  matriculation  fee  of 
$5).  It  states  in  detail  the  requirements  for  ad- 
mission to  the  course  and  for  graduation,  in 


Henry  R.  Frost,  M.  I). 

Materia  Medico 


accordance  with  the  previous  specifications  of 
the  Society.  It  cites  the  advantages  of  the 
school  here,  including  the  Library  of  the  Med- 
ical Society,  the  wealth  of  subject  material  for 
anatomy,  the  clinical  opportunities  at  the 
Marine  Hospital  and  Poor  House,  the  special 
climatic  and  population  related  diseases,  the 
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laboratories  and  the  other  special  facilities  of 
the  building  under  construction  — in  short, 
setting  forth  the  prospect  of  accomplishment 
of  all  that  had  been  offered  in  securing  the 
authorization.  In  this  circular,  the  name  of  the 
school  “Medical  College  of  South  Carolina” 
appears  in  the  Minutes  of  the  Society  for  the 
first  time. 

On  that  note  of  optimism,  prophetic  of  the 
full  success  that  the  first  medical  school 
faculty  in  the  “deep  south”  was  to  attain,  the 
Medical  College  of  South  Carolina  opened  its 
first  session  on  Monday,  November  8,  1824,  in 


the  building  constructed  and  equipped  by  the 
faculty  on  a lot  donated  by  the  City  on  the 
grounds  of  the  Marine  Hospital,  but  under 
legal  and  specific  sponsorship  control  by  the 
Medical  Society  of  South  Carolina,  an  in- 
corporated body  of  medical  practitioners.  A 
long,  eventfnl.  but  varied  course  of  the  school 
that  followed  woidd  furnish  material  for  sev- 
eral more  chapters  of  the  story  of  medical 
schooling  in  South  Carolina  and  the  nation. 


(This  is  the  fourth  of  a series  of  articles 

WHICH  WILL  BE  CONTINUED.  ) 


(Illustrations  through  the  courtesy  of  J.  I.  Waring,  M.  D.  KAIL.) 


The  renal  lesion  in  gout — II.  C.  Gonick  et  al 
( Wadsworth  VA  Hosp,  Los  Angeles. ) Ann  Intern  Med 
62:667-674  (April)  1965. 

The  progression  of  the  renal  lesion  in  gout  was 
studied  hv  examining  material  from  28  biopsies  and 
42  autopsies  from  patients  with  gout.  Kidney  sections 
were  stained  with  hematoxylin  and  eosin,  methyl- 
green  pyronine,  Korson  trichrome,  and  deGalantha 
stains.  The  routine  hematoxylin  and  eosin  stains  re- 
vealed a distinctive  glomerulosclerosis,  degenerative 
and  regenerative  changes  in  the  loops  of  Henle,  inter- 
stitial inflammation  and  scarring,  and  arterial  and 
arteriolar  hyperplasia.  The  special  histochemieal  stains 
showed  primarily  an  increased  RNA  content  of  Henle’s 
loops,  which  was  thought  to  represent  exaggerated  re- 
generative activity.  Comparison  between  the  changes 
found  in  biopsies  from  nonazotemic  and  azotemic  pa- 
tients revealed  an  equal  incidence  of  Henle  loop 
lesions.  The  interstitial  inflammation  was  primarily 
cortical  rather  than  medullary,  and  was  thought  to 
represent  a nonspecific  degenerative  rather  than  an  in- 
fectious process.  These  findings  suggest  that  the 
pathogenesis  of  gouty  nephropathy  results  from  a non- 
specific reaction  of  the  kidney  to  an  increased  filtered 
load  of  uric  acid  or  some  as  yet  unidentified  urate 


precursor  and  not  from  obstruction  of  distal  tubules  as 
previously  thought.  

Gout  and  its  treatment  with  sidfinpyrazone — R. 
Ehrenbock  ( II.  Interne  Abteilung  des  a.  6.  Kranken- 
hauses,  Wiener-Neustadt,  Austria)  Wien  Klin  Wschr 
77:87-89  (Feb  5)  1965. 

The  author  suggests  that  the  recent  increase  in  true 
gout  with  podagra  goes  parallel  with  the  increase  in 
the  incidence  of  obesity,  abuse  of  alcohol,  and  reduced 
physical  exertion.  To  detect  atypical  cases  of  gout,  the 
uric  acid  in  the  serum  should  be  determined  in  pa- 
tients with  arthritis,  diabetes,  obesity,  hypertension, 
and  particularly  in  patients  with  renal  calculi.  Ob- 
servations on  42  patients  with  gout  (30  men  and  12 
women),  who  were  observed  during  the  last  three 
years,  are  reviewed.  In  the  treatment  of  these  patients 
sulfinpyrazone  ( Anturane ) was  particularly  effective. 
It  was  used  in  25  of  the  42  patients.  Gastrointestinal 
disturbances  have  not  been  observed  with  sulfinpyra- 
zone, nor  has  it  caused  blood  or  liver  damage,  nor 
nephrolithiasis.  Moreover,  it  was  found  to  lower  the 
cholesterol  level.  Increase  in  gout  symptoms  at  the 
onset  of  sulfinpyrazone  treatment  is  due  to  the  mobil- 
ization of  uric  acid;  thus  concurrent  use  of  colchicine 
is  recommended. 
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President’s  Page 


When  you  and  I received  our  M.  D.  degrees  and  be- 
came physicians — ten  or  twenty  or  thirty  years  ago — we 
entered  a new  world.  We  were  called  “Doctor,’  we  were 
afforded  special  privileges.  Our  patients  looked  to  us  for 
information  and  advice  and  we  became  accustomed  to 
giving  instructions.  We  spoke  with  authority  in  the  pres- 
ence of  disease  and  our  words  were  accepted  as  truth 
and  gospel.  Our  training  and  knowledge  established  us 
as  men  equipped  to  lead  and  the  community  sought  our 
counsel  and  support. 

As  we  enjoyed  these  experiences,  we  would  not  have 
been  human  had  we  not  felt  a sense  of  pride.  Our  pa- 
tients and  the  community  placed  us  upon  a pedestal  and  it  was  easy  to  regard  ourselves  as 
somewhat  superior  to  our  non-medical  friends.  We  were  positive  and  at  times  dictatorial  in 
our  statements  concerning  affairs  touching  upon  the  public  health  and  found  it  difficult  to 
understand  how  those  not  trained  as  we  would  dare  to  disagree  with  us.  We  were  tempted  to 
think  of  ourselves  and  of  our  profession  as  something  special  and  might  have  easily  repeated 
the  prayer  of  the  Pharisee,  “God,  I thank  thee  that  I am  not  as  other  men  are.” 

If  the  picture  which  I have  painted  is  true — and  I think  it  is— we  need  to  pause  and  take 
a long  look  at  ourselves.  We  have  been  caught  in  the  profound  social  maelstrom  of  the  day  and 
the  position  which  we  now  hold,  as  a profession,  is  not  the  same  as  it  was  three  or  four  decades 
ago. 

The  individual  patient  still  seems  to  like  and  respect  his  personal  physician,  but  the  public 
at  large  is  beginning  to  look  at  doctors  with  a critical  eye.  Opinions  of  medical  leaders  are 
being  received  with  skepticism.  The  right  of  our  profession  to  assume,  as  though  it  were  a 
divine  right,  a position  of  leadership  in  affairs  dealing  with  the  health  of  our  people,  is  being 
questioned.  Statements  issued  by  national  and  state  medical  organizations  are  being  criticized 
as  unrealistic  and  dictatorial. 

If  we  are  sincere  and  honest  in  our  self-study,  1 think  we  will  come  to  certain  broad  con- 
clusions. We  are  living  in  a day  when  many,  besides  doctors  of  medicine,  are  deeply  concerned 
with  and  closely  involved  in  promoting  the  medical  welfare  of  our  people.  Physicians,  individ- 
ually and  collectively,  can  no  longer  demand  positions  of  leadership  merely  on  the  basis  of 
possessing  a medical  degree.  They  must  earn  their  place  as  leaders  by  showing  what  they  are 
and  what  they  can  do.  No  longer  can  the  physician  disregard  or  override  the  opinions  and  pro- 
posals of  non-medical  colleagues  merely  because  he  cannot  agree  with  them.  In  a spirit  of  co- 
operation and  tolerance  he  must  sit  with  them  around  the  conference  table  and  work  with  them 
in  evolving  plans  for  the  good  of  our  people. 

What  I am  trying  to  say  can  be  said  best  in  the  language  of  a little  leaguer — “The  physi- 
cian is  a member  of  a team.  He  can’t  just  appoint  himself  coach.  But  lie  can  be  elected  captain 
if  he  is  a good  player  and  a leader.” 

Julian  P.  Price,  M.  D. 

President,  S.  C.  Medical  Association 
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Editorials 


Annual  Meeting 

A very  successful  Annual  Meeting  of  the 
Association  was  held  at  Myrtle  Beach  on  May 
4,  5 and  6 with  a good  attendance.  The  event 
progressed  smoothly  and  happily  in  the  best  of 
weather.  A good  time  was  apparently  had  bv 
all,  both  in  a scientific  and  recreational  way. 

Among  the  major  matters  discussed  in  the 
House  of  Delegates  were: 

1 ) The  recommendation  that  the  head- 
quarters of  the  Association  be  moved  to 
Columbia  was  not  endorsed  by  the  House  but 
a decision  was  made  to  purchase  a desirable 
lot  with  thoughts  to  the  future. 

2)  The  House  consented  to  the  proposal 
that  the  billing  for  SCALPEL  dues  might  be 
included  in  the  regular  bills  of  the  Association, 
with  the  proper  notice  that  SCALPEL  dues 
are  voluntary  contributions  and  not  tax  de- 
ductible. 

3)  The  complaint  from  certain  members 
that  payment  of  fees  to  non-professional  per- 
sons, particularly  nurse  anesthetists,  was  not 
proper  was  referred  to  the  Blue  Shield  Board. 

4 ) There  was  considerable  discussion  of  the 
Podiatrist  Bill  and  the  decision  was  made  to 
oppose  it  on  the  ground  that  the  podiatrist  re- 
ceives no  general  medical  knowledge  and 
training  to  warrant  him  to  pursue  the  surgical 
procedures  on  the  foot  which  are  allowed  in 
the  proposed  bill. 

(5)  The  question  of  non-participation  in 
the  Medicare  program,  if  it  should  be  insti- 
tuted, was  discussed  at  some  length  and  no 
action  was  taken  other  than  to  direct  that  the 
President  call  a special  meeting  of  the  House 
of  Delegates  to  consider  the  subject  if  and 
when  the  Medicare  bill  is  passed. 

(6)  It  was  decided  to  amend  and  reprint 
the  constitution  and  by-laws  of  the  Associa- 
tion and  this  matter  was  referred  to  a com- 
mittee. 

7)  The  Benevolence  Fund  Committee  was 
discussed  with  some  recommendations  for  ex- 
pansion of  its  activities  and  Dr.  T.  G.  Gold- 
smith was  re-elected  chairman. 


8)  A proposal  by  Dr.  Julian  Price  for  a re- 
organization and  clarification  of  committees  of 
the  Association  was  discussed  at  some  length 
and  two  additions  were  made  to  the  wording; 
one  to  the  effect  that  the  chairman  of  com- 
mittees be  named  by  Council  “unless  other- 
wise specified”  and  the  other  that  in  unusual 
circumstances  the  President  might  appoint 
committees  to  serve  until  the  next  meeting  of 
Council.  After  much  discussion  this  was  re- 
ferred to  Council  for  action. 

9)  The  motion  previously  made  was  passed 
that  councilors  should  be  elected  by  the 
county  societies  of  the  several  districts  and 
that  each  county  society  was  to  have  one  vote 
in  its  district.  A move  to  change  the  medical 
districts  of  the  state  to  conform  to  the  15  pres- 
ent judicial  districts  was  tabled. 

10)  The  delay  in  receipt  of  reports  on 
maternal  deaths  was  discussed  and  the  House 
was  exhorted  to  encourage  expedition  of  such 
reports  by  the  use  of  collect  telephone  calls  to 
the  State  Board  of  Health. 

11)  The  industrial  fee  schedule  as  supple- 
mented by  Dr.  Siegling  was  approved. 

12)  The  State  Board  of  Health  was  re- 
quested to  prepare  for  publication  in  the 
Journal  an  article  explaining  the  use  and 
availability  of  tests  for  phenylketoneuria. 

13)  Announcement  was  made  of  the  avail- 
ability of  the  new  short  insurance  report  form. 

14)  Resolutions  from  the  Charleston 
County  Medical  Society  concerning  the  report 
of  the  DeBakey  Committee  on  Cancer,  Heart 
Disease  and  Stroke  were  discussed  at  length 
and  a resolution  of  the  House  was  passed  op- 
posing the  scheme  in  principle  and  directing 
the  delegates  to  the  AM  A to  bring  the  matter 
before  the  AM  A meeting  in  June.  An  amend- 
ment to  the  resolution  was  passed  requesting 
that  the  two  agencies  which  have  filed  briefs 
with  the  Committee  should  indicate  that  while 
they  are  receptive  to  obtaining  funds  if  the 
scheme  is  implemented,  they  are  in  no  way 
pushing  for  passage  of  legislation. 

15)  Elections  resulted  in  the  following:  Dr. 
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George  Dean  Johnson,  President-Elect;  Dr. 
William  Hunter  of  Clemson,  Vice  President; 
Dr.  Martin  Teague  of  Laurens,  Councilor  for 
the  3rd  District;  Dr.  Harold  T.  Hope  of  Union, 
Councilor  for  the  9th  District;  Dr.  Sam  O. 
Black  of  Spartanburg,  Member  of  Mediation 
Committee  for  the  3rd  District;  Dr.  Charles  N. 
Wyatt  of  Greenville,  Member  of  the  State 
Board  of  Medical  Examiners  for  the  4th  Con- 
gressional District. 

The  directors  of  the  South  Carolina  Medical 
Care  Plan  were  Dr.  Wendell  Tiller  of  Spartan- 
burg and  Dr.  Sam  Lowe  of  Bock  Hill.  Dr. 
Siegling,  after  16  years  of  service,  requested 
that  he  not  be  re-nominated. 

Other  offices  were  filled  by  current  occu- 
pants. A complete  list  will  appear  later. 


Johnson’s  Research  Empire 

The  AMA  has  emphasized  to  Congress  that 
the  Johnson  Administration’s  plan  for  a net- 
work of  regional  medical  complexes  could 
have  “significant  impact”  upon  the  practice  of 
medicine  in  the  United  States. 

The  AMA  opposes  legislation  that  would 
authorize  the  Public  Health  Service  to  con- 
struct and  operate  regional  or  national  re- 
search facilities.  Dr.  Appel  said: 

“We  fail  to  see  how  research  can  be  classi- 
fied as  ‘regional’  or  ‘national’  or  ‘local’.  Re- 
search in  cancer  which  may  be  carried  on  in  a 
medical  school  research  facility  in  a mid- 
western  city  is  as  ‘national’  in  character  as  if  it 
were  carried  on  in  a city  on  the  west  coast.  Re- 
search in  heart  disease,  or  in  any  of  the  many 
areas  of  interest  to  medical  science,  has  no 
geographic  bounds.  . . 

“We  believe  that  the  country  will  best  be 
served  through  the  utilization  of  the  experi- 
ence and  knowledge  of  institutions  which  are 
currently  engaged  in  medical  research.  Their 
record  is  a good  one.  We  see  no  reason  for 
beginning  a new  program  which  would  re- 
quire many  months  or  years  and  large  sums  of 
money,  and  which  would  compete  for  scarce 
skilled  research  manpower.  . .” 


Non-Participation 

Many  years  ago  it  became  apparent  to 
thoughtful  men  that  the  federal  administra- 
tion had  every  intention  of  socializing  the 
economy  of  the  United  States  and  destroying 
its  free  enterprise  system  as  rapidly  as  pos- 
sible, and  this  included  the  destruction  of  the 
practice  of  private  medicine. 

Since  the  American  Medical  Association  was 
and  is  primarily  a scientific  organization  dedi- 
cated to  problems  concerned  with  the  diag- 
nosis and  treatment  of  disease,  and  since  its 
membership  comprised  those  of  all  shades  of 
political  beliefs,  the  American  Medical  Asso- 
ciation was  not  in  a position  to  undertake  the 
defense  of  the  free  enterprise  system  as  such. 
It  had  to  remain  a scientific  organization. 
Therefore,  in  1943  the  Association  of  Ameri- 
can Physicians  and  Surgeons  was  founded 
to  undertake  the  defense  of  the  American  free 
enterprise  system  and  the  practice  of  private 
medicine  in  particular. 

The  AAPS  realized  very  soon  that  it  might 
well  be  impossible  to  prevent  enactment  of 
legislation  to  socialize  the  practice  of  medicine 
and  that  in  this  event  the  last  defense  of  physi- 
cians would  be  their  refusal  to  participate  in 
the  implementation  of  such  legislation.  This 
would  have  to  be  upon  an  individual  basis. 
The  AAPS  maintained  that  since  the  socializa- 
tion of  medicine  would  be  inimical  to  the  best 
interests  of  the  people  of  America  and  would 
lead  to  the  deterioration  of  the  standards  of 
medical  practice,  such  action  by  individual 
physicians  would  be  ethical,  legal,  appropriate 
and  effective. 

The  concept  of  non-participation  must  be  a 
good  one  since  it  lias  been  under  violent  and 
continuing  attack  since  its  inception.  Its  op- 
ponents claim  that  it  constitutes  a strike  of 
physicians  against  their  patients  and  is  there- 
fore unethical,  illegal  and  very  likely  a con- 
spiracy in  the  restraint  of  trade.  These  state- 
ments are  not  true.  It  is  in  no  sense  a strike, 
since  the  concept  stresses  that  physicians  will 
refuse  care  to  no  one,  but  will  continue  to  offer 
their  services  as  they  always  have;  but  will 
simply  insist  that  as  the  patient  looks  to  the 
physician  for  medical  services,  the  physician 
looks  to  the  patient  for  financial  reward  pro- 
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vided  die  patient  is  able  to  pay.  Surely  the 
treatment  of  worthy  patients  wihout  pay  as  a 
public  service  is  nothing  new  to  any  of  us.  In 
any  event,  the  contract  is  between  the  patient 
and  the  physician  and  does  not  admit  govern- 
ment as  a third  party  to  stipulate  terms  of 
services  or  remuneration.  Since  there  is  no 
withdrawal  or  threat  of  withdrawal  of  medical 
service,  and  since  all  action  is  to  be  taken 
upon  an  individual  basis,  the  program  is  ob- 
viously not  unethical  and  not  a conspiracy  in 
the  restraint  of  trade. 

It  has  not  always  been  possible  for  physi- 
cians everywhere  to  practice  non-participation. 
In  particular,  in  Saskatchewan,  when  the  gov- 
ernment passed  the  legislation  to  which  the 
doctors  objected,  the  terms  of  the  legislation 
provided  that  doctors  would  either  participate 
in  the  government  scheme  or  they  would  not 
practice  medicine.  Private  practice  was  not 
permitted. 

Dr.  Durwood  Hall,  a member  of  Congress 
from  Missouri  and  an  aspirant  for  President  of 
the  AM  A,  addressed  the  A APS  in  Chicago  on 
April  19,  1965.  He  stated  that  the  President 
had  sent  the  Medicare  bill  to  Congress  with 
the  instructions  that  it  was  to  be  passed  un- 
changed, and  that  the  House  of  Representa- 
tives did  pass  the  bill  without  changing  a 
comma.  He  anticipated  that  the  Senate  would 
do  the  same,  but  would  take  longer  to  do  it. 
He  also  stated  that  there  were  many  members 
of  Congress  who  felt  that  it  would  be  impos- 
sible for  the  Administration  to  implement  the 
bill  without  the  cooperation  of  physicians. 

It  is,  therefore,  obvious  that  by  the  terms  of 
the  Administration’s  bill,  doctors  have  a choice 
in  that  they  may  participate  in  the  Administra- 
tion program  or  they  may  not.  With  this  in 
mind,  on  April  14th  the  Greenville  County 
Medical  Society  in  regular  meeting  assembled 
passed  the  following  resolution  without  audi- 
ble dissenting  vote: 


WHEREAS,  the  Medicare  Rill  re- 
cently passed  by  the  United  States  House 
of  Representatives  is  contrary  to  the  eco- 
nomic policies  and  professional  principles 
of  the  American  Medical  Association;  and 
WHEREAS,  the  said  Medicare  Rill 
does  not  force  physicians  to  participate  in 
this  program  but  leaves  them  free  to  re- 
fuse to  participate  should  they  see  fit  not 
to  do  so;  and 

WHEREAS,  implementation  of  the 
Medicare  Rill  will  lead  to  the  rapid  and 
certain  deterioration  of  the  high  standard 
of  medical  care  presently  enjoyed  by  resi- 
dents of  the  United  States; 

NOW  THEREFORE  RE  IT  RE- 
SOLVED by  the  Greenville  County  Medi- 
cal Society  in  regular  meeting  assembled 
this  fourteenth  day  of  April,  1965,  that  it 
is  ethical,  proper  and  desirable  for 
reputable  physicians  not  to  participate  in 
the  implementation  of  the  Medicare  Rill 
and  similar  programs;  and 

RE  IT  FURTHER  RESOLVED  that 
the  Greenville  County  Medical  Society  re- 
quest the  South  Carolina  Medical  Asso- 
ciation and  the  American  Medical  Asso- 
ciation to  adopt  a similar  position  of  prin- 
ciple. 

It  will  be  interesting  to  see  whether  physi- 
cians will  have  the  wisdom  and  courage  to  risk 
a small  immediate  financial  loss  in  the  effort 
to  preserve  their  professional  freedom  and 
economic  security,  or  whether  they  will  refuse 
to  make  the  necessary  immediate  sacrifice  and 
lose  both  their  future  freedom  and  financial 
security. 

Thomas  Parker,  M.  D. 


NOTE:  The  Greenville  County  Medical 
Society  rescinded  its  approval  of  this  resolu- 
tion at  its  regular  meeting  of  Tuesday,  May  11. 
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Dr.  George  Dean  Johnson 

Dr.  George  Dean  Johnson,  President-Elect  of  the 
South  Carolina  Medical  Association,  was  bom  in 
Spartanburg  and  obtained  his  A.B.  degree  from  The 
Citadel.  He  attended  the  Medical  College  of  South 
Carolina  but  transferred  to  Jefferson  Medical  College, 
where  he  graduated.  Hereafter,  he  served  as  intern 
for  one  year  at  Bryn  Mawr  Hospital  and  later  held  a 
residency  in  pediatrics  at  St.  Luke’s  Hospital  in  New 
York.  For  three  months  he  was  chief  resident  at  Sea- 
side Hospital  on  Staten  Island  and  practiced  pedi- 
atrics for  one  year  in  Schenectady.  After  this  time  he 
was  instructor  in  pediatrics  for  one  year  at  the  Medical 
College  of  South  Carolina  and  then  entered  the  prac- 
tice of  pediatrics  in  Spartanburg  (1939).  He  is  asso- 
ciated with  Drs.  Samuel  E.  Elmore,  Jr.,  and  Fred  F. 
Adams,  Jr. 

Dr.  Johnson  passed  the  American  Board  of  Pedi- 
atrics in  1941  and  is  a member  of  the  American  Acad- 
emy of  Pediatrics.  He  is  past  president  of  the  Spartan- 
burg County  Medical  Society  and  the  Ninth  District 
Medical  Society  and  has  been  Delegate  from  the 
South  Carolina  Medical  Society  to  the  AMA  since 
1954,  serving  as  a member  of  Council  on  Constitution 
and  By-Laws  of  the  AMA  since  1961.  For  12  years  he 
has  served  on  the  Board  of  the  South  Carolina  Medical 
Care  Plan  and  has  been  engaged  in  many  community 
affairs  as  president  of  the  Spartanburg  Rotary  Club, 


president  of  the  Chamber  of  Commerce  of  Greater 
Spartanburg,  member  of  the  School  Board  of  District 
7 for  15  years,  and  chairman  for  13  years.  He  was  one 
of  the  founders  and  one  of  the  presidents  of  the  South 
Carolina  School  Boards  Association. 

Dr.  Johnson  is  a member  of  the  Episcopal  Church, 
past  vestryman,  warden,  and  trustee  and  at  present  is 
vestryman  and  a member  of  the  Brotherhood  of  St. 
Andrews. 

In  1941  he  married  Betty  Heath  of  Winnsboro  and 
has  three  sons.  Dr.  Johnson  has  long  been  efficiently 
active  in  the  affairs  of  the  South  Carolina  Medical 
Association. 


Dr.  Martin  Teague 

Martin  M.  Teague,  new  member  of  Council,  is  a 
native  of  Laurens,  S.  C.  and  was  educated  in  the  city 
schools  of  Laurens.  He  received  a B.S.  degree  from 
Davidson  College,  was  graduated  from  the  Medical 
College  of  South  Carolina  in  1931,  and  interned  af 
Roper  Hospital  in  Charleston.  Later  he  had  a surgical 
residency  at  Burlington  County  Hospital,  Mt.  Holly, 
N.  J. 

He  has  done  a general  practice  in  Laurens  for  33 
years  with  the  exception  of  three  and  a half  years  in 
service  during  World  War  II,  when  he  served  pri- 
marily in  Australia  and  New  Guinea.  He  was  dis- 
charged with  tlie  rank  of  Major. 

Dr.  Teague  has  served  as  president  of  his  Laurens 
County  ( three  times)  and  the  Third  District  (twice) 
Medical  Societies;  has  been  president  of  the  Alumni 
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Association  of  the  Medical  College  of  South  Carolina, 
president  of  the  South  Carolina  Academy  of  General 
Practice,  and  president  of  the  South  Carolina  Thoracic 
Society. 

In  community  affairs  he  helped  to  organize  and 
served  as  president  of  an  elementary  school  and  a 
high  school  Parent-Teacher  Association,  is  a member 
of  the  Laurens  Rotary  Club  which  he  has  served  as 


Secretary  and  later  as  President.  He  has  served  as  a 
District  Governor  of  Rotary  International  and  the 
following  year  as  a Rotary  Information  Councilor.  He 
is  now  a director-at-large  of  the  South  Carolina  Tuber- 
culosis Association. 

He  is  a member  of  the  First  Presbyterian  Church 
of  Laurens  which  he  has  served  as  a Deacon,  and 
now  as  an  Elder. 


MEMORIAL  COMMITTEE  1965 

W re  come  this  morning  to  pay  tribute  to  those  of  our  number  who  have  hung  up  their  stethescopes  and  put 
away  their  little  black  bags  for  the  last  time.  It  is  our  solemn  duty  at  each  of  our  annual  conventions,  to  honor 
our  comrades  who  have  crossed,  ahead  of  us,  the  Great  Divide.  One  year  ago  many  of  them  were  still  answer- 
ing the  telephone,  making  hospital  rounds,  seeing  and  treating  their  patients.  More  than  one  of  them  attended 
this  convention  last  May,  adding  to  our  deliberations  their  wise  counsel,  their  tolerant  understanding  or  their 
gentle  humor. 

These,  our  brothers,  have  earned  the  rest  which  has  been  accorded  them.  It  is  said  of  Enoch  that  “he 
walked  with  God,  and  was  not,  for  God  took  him.”  Let  us  think  of  these,  our  brethren,  in  the  same  poetic 
language.  Pity  for  the  dead  is  both  a childish  and  futile  emotion.  It  is  frustrating  to  all  that  is  progressive  and 
creative.  Grief  for  those  we  love  is  inevitable,  but  in  the  wonderful  sublimation  wrought  by  time,  it  is  gently 
and  imperceptibly  transmuted  into  happy  memories. 

The  lesson  we  always  learn  from  the  contemplation  of  the  departed  is  that  their  lives  teach  us  who  remain 
a little  longer  to  work  a little  harder  at  being  better  doctors,  better  human  beings.  Since  we  pass  this  way  but 
once,  let  us  always  strive  to  make  the  burden  a little  lighter  for  our  fellow  men.  Let  us  smile  more  often,  tarry 
longer  when  we  are  tired  and  bored,  try  just  a little  harder  to  be  patient. 

Mr.  President,  the  following  doctors  of  our  state  have  died  since  the  last  meeting.  I shall  read  their  names, 
and  shall  move  you,  sir,  that  we  stand  for  a moment  of  silence  in  their  honor. 

Chapman  J.  Milling,  M.  D.,  Chairman 

HOLMAN,  D.  O. 

HOPE,  R.  M. 

“INNIS,  E.  R. 

KEACH,  L.  M. 

LEWIN,  B.  R. 

MARTIN,  T.  WILLIS 
“MOORE,  S.  C. 

MURDOCH,  J.  H.,  JR. 

PENDERGRASS,  S.  DARBY 
“POLGAR,  A.  P. 

PREACHER,  A.  B. 

ROBINSON,  J.  F. 

THACKSTON,  L.  P. 

“WHITE,  ALVIN 
WILD,  W.  W. 

WILKINSON,  GEORGE  R. 

“Not  members  of  the  South  Carolina  Medical  Association. 


ALEXANDER,  O.  A. 
ALLEN,  M.  H. 
ALLGOOD,  R.  A. 
ALLISON,  J.  R. 
“BALLENGER,  A.  L. 
BRACKETT,  N.  C. 
BRANFORD,  W.  V. 
“BURROUGHS,  E.  B. 
CALLISON,  H.  G. 
“CARTER,  EDWARD 
DAVISON,  L.  E. 
“FRIERSON,  B.  D. 
GUYTON,  C.  L. 
“HAMMOND,  DUNBAR 
HOLLOWAY,  C.  T. 
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J.  HAMPTON  HOCH,  D.Sc. 
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(Certain  comments  made  by  Senator  Philip  A.  Hart 
( D.  Mich. ) at  the  recent  annual  meeting  of  the  Amer- 
ican Pharmaceutical  Association  in  Detroit  stimu- 
lated the  following  comments.  They  seem  worth  dis- 
seminating to  the  medical  profession.  Ed.) 

There  is  a lack  of  general  awareness  that  educa- 
tional programs  in  pharmacy  have  lengthened  in  dura- 
tion and  broadened  in  scope.  Education  for  pharmacy 
must  aim  at  keeping  pace  with  the  increasing  variety 
and  complexity  of  medical  advances.  More  and  more 
of  the  current  five-year  programs  will  expand  to  six 
years  as  this  trend  continues.  Various  types  of  con- 
tinuing education  programs  for  pharmacists  have  mul- 
tiplied and  will  parallel  the  programs  for  physicians.0 

Growth  in  competence  is  equipping  the  pharmacist 
for  increasing  professional  responsibility.  In  addition 
to  his  knowledge  of  the  relative  qualities  of  medica- 
tions, the  pharmacist  who  chooses  to  continually  aug- 
ment his  professional  knowledge  can  advise  the  physi- 
cian about  selecting  from  the  myriad  of  available 
preparations. 

Today  there  is  only  a minority,  but  a minority  which 
in  the  years  ahead  will  become  a majority,  of  phar- 
macists who  would  or  could  venture  the  role  of  thera- 
peutic consultant  to  the  physician  in  extenso.  How- 
ever, the  special  knowledge  of  the  pharmacist  is  too 
often  overlooked  by  his  health-team  confreres;  failure 
to  utilize  his  skill  and  competence  is  a wasteful 
neglect  for  all  concerned.  Growing  awareness  and 
recognition  of  pharmacy’s  professional  contribution  to 
medical  practice  and  increased  reliance  on  the  phar- 
macist’s knowledge  makes  good  sense  and  will  pro- 
mote the  patient’s  welfare. 

Arguments  for  generic  prescriptions  revolve  around 
the  potential  savings  involved.  Opponents  of  a generic 
program  stress  quality  aspects;  many  pharmaceuticals 
on  the  market  are  superior  to  their  counterparts  which 
may  meet  minimum  legal  requirements.  In  this  area  of 
choice  between  competitive  drug  products — between 
“good,  better,  best” — the  pharmacist  should  be  the 
key  man.  This  is  his  area  of  expertise.  The  physician 
is  wise  to  confer  with  his  professional  colleague,  the 
pharmacist,  about  drug  selection. 

The  professional  fee  system  which  is  gaining  ad- 

°In  South  Carolina  this  year  the  first  television  pro- 
grams designed  for  pharmacists  have  been  sponsored 
by  the  faculty  of  the  School  of  Pharmacy  of  the  Medi- 
cal College,  utilizing  the  State’s  educational  TV 
facilities. 


herents,  especially  among  those  pharmacists  with  large 
prescription  clientele,  is  based  on  drug  ingredient  costs 
plus  a dispensing  or  compounding  fee.  This  system 
has  begun  to  replace  the  older  cost  plus  percentage 
“mark-up”  for  prescriptions.  The  newer  system  will 
lower  the  patient’s  costs  for  more  expensive  medication 
and  may  raise  the  prescription  charge  for  less  ex- 
pensive drugs.00 

Although  somewhat  peripheral  to  the  generic  pre- 
scription question,  the  professional  fee  concept  does 
have  a tie-in  from  the  viewpoint  of  patients’  costs.  As 
an  example,  consider  the  case  where  one  manu- 
facturer’s price  for  a certain  tablet  is  $4.00  per 
hundred  whereas  another  manufacturer’s  tablet,  a 
superior  one,  costs  the  pharmacist  $7.00  per  hundred, 
nearly  twice  as  much.  The  professional  fee  basis  of 
prescription  pricing  minimizes  this  cost  differential.000 

The  drug  store  is  an  information  center  where  the 
public  can  get  health  information  and  advice  about 
hazards  of  self-medication,  also  where  the  doctor  can 
obtain  drug  information.  Attempts  at  prescribing  by 
the  pharmacist  have  reached  the  vanishing  point; 
efforts  at  dispensing  by  the  physician  or  his  agents 
(nurse  or  employed  pharmacist)  should  also  dis- 
appear. Today  there  seems  to  be  nothing  other  than 
the  profit  motive  behind  the  establishment  of  doctor- 
owned  pharmacies.  Can  organized  medicine  risk  im- 
pairment of  its  public  image  by  a fringe  minority  of 
greedy  individuals? 

00 As  examples: 

24  antibiotic  capsules  costing  the  pharmacist  20c 
each  totals  $4.80.  If  the  established  dispensing  fee 
is  $2.00  the  patient’s  cost  is  $6.80. 

24  barbiturate  tablets  costing  1C  each  totals 
24C.  The  dispensing  fee  of  $2.00  brings  the  pa- 
tient’s cost  to  $2.25. 

The  service  and  time  costs  involved  in  both  cases 
are  essentially  the  same.  Thus,  the  average  fee 
concept  has  economic  validity.  It  tends  to  smooth 
out  extreme  variations  in  prescription  prices  of  the 
older  system. 

0 0 “Example: 

A prescription  for  100  tablets  will  cost  $4.00  or 
$7.00  respectively;  the  patient  will  pay  $6.00  or 
$9.00  if  the  established  fee  is  $2.00.  The  differ- 
ential is  $3.00  more  for  the  superior  product. 
Using  a minimum  “mark-up”  system  of  509^ 
above  cost  the  patient’s  price  will  be  $6.00  or 
$10.50;  the  differential  has  grown  to  $4.50,  i.e. 
the  initial  cost  difference  of  3C  per  tablet  has 
risen  to  41/j(i  per  tablet  for  the  superior  product. 
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News 


South  Carolina  Heart  Association 

Astronaut  Edwin  E.  Aldrin,  Jr.,  one  of  the  third 
group  of  astronauts  named  by  NASA  in  October  of 
1963,  was  the  featured  speaker  at  the  16th  Scientific 
Session  and  Annual  Meeting  of  the  South  Carolina 
Heart  Association. 

Astronaut  Aldrin  spoke  at  the  annual  dinner  meet- 
ing phase  witli  the  Medical  Society  of  South  Carolina. 

Dr.  B.  M.  Montgomery  of  Newberry,  as  retiring 
president  of  the  South  Carolina  Heart  Association 
presided. 

Tlie  South  Carolina  Heart  Association  awarded  Dr. 
Robert  E.  Jackson,  of  Manning,  its  Silver  Service 
Recognition  Medallion.  Gov.  Donald  S.  Russell  pre- 
sented the  award. 

Dr.  Jackson  had  previously  been  awarded  the 
Bronze  Service  Recognition  Medallion  for  his  service 
as  a volunteer  in  the  Heart  Association’s  programs  of 
public  health  education,  community  service  and  fund 
raising. 

At  the  same  meeting  Dr.  Arthur  S.  Jenkins  of  Beau- 
fort was  named  to  the  board  of  directors  of  the  South 
Carolina  Heart  Association. 


Spartanburg  Recognizes  Nurses 

On  April  20  a reception  was  given  at  the  Greenville 
General  Hospital  for  the  purpose  of  giving  recognition 
to  the  valuable  and  esteemed  services  of  the  nurses. 
Members  of  the  administrative  staff,  the  Board  of 
Trustees,  and  the  local  physicians  were  present  to  pay 
public  tribute  to  the  devotion  of  the  nurses  in  their 
varied  duties.  The  meeting  was  highly  successful. 


Dr.  Ackerman  to  Direct  Mental  Health 
Clinic 

Dr.  Raymond  E.  Ackerman,  senior  resident  in  psy- 
chiatry at  the  Medical  College  Hospital,  will  become 
director  of  the  Charleston  Mental  Health  Clinic  on 
July  1. 

Dr.  Ackerman  will  succeed  Dr.  William  Bruce 
Newton,  Jr.,  who  will  devote  full  time  to  his  private 
practice. 

Dr.  Ackerman  graduated  from  the  Medical  College 
of  South  Carolina  in  1954.  After  three  years  active 
duty  with  the  Navy  he  was  in  private  general  practice 
in  Bethune  for  five  years  before  coming  to  the  Medical 
College  to  specialize  in  psychiatry. 


Dr.  Elmer  W.  Long 

Dr.  Elmer  W.  Long,  a native  of  Newberry  County 
who  retired  in  1959,  was  honored  as  The  Newberry 
Observer’s  Senior  Citizen  of  the  Week.  Dr.  Long 
graduated  from  the  Medical  College  of  South  Caro- 
lina in  1924.  Before  his  retirement  Dr.  Long  had 
practiced  medicine  for  33  years. 


Dr.  John  Arthur  Siegling  of  Charleston,  presi- 
dent of  the  Hoard  of  the  South  Carolina  Medical 
Care  Plan  for  the  last  three  years  and  a member 
for  16  years,  requested  that  his  name  not  be 
placed  in  nomination  this  year.  Dr.  Siegling  has 
rendered  a tremendous  service  to  the  organization. 


South  Carolina  Surgeons  Meet  In  Columbia 

The  annual  meeting  of  the  South  Carolina  Chapter 
of  the  American  College  of  Surgeons  was  held  at  the 
Hotel  Wade  Hampton. 

Addresses  by  leading  surgeons  on  latest  advances  in 
the  field  of  surgery  were  heard. 

Dr.  Harold  Pettit  of  Charleston  spoke  on  modem 
surgical  radiology;  Dr.  Edward  McKee  of  Charleston 
addressed  the  group  on  recent  advances  in  surgical 
pathology;  and  Dr.  Louis  Jervey  of  Charleston  talked 
about  new  antibiotics. 

The  afternoon  session  of  the  meeting  included  a 
panel  discussion  on  abdominal  cancer  with  Dr. 
William  C.  Cantey  of  Columbia  serving  as  moderator. 

Comprising  the  local  committee  were  Dr.  Edmond 
Taylor,  Dr.  Andrew  Whitaker,  Dr.  John  Holler  and 
Dr.  Cantev. 

New  officers  of  the  South  Carolina  Chapter  of  the 
American  College  of  Surgeons  are  Dr.  Laurence 
Fredericks  of  Rock  Hill,  President;  Dr.  William  i 
Amspacher  of  Greenville,  Vice-President;  and  Dr. 
Louie  B.  Jenkins  of  Charleston,  Secretary-Treasurer. 

Postgraduate  Obstetric-Pediatric  Seminar 

The  15th  Annual  Postgraduate  Obstetric-Pediatric  ' 
Seminar  which  is  sponsored  by  the  Maternal  and 
Child  Health  Divisions  of  the  State  Health  Depart- 
ments and  the  Maternal  Health  Committees  of  the 
State  Medical  Associations  of  Georgia,  Florida,  Ala- 
bama, Mississippi,  and  South  Carolina  is  scheduled  to  s 
be  held  August  19-20-21,  1965  at  the  Ramada  Inn,  j 
Cocoa  Beach,  Florida.  The  Seminar  is  approved  for  1 
credit  12  hours,  Category  I,  by  the  American  Acad-  I 
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emy  of  General  Practice.  There  is  no  Seminar  registra- 
tion fee. 


Hospital  Safety  Award 

The  Veterans  Administration  Hospital  in  Columbia, 
S.  C.,  has  been  named  the  grand  award  winner  of  the 
1964  Hospital  Safety  Contest,  sponsored  by  the 
American  Hospital  Association  and  the  National 
Safety  Council. 

A total  of  365  hospitals  completed  the  contest  de- 
signed to  encourage  safety  among  hospital  em- 
ployees. The  Columbia  hospital  won  on  the  basis  of 
having  operated  the  greatest  number  of  man-hours 
since  its  last  reportable  injury. 


Dr.  J.  S.  Liverman  to  Instruct 

J.  S.  Liverman,  M.  D.,  has  been  appointed  instructor 
in  Cardio-Pulmonary  Resuscitation  for  Lexington 
County  by  the  South  Carolina  Heart  Association. 


Dr.  J.  D.  Thomas  Elected  Hospital 
Chief  Of  Staff 

At  the  recent  meeting  of  the  Medical  Staff  of  the 
Bamberg  County  Hospital,  Dr.  Joseph  D.  Thomas  of 
Denmark,  was  elected  Chief  of  Staff  and  Dr.  Michael 
C.  Watson  of  Bamberg,  was  elected  Vice  Chief  of 
Staff. 

Dr.  Thomas  announced  the  selection  of  Chief  of 
Services  as  the  following:  Chief  of  Surgery,  Dr. 
Michael  Watson;  Chief  of  Obstetrics,  Dr.  F.  Marion 
Dwight;  Chief  of  Pediatrics  and  Nursery,  Dr.  Hugh 
VV.  Mole;  Chief  of  Medicine,  Dr.  H.  J.  Stuckey;  Chief 
of  Pharmacy,  Dr.  H.  G.  Hiers;  Chief  of  Laboratories, 
Dr.  J.  F.  McLaughlin,  and  Chief  of  Radiology,  Dr. 
Stuart  Prather,  Jr. 


New  Hanover  County  Medical  Symposium 

The  New  Hanover  County  Medical  Symposium  will 
be  held  July  23  and  24  at  the  Blockade  Runner  Hotel, 
Wrightsville  Beach,  N.  C. 


Dr.  Banov  and  Dr.  Williams  Elected 

Dr.  Leon  Banov,  Jr.,  newly  elected  president  of 
Temple  Both  Elohim  was  installed  at  the  regular 
Sabbath  Services  at  the  Temple. 

Dr.  Arthur  V.  Williams  was  elected  Trustee. 


Dr.  Camp  Has  Resigned 

III  health  has  forced  Dr.  Ned  Camp  to  resign  the 
position  of  chairman  of  the  Anderson  County  Board 
of  Health.  Dr.  Camp  has  filled  that  important  spot 
since  1948.  During  those  years  he  has  rendered  a 
great  service  in  helping  improve  the  health  and  sani- 
tation conditions  in  the  county. 

He  is  being  succeeded  by  Dr.  Charles  Browne  who 
has  been  a member  of  the  County  Board  of  Health 
since  1961. 


Anti-Tetanus  Drives 

A mass  campaign  to  immunize  against  tetanus  was 
planned  in  Richland  and  Lexington  counties. 

Clinics  were  held  April  25  and  May  23.  The 
campaign  was  sponsored  by  the  Columbia  Medical 
Society  and  co-sponsored  by  the  Richland,  Palmetto, 
and  Cayce-West  Columbia  Sertoma  Clubs. 

A similar  program  was  held  at  the  same  time  in 
Jasper  County. 

The  Jasper  County  program  was  being  sponsored  by 
the  Lion’s  Club  of  Ridgeland. 

The  effort  to  immunize  against  tetanus  was  planned 
because  of  concern  among  the  medical  profession 
over  the  large  number  of  persons  susceptible  to 
tetanus. 

Clarendon  County  initiated  a mass  tetanus  cam- 
paign last  January.  More  than  10,000  persons  in  the 
county  were  immunized  at  clinics  in  various  sections 
of  the  county  on  January  10.  On  March  14  more  than 
8,000  were  immunized  at  a second  clinic. 


Dr.  Baldwin  Appointed  County  Health 
Officer 

Dr.  Wofford  E.  Baldwin,  district  health  officer  for 
Abbeville  and  McCormick  Counties,  assumed  re- 
sponsibility for  the  Anderson  County  Health  Depart- 
ment as  well.  He  was  appointed  by  Dr.  G.  S.  T. 
Peeples,  state  health  officer,  and  the  Anderson  County 
Board  of  Health. 

He  is  now  district  officer  of  the  three-county 
district. 

Dr.  Baldwin,  a native  of  Due  West,  has  served  as 
health  officer  o(  a number  of  South  Carolina  counties 
in  his  28-year  career  in  public  health.  He  was  health 
officer  of  Oconee  County  for  10  years  and  has  served 
as  district  health  officer  for  Abbeville  and  McCormick 
Counties  for  the  past  13  years. 

A graduate  of  Erskine  College  and  the  University  of 
South  Carolina  lie  attended  the  Medical  College  of 
South  Carolina,  graduating  in  1936. 

He  received  a master’s  degree  in  public  health 
from  the  University  of  Michigan. 

Dr.  Baldwin  enlisted  in  the  army  in  1942  as  a first 
lieutenant.  He  is  still  active  as  a colonel  in  the  412th 
Civil  Affairs  Group. 

Dr.  Richardson  Speaks  in  Anderson 

Dr.  Stuart  N.  Richardson,  of  the  Medical  College  of 
South  Carolina,  was  the  guest  speaker  at  the  monthly 
meeting  of  the  Anderson  County  Medical  Society. 

Dr.  Richardson’s  topic  was  “Hematologic  Disorders 
Due  to  Drugs.” 

Dr.  Richardson  received  a B.S.  degree  from  Furman 
and  M.D.  degree  from  Medical  College  of  South 
Carolina. 


Dr.  A.  Lawrence  Lemel 

Dr.  A.  Lawrence  Lemel  announces  the  opening  of 
his  office  for  the  practice  of  otolaryngology  in  the 
Medical  Arts  Building  in  Charleston. 
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Y.  D.  NEWS 


Syphilis  Trends  in  South  Carolina 

Infectious  Syphilis 

Reported  cases  of  infectious  ( primary  and  sec- 
ondary ) syphilis  continued  to  increase  in  South  Caro- 
lina over  the  past  fifteen  years.  Fiscal  year  1965  is 
expected  to  show  only  a slight  increase  over  fiscal  year 
1964.  Although  early  infectious  syphilis  now  appears 
to  be  leveling  off  at  about  900  cases  per  year,  this  is 
the  highest  reported  incidence  level  since  1950.  Fifty- 
one  per  cent  of  the  infectious  syphilis  reported  through 
March  of  this  fiscal  year  was  among  persons  less  than 
25  years  of  age  and  24%  of  the  cases  were  among  per- 
sons under  20.  Private  physicians  reported  approxi- 
mately 35%  of  the  primary  and  secondary  syphilis 
cases. 

Early  Latent  Syphilis 

The  trend  line  of  early  latent  syphilis  (less  than 
four  years’  duration)  continued  its  downward  trend 
while  primary  and  secondary  syphilis  continued  up- 
ward over  the  past  ten  years  (See  graph  on  this  page). 


SOUTH  CAROLINA  STATE  BOARD  OF  HEALTH 
VENEREAL  DISEASE  CONTROL  SECTION 
EARLY  SYPHILIS  TRENDS 
REPORTED  CASES 


Primary  k Secondary 
Early  Latent 


Early  latent  syphilis  is  expected  to  show  a decrease 
from  347  cases  in  fiscal  year  1964  to  a projected  302 
cases  in  fiscal  year  1965.  Historically,  the  ratio  of 
infectious  to  early  latent  cases  has  been  interpreted  as 
an  index  of  early  infectious  syphilis  casefinding.  When 
the  number  of  infectious  cases  exceeds  the  number  of 
early  latent  cases,  spread  of  the  disease  is  inhibited 
through  early  treatment.  When  early  latent  cases  ex- 
ceed the  number  of  infectious  cases,  spread  of  the  dis- 
ease is  not  inhibited  since  the  majority  of  cases 
progress  completely  through  the  infectious  stage  be- 
fore they  are  detected.  Equating  the  emphasis  on 
primary  and  secondary  and  early  latent  syphilis 


epidemiology,  this  trend  line  is  a good  indicator  that 
newly  acquired  cases  are  being  discovered  in  the  very 
earliest  recognizable  stage. 

Late  and  Late  Latent  Syphilis 

Late  and  late  latent  syphilis  shows  a projected  in- 
crease from  476  cases  in  fiscal  year  1964  to  497  cases 
in  fiscal  year  1965.  Late  and  late  latent  cases  have 
decreased  almost  every  year  since  1957  when  4,513 
cases  were  reported.  This  drop  in  cases  reflects  a con- 
tinuing lowering  of  the  reservoir  of  old  untreated 
cases. 

Congenital  Syphilis 

One  of  the  most  disturbing  problems  is  with  con- 
genital syphilis.  Although  a prenatal  law  and  other 
control  measures  exist  in  South  Carolina,  there  were 
12  cases  reported  under  one  year  of  age  out  of  a total 
of  55  cases  reported  through  March  fiscal  year  1965. 

Syphilis  Mortality 

The  mortality  rate  due  to  syphilis  has  dropped  from 
3.2  per  100,000  population  in  fiscal  year  1953  to  2.4 
per  100,000  population  in  fiscal  year  1962,  the  latest 
year  for  which  data  are  available. 


Railroad  Honors  Dr.  Hardy 

Officials  of  the  Atlantic  Coast  Line  Railroad  recog- 
nized Dr.  B.  F.  Hardy  for  40  years  continuous  service 
as  local  surgeon.  Dr.  Hardy  was  awarded  a 50-year 
pin  for  service  to  the  medical  profession  two  years  ago. 


Physicians  Wanted 

Petersburg,  West  Virginia,  and  Grant  Memorial 
Hospital  are  seeking  an  internist,  a general  surgeon,  a 
pediatrician,  and  one  or  two  general  practitioners. 

Any  interested  physician  might  write  or  call  Robert 
L.  Harman,  Administrator,  Circle  3-6101  or  749-2807. 


Dr.  William  P.  McDaniel 

Dr.  William  P.  McDaniel  is  now  in  his  new  office 
building  on  Cam  Street,  Walterboro,  across  from 
Colleton  County  Hospital.  Since  1948  his  offices  have 
been  located  in  the  Esdorn-Stokes  Clinic  Building. 


Dr.  Ravenel  and  Dr.  Cain  To  Be  Honored 

Drs.  J.  J.  Ravenel  and  Frank  Cain  are  to  be  pre- 
sented with  Fifty-Year  Pins  in  recognition  of  their 
long  association  with  the  South  Carolina  Medical 
Association. 


A manufacturer’s  net  profit  on  the  average  drug 
prescription,  which  costs  $3.35,  is  only  16  cents. 


Pharmaceutical  industry  research  spending  on  medi- 
cal products  is  almost  nine  times  more  than  it  was  in 
1950,  increasing  from  $39  million  in  1950  to  $346 
million  in  1965. 
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PRO-BANTHINE’,,;//,  D ARTAE 

Each  tablet  contains:  propantheline  bromide  (15  mg.)  and  thiopropazate  dihydrochloride  (5  mg.) 

controls  autonomic  imbalance 

Peptic  Ulcer  • Pylorospasm  • Irritable  Colon  • Functional  Gastrointestinal  Disorders 


Firm  control  of  both  the  psychic  and  visceral 
disturbances  is  indicated  when  emotional 
stress  adversely  influences  gastrointestinal  dis- 
orders. Pro-Banthine  with  Dartal  has  demon- 
strated its  ability  to  provide  such  control. 

Pro-Banthine,  as  expected,  reliably  mod- 
erates excesses  of  gastric  secretion  and  gastro- 
intestinal motility. 

Dartal,  a dependable,  well-tolerated  tran- 
quilizer, calms  the  emotional  turbulence  that 
aggravates  enteric  disturbances. 

Together,  Pro-Banthine  with  Dartal  offers 
twofold  therapeutic  access  to  a twofold  clini- 
cal problem. 

June,  1965 


Urinary  hesitancy,  xerostomia,  mydriasis  and,  theo- 
retically, a curare-like  action  may  occur  with 
Pro-Banthine  (propantheline  bromide)  and  it  is  con- 
traindicated in  the  presence  of  glaucoma  or  severe 
cardiac  disease. 

With  Dartal  (thiopropazate  dihydrochloride)  ex- 
trapyramidal  and  parasympatholytic  symptoms  have 
been  reported  and,  rarely,  leukopenia,  erythematous 
skin  reaction  and  allergic  purpura.  Do  not  adminis- 
ter to  patients  under  the  influence  of  alcohol,  barbi- 
turates or  narcotics  and  use  cautiously  with  seda- 
tives, in  epileptic  or  depressed  patients  or  in  those 
with  liver  damage.  Reactions  typical  of  phenothia- 
zines  may  occur. 

Dosage:  One  tablet  three  times  a day. 

e.  d.  SEARLE  & co. 

P.  O.  BOX  5110,  CHICAGO,  ILLINOIS  60680 

Research  in  the  Service  of  Medicine 


Deaths 


Dr.  J.  Richard  Allison 

Dr.  J.  Richard  Allison,  76,  Columbia  dermatologist, 
died  April  27  in  a Columbia  Hospital. 

Dr.  Allison  was  hit  by  a car  April  6 as  he  crossed 
Gervais  Street  near  the  Seaboard  Railroad  crossing 
and  had  been  hospitalized  since  that  time. 

He  was  a native  of  Brevard,  N.  C.  and  was  gradu- 
ated from  the  University  of  North  Carolina  in  1911, 
attended  its  two-year  medical  school  and  went  on  to 
the  University  of  Pennsylvania  Medical  School  to 
graduate  in  1915.  He  then  entered  general  practice 
in  Hazeltown,  Pa. 

He  volunteered  for  service  in  the  Navy  in  April 
1917.  As  a medical  officer  he  served  as  a ship’s  sur- 
geon on  the  “President  Grant”  crossing  the  ocean  26 
times  carrying  troops  to  France. 

After  the  war  he  specialized  in  dermatology.  He 
studied  and  did  post  graduate  work  in  New  York  City, 
in  London  and  Vienna. 

Returning  to  this  country  he  started  practice  in 
Columbia  in  1920.  With  the  late  Dr.  Bruce  Edgerton 
he  built  the  first  medical  building  across  from  the 
Baptist  Hospital.  He  was  a medical  leader  in  Colum- 
bia and  the  state  and  was  known  throughout  the 
country  as  one  of  the  leading  skin  specialists. 

He  started  the  policy  of  having  a visiting  and  local 
speaker  at  the  Columbia  Medical  Society  meetings 
when  he  was  its  president.  He  helped  to  organize  the 
dermatology  section  of  the  Southern  Medical  Associa- 
tion and  later  served  as  its  president.  He  was  president 
ot  the  Southeastern  Dermatological  Association.  He 
was  a diplomate  of  the  American  Board  of  Derma- 


tology and  a member  of  the  American  Academy  of 
Dermatology. 

He  was  the  first  chairman  of  the  S.  C.  Society  for 
Control  and  Prevention  of  Cancer.  He  was  interested 
in  the  Medical  Society  Library  and  started  it  in  the 
old  medical  building.  He  probably  did  the  first  allergic 
tests  in  South  Carolina  and  first  described  allergic 
contact  dermatitis  to  the  common  yellow  daisy-bitter- 
weed. 

Dr.  Allison  taught  nurses  at  the  Columbia  and  Bap- 
tist hospitals  and  served  as  a consultant  at  the  S.  C. 
State  Hospital.  He  was  the  consultant  in  skin  diseases 
at  the  Veterans’s  Hospital  for  about  30  years. 


Dr.  B.  R.  Lewin 

Dr.  B.  Read  Lewin,  57,  physician  and  surgeon  of 
Crescent  Beach,  died  in  a Conway  hospital  after  an 
illness  of  one  day. 

Dr.  Lewin  was  bom  in  New  Hampshire  June  18, 
1907,  was  a graduate  of  Dartmouth  College  and  a 
graduate  of  McGill  University.  He  interned  at  Kings 
County  Hospital,  N.  Y.  C.  and  served  a residency  in 
surgery'  in  Phillips,  W.  Va.  He  was  a practicing  sur- 
geon in  Claremont,  N.  H.  until  1959.  He  was  a past 
president  of  the  New  Hampshire  Medical  Society  and 
served  as  chief  of  staff  at  Claremont  General  Hospital. 
Since  moving  to  Crescent  Beach  in  1959  he  has  served 
in  the  general  practice  of  medicine  and  served  on  the 
staff  of  the  Loris  Community  Hospital.  He  was  a 
member  of  the  Horry  County  Medical  Society,  the 
S.  C.  Medical  Association,  fellow  of  the  American  Col- 
lege of  Surgeons,  and  a member  of  the  Trinity 
Methodist  Church  at  Crescent  Beach. 


Book  Reviews 


TRAUMA  TO  THE 
LIVER.  Gordon  F.  Mad- 
ding, M.  D.,  M.  S.  (Sur- 
gery), F.A.C.S.  Paul  A. 
Kennedy,  M.  D.,  F.A.C.S. 
Volume  III  in  the  Series 
Major  Problems  in  Clinical 
Surgery,  J.  Englebert 
Dunphy,  M.  D.  Consulting 
Editor.  W.  B.  Saunders 
Company,  Philadelphia 
and  London.  March  25, 
1965.  Pp.  134.  $6.00. 
of  material  available  in  the  litera- 
ture and  from  an  extensive  personal  interest  and  ex- 
perience with  trauma  problems  relating  to  the  liver 
during  and  since  the  Second  World  War,  Drs.  Mad- 
ding and  Kennedy  have  provided  an  authoritative  and 


comprehensive  monograph  on  liver  trauma.  Dr.  Mad- 
ding has  been  regarded  as  an  authority  in  this  field 
for  some  time.  The  material  is  clearly  presented  in  an 
attractive  style  and  is  very'  well  illustrated.  Emphasis 
is  given  to  the  clinical  aspects  of  the  problem  with  a 
detailed  account  of  the  surgical  anatomy  of  the  liver. 
Apart  from  presenting  a useful  classification  and 
pathological  description  of  the  problems  expected  in 
liver  trauma,  emphasis  is  also  applied  to  diagnosis  and 
management  with  description  of  operative  techniques 
and  a study  of  complications.  Special  discussion  is 
given  to  the  matter  of  liver  hemostasis. 

This  monograph  should  prove  of  value  to  anyone 
having  specific  interests  in  liver  trauma  as  a reference 
source  and  will  be  helpful  to  surgeons  dealing  with 
liver  trauma  at  all  stages  of  their  experience. 

H.  B.  Gregorie,  Jr.,  M.  D. 


Based  on  review 
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FOUNDATIONS  OF  SPEECH  PATHOLOGY 
SERIES,  edited  by  Charles  Van  Riper.  14  volumes. 
Englewood  Cliffs,  Prentice-Hall,  Inc.  1964.  $4.95 
each. 

Ten  volumes  of  this  fourteen  volume  series  have 
appeared.  They  are  intended  as  a nucleus  library  for 
the  practicing  speech  or  hearing  specialist  or  students 
in  this  discipline.  They  also  serve  as  a reference 
series  for  physicians,  particularly  the  volumes  which 
deal  with  the  deaf,  the  hard  of  hearing,  and  cerebral 
palsy.  The  others  are  of  less  concern  to  the  medical 
man  but  should  be  very  useful  to  the  specialist  in  dis- 
orders of  speech  or  hearing. 

C.  Mitchell  Carnell,  Jr.,  Director 
Charleston  Speech  and  Hearing  Clinic 


SIMPLE  SPLINTING,  by  Jerome  Rotstein, 
M.  D.  W.  B.  Saunders  Co.,  Philadelphia  and 
London,  1965.  Pp.  126.  $6.50. 

Even  though  steroid  therapy  has  helped  a great 
deal  in  the  management  of  arthritis,  rest  and  splinting 
still  represent  an  important  part  of  the  overall  ther- 
apy. The  first  portion  of  the  book  gives  a short  inter- 
esting history  of  the  treatment  of  arthritis.  Chapter 
two  deals  with  the  anatomy  and  classification  of  joints. 
The  majority  of  the  book,  which  is  copiously  illus- 
trated, depicts  the  fabrication  of  various  splints  for 
temporary  immobilization  of  joints.  Emphasis  is  placed 
on  light  weight.  The  last  portion  of  the  book  deals 
with  the  pharmacology  of  the  common  drugs  used  in 
the  treatment  of  arthritis. 


The  rheumatologist  or  the  general  practitioner  un- 
familiar with  plaster  techniques  will  find  it  a ready 
and  helpful  reference. 

John  A.  Siegling,  M.  D. 


BETTER  HEALTH  FOR  WOMEN,  by  Charles 
Richard  Alsop  Gilbert,  M.  D.  Doubleday  & Com- 
pany, Inc.,  New  York.  1964.  Pp.  365.  $4.95. 

This  book  is  written  for  the  laywoman  to  further  her 
knowledge  concerning  the  particular  physiological  and 
pathological  changes  that  are  peculiar  to  her  sex.  The 
usual  subjects;  menstruation,  dysmenorrhea,  men- 
strual irregularities,  and  the  menopause  are  discussed 
in  detail.  In  addition,  chapters  are  devoted  to  artificial 
insemination,  sterilization  and  abortion,  and  sex.  To 
the  gratification  of  obstetricians  “completely  natural 
childbirth”  is  exposed  as  a fad  and  the  disadvantages 
and  potential  complications  are  discussed. 

Dr.  Gilbert’s  purpose  is  to  provide  factual  up  to 
date  information  without  venturing  into  the  contro- 
versial or  speculative  aspects  of  his  subject,  and  he 
does  this  quite  well.  Question  and  answer  sessions  at 
the  end  of  each  chapter  are  interesting  and  informa- 
tive. There  are  minor  points  of  disagreement  between 
the  author  and  reviewer,  but  in  general  the  medical 
information  is  authoritative  and  accurate.  However, 
most  of  the  information  provided  is  available  in  maga- 
zines, and  I am  afraid  the  book  has  been  written  a 
decade  too  late. 

L.  L.  Hester,  M.  D. 
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We  are  AUTHORIZED  distributors  for: 


American  Optical  Co. 
American  Cyst.  Makers  Inc. 
Bard,  Inc.,  C.  R. 

Baum  Co.,  W.  A. 
Becton-Dickinson  Co. 
Bio-Dynamics  Co. 
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WINCHESTER  SURGICAL  SUPPLY  CO. 
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neo  Bromth® 

in  premenstrual  tension 


Complete  information  and  clinical  samples  will  be 
sent  upon  request. 

Name 

Address 

City State Zip 

PHARMACEUTICAL  CO. 

CHATTANOOGA,  TENN.  37409 


Hygroton 

brand  of 
chlorthalidone 

the  long-acting 
diuretic 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  o 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemic 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

*Dorhout  Mees,E.J.,and  Geyski, 
G.G.:  Acta  med.scandinav. 
175:703,1964. 

Photos:  A 59-year-old  woman 
with  hypertensive  cardiovas- 
cular disease  and  edema  re- 
sistant to  low-salt  diet  and  be 
rest.  The  patient  lost  8V2  lbs. 
in  one  week  with  a single  tab- 
let daily  of  Hygroton,  brand  ol 
chlorthalidone. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3516 


good  riddance 


Hygroton,  brand  of  chlorthalidone,  gets  rid  of  edema  efficiently. 
Your  edematous  patients  will  generally  need  far  fewer  tablets 
than  with  most  diuretics.  And  they’ll  generally  save  more  on  pre- 
scription costs.  One  tablet  a day  is  a popular  dosage.  So  is 
one  tablet  every  other  day.  You  may  even  find  half  a tablet  three 
times  a week  does  the  job.  No  other  diuretic  works  as  long. 

And  none  has  as  much  natruretic  activity  per  tablet.*  For  good 
riddance  of  edema  with  the  least  number  of  tablets,  prescribe 
Hygroton,  brand  of  chlorthalidone. 

Hygroton  chlorthalidone  Geigy 


“My  colleagues 
thought  I was 

iff 

crazy! 


for  every  80,000  people.  Where 
modern  medicine  is  all  but  unknown. 
Where  the  most  stubborn  clinical 
problems  exist.  Cholera,  trachoma, 
encephalitis,  leprosy  and  a horde  of 
other  debilitating  diseases. 

And  for  his  two-year  stretch 
as  a Peace  Corps  doctor, 

Nick  Cunningham’s  pay  was  only 
$75  a month  — plus  living  expenses. 
One  reason  why  his  colleagues 
called  him  crazy. 

But  Dr.  Cunningham  saw  and 
realized  other  compensations  in  his 
Peace  Corps  assignment.  A chance  to 
take  the  best  in  American  medicine 
to  a country  desperately  needing  it. 

A rare  opportunity  for  professional, 
cultural  and  personal  growth. 

If  you’ve  some  of  the  spirit  and 
dedication  of  Nick  Cunningham,  the 
Peace  Corps  needs  you.  There  are 
many  more  requests  from  nations 
around  the  world  than  doctors 
to  fill  them. 

If  you  think  you  could  tackle  one 
of  the  most  challenging  and 
rewarding  openings  in  medicine  today, 
get  in  touch  with  us. 


Write:  THE  PEACE  CORPS, 
Washington,  D.C.  20525. 

Published  as  a public  service 
in  cooperation  with  the  Advertising  Council. 


Nick  Cunningham,  M.D.,  was 
eminently  qualified  for  any  number 
of  promising  medical  posts  here  at 
home.  Harvard  pre-med.  Hopkins 
medical.  London’s  Guys  Hospital. 
New  York’s  Presbyterian  Hospital. 

Yet,  with  this  rich  professional 
background,  Nick  Cunningham  chose 
to  become  one  of  the  first  volunteer 
doctors  in  the  Peace  Corps. 

He  preferred  to  go  to  an  African 
nation  where 
there  is  one 
physician 


Invest  in  the  future  health  of  the  nation  and  your  profession 


am^erp  Give  to  medical  education  through  AMA-ERF 

5f  1 AMERICAN  MEDICAL  ASSOCIATION 

EDUCATION  AND  RESEARCH  FOUNDATION 


535  N.  Dearborn  St. 
Chicago  10,  III. 


WAVERLEY  SANITARIUM,  INC. 

(FOUNDED  IN  1914  BY  DR.  AND  MRS.  J.  W.  BABCOCK) 

HOSPITAL  CARE  AND  TREATMENT  OF  NERVOUS  AND  MENTAL  DISORDERS 
ADMISSIONS  LIMITED  TO  WHITE  WOMEN 

INCLUDES  OUT-PATIENT  DEPARTMENT  FOR  BOTH  SEXES 
Dr.  Chapman  J.  Milling.  Medical  Director 
Dr.  James  B.  Galloway  — Dr.  Penrod  G.  Hepfer 
Dr  Frank  E.  O'Sheal 


2727  FOREST  DRIVE 
COLUMBIA.  S.  C 
FIRE  SPRINKLER  SYSTEM  THROUGHOUT  HOSPITAL 


FOR  RESERVATION  CALL 
SUPERINTENDENT  AL  2-4273 


APPALACHIAN  HALL 

ESTABLISHED  —1916 

ASHEVILLE  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 


JtNE,  19fi5 
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call  for  the  therapeutic  vitamin  formula 


Best  Economical  Stress  Tablet  Available 

Economical  high  potency  BESTA  with  C (300  mgm 
ascorbic  acid)  is  indicated  when  patients  need  thera- 
peutic amounts  of  B and  C vitamins.  BESTA  is 
especially  suitable  during  the  ‘‘flu’’  and  "u.r.i.” 
seasons,  or  other  periods  of  illness  or  stress  such 
as  chronic  or  acute  infections,  burns,  surgery,  toxic 
conditions,  alcoholism,  and  conditions  involving 
special  diets.  Literature  and  samples  available  upon 
request. 

V ' Dosage:  one  to  two 

^%;a,,..^bl6ts  daily. 


m 


PALMEDICO,  INC.  • BOX  3115  • COLUMBIA,  S.C. 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension-also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


Squibb  Quality-the  Priceless  Ingredient 


THE  POWER 
OF  NEGATIVE 
THINKING 


No  doubt  you  have  attached  diagnostic  importance  to  negative  findings  for 
years.  When  you  apply  your  stethoscope,  all  is  usually  normal.  When  you  test 
for  reflexes  you  generally  find  them  normal,  too.  In  your  routine  urine  checks 
with  dip-and-read  HEMA-COMBISTIX  M Reagent  Strips,  you  generally  discover 
that  urinary  blood,  protein,  and  glucose  are  absent,  and  pH  normal. 

But  when  you  discover  an  abnormal  finding  you  may,  within  60  sec- 
onds, have  detected  pathology  well  in  advance  of  the  appearance  of 
related  symptoms.  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  e8964  ames 


Full  cola  pleasure  — 
Yet,  less  than  1 calorie 
per  bottle . . . 

And -no  sugar  at  all! 

Now  you  and  your  patients  can  enjoy 
full,  rich  cola  flavor  in  a sugar-free 
beverage.  And  Diet-Rite  Cola,  with  no 
sugar  at  all,  contains  less  than  one 
calorie  per  bottle.  The  pH  of  this  prod- 
uct, about  2.6  to  2.8,  represents  the 
same  general  range  of  acidity  as  other 
cola  beverages  and  a number  of  fruit 
juices. 

Diet-Rite  Cola  is  a beverage  you  and 
your  patients  will  like  . . . and  go  on 
liking.  And  . . . there’s  no  extra  cost. 


diet-rite  cola 

A Product  of  Royal  Crown  Cola  Co. 

Also  available  in  handy  cans. 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE  MARK  (g) 


things  go 

better,! 

.-with 

Coke 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C. 28801 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 


Founded  in  1904 

Highland  Hospital, 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Inc. 


FOR,  PATIENTS 


TIED  UP  IN 


KNOTS 


PHYSICAL  AND  EMOTIONAL 
TRAINQUILIZATIOIV 


mun 

Each  Tablet  or  5 cc  Elixir  contains  16  mg. 
(%  gr.)  phenobarbital  (Warning:  May  be 
habit  forming),  0.0072  mg.  hyoscine  HBr., 
0.024  mg.  atropine  sulfate,  and  0.128  mg.  hy- 
oseyamine  HBr.  Belbarb  No.  2,  same  as  Belbarb, 
except  with  32  mg.  ( % gr.)  phenobarbital. 
(Warning:  May  be  habit  forming.) 

Belbarb  calms  both  the  agitated  mind 
and  visceral  spasm  by  its  combined  sed- 
ative/antispasmodic  action.  Many  physi- 
cians prescribe  Belbarb  in  stress  induced 
anxiety  reactions,  nervous  tension  states, 
visceral  spasm,  peptic  ulcer,  irritable 
bowel  syndrome,  urinary  tract  spasm, 
and  hypertension. 

DOSE:  One  Tablet  or  one  tsp. 

Elixir  3 or  4 times  daily,  as 
required.  Children  % to  one 
tsp.  2 to  4 times  daily,  or  as 
prescribed. 

PRECAUTIONS:  Do  not  use  in  pa- 
tients with  glaucoma  or  in 
males  with  prostatic  hyper- 
trophy. 


"The  G-l 


tract 


is  the 


barometer 


of  the 


mind 


ARNAR-STONE  LABORATORIES,  INC. 

CHARLES  C.  HASKELL  & COMPANY,  DIV. 

SUBSIDIARY  OF  AMERICAN  HOSPITAL  SUPPLY  CORPORATION 


MOUNT  PROSPECT,  ILLINOIS  60058 


Breast  cancer  can  be  highly  curable  if 
it  is  detected  early,  through  regular 
examinations.  Yet,  despite  all  efforts  h 
cancer  education  and  improvements  ii 
treatment  techniques  in  the  last  30  year 


THE  NUMBER  OF 
BREAST  CANCER  DEATHS 
PER  100,000  WOMEN 
IN  THIS  COUNTRY 
HAS  NOT  DECLINED. 


While  research  continues  to  seek  new 
answers,  it  is  imperative  that  greater 
efforts  be  made  to  detect  breast  cance 
early  and  to  get  women  to  their  doctoi 
when  chances  of  cure  are  best.  That’s 
why  the  American  Cancer  Society  is 
encouraging  its  Divisions  across 
the  country  to  carry  out  special  breast 
cancer  educational  programs.  Newest 
these  are  demonstration  projects  in 
which  physicians  in  a community 
volunteer  one  day  to  giving  breast 
examinations  and  to  teaching  hundre 
of  women  breast  self-examination. 
Breast  cancer  is  one  of  the  major  canc 
problems  which  we  face  and  which 
together,  doctor,  we  must  try 
to  resolve  through  intensified 
research  and  educational  efforts. 


AMERICAN  CANCER  SOCIETY 


Russian  Thistle 

(Salsola  pestifer,  A.  Nelson) 


Distress  for  Allergic  Patients 


Benad  ryl 

(diphenhydramine  hydrochloride) 


PARKE-DAVIS 


To  Combat  Symptoms  of  Weed-Pollen  Allergy 


time-tested  agent  provides  two  actions  that  effectively 
bat  symptoms  of  seasonal  allergy:  Anlihislaminic—re- 
ieves  sneezing,  nasal  congestion,  itching,  and  lacrimation. 
Intispasmodic  — relieves  bronchial  and  gastrointestinal 
m.  Precautions:  Persons  who  have  become  drowsy  on 
or  other  antihistamine-containing  drugs,  or  whose 
ance  is  not  known,  should  not  drive  vehicles  or  en- 
in  other  activities  requiring  keen  response  while 
this  product.  Hypnotics,  sedatives,  or  tranquilizers, 
with  BENADRYL,  should  be  prescribed  with  cau- 
because  of  possible  additive  effect.  Diphenhydramine 


has  an  atropine-like  action  which  should  be  considered 
when  prescribing  BENADRYL.  Side  Effects:  Side  reac- 
tions, commonly  associated  with  antihistaminic  therapy 
and  generally  mild,  may  affect  the  nervous,  gastrointestinal, 
and  cardiovascular  systems.  Most  frequent  reactions  are 
drowsiness,  dizziness,  dryness  of  the  mouth,  nausea,  and 
nervousness.  BENADRYL  is  available  in  Kapseals®  of  50 
mg.  and  Capsules  of  25  mg.  diphenhydramine  hydrochlo- 
ride. l'he  pink  capsule  with 
the  white  band  is  a trademark 
of  Parke,  Davis  &:  Company. 


PARKE-DAVIS 


WW.  DAVIS  A COMPANY,  MkA <173* 


The  Somatic  Mask:  chest  pain- 
heart  disease  or  psychic  tension? 


Precordial  pain  as  well  as  tachycardia,  palpitation, 
breathlessness  and  faintness  or  arrhythmias  are  classic 
signs  of  cardiac  disease.  In  many  cases,  however,  they 
may  represent  a "somatic  mask”— a psychophysiological 
equivalent  of  psychic  tension. 

Valium  (diazepam)  reduces  the  patient’s  disturbing  psy- 
chic tension  and  helps  improve  such  related  symptoms 
as  sadness  and  feelings  of  hopelessness,  fatigue,  insom- 
nia, crying  spells  and  nervousness. 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism, 
10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d. 
as  needed;  muscle  spasm  with  cerebral  palsy  or  athetosis,  2 
to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or  2 mg/day  ini- 
tially, increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 


Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  patients  (not  more  than  1 mg,  one  or  two  times  daily) 
to  preclude  ataxia  or  oversedation.  Advise  patients  against 
possibly  hazardous  procedures  until  correct  maintenance 
dosage  is  established;  driving  during  therapy  not  recom- 
mended. In  general,  concurrent  use  with  other  psychotropic 
agents  is  not  recommended.  Warn  patients  of  possible  com- 
bined effects  with  alcohol.  Safe  use  in  pregnancy  not  estab- 
lished. Observe  usual  precautions  in  impaired  renal  or 
hepatic  function  and  in  patients  who  may  be  suicidal;  peri- 
odic blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred 
speech,  tremor  and  skin  rash;  paradoxical  reactions  (excite- 
ment, depression,  stimulation,  sleep  disturbances  and  hallu- 
cinations) and  changes  in  EEG  patterns.  Abrupt  cessation 
after  prolonged  overdosage  may  produce  withdrawal  symp- 
toms similar  to  those  seen  with  barbiturates,  meprobamate 
and  chlordiazepoxide  HCI. 

Supplied:  Tablets,  2 mg  and  5 mg;  bottles  of  50  and  500. 


Valium  (diazepam) 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  an  absolute  contraindica- 
tion to  the  drug. 


Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 


Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  Warning-May 
be  habit-forming. 


Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  to  physicians 
upon  request.  Eli  Lilly 
and  Company,  India- 
napolis 6,  Indiana. 


AMYTAL8 

AMOBARBITAL 


NTZ  Nasal  Spray  relieves 
hay  fever  symptoms  on  contact 

Fast  symptomatic  relief  from  seasonal  hay  fever 
comes  in  the  convenient  nTz  Nasal  Spray  bottle. 
Two  sprays  quickly  relieve  itching  and  decongest 
the  nasal  membranes  on  contact.  The  first  spray  of 
nTz  shrinks  the  turbinates,  helps  restore  normal 
nasal  ventilation  and  breathing.  After  a few  minutes 
a second  spray  enhances  sinus  ventilation  and 
drainage. 

nTz  Nasal  Spray  reduces  excessive  rhinorrhea 
without  unpleasant  dryness.  It  is  well  tolerated  by 
delicate  respiratory  tissues.  nTz  also  provides 
relief  in  head  colds,  perennial  rhinitis  and  sinusitis. 


nTz’s  carefully  balanced  formula  relieves  three 
ways:  with  a decongestant,  a topical  antihistami 
and  an  antiseptic  wetting  agent. 

Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes 
Thenfadil®  HCI  0.1  %,  a topical  antihistamine  to 
help  relieve  itching. 

Zephiran®  Cl  1 :5000,  an  antiseptic  wetting  agent 
to  promote  the  rapid  spread  of  components  to  l< 
accessible  nasal  areas. 

nTz  is  supplied  in  leakproof,  pocket-size,  sprav 
bottles  of20ml.  and  in  bottles  of30ml.with  dropi: 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 

NTZ  , Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  thenyfdiamine),i 
Zephiran  (brand  of  benzalkonium,  as  chloride,  refined),  trademarks  reg.  U.S.  Pat.  0 


Hay  fever. . . 
a summer  hazard 

prescribe 


A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group  oriented ; 
electro-shock  therapy ; carbon  dioxide  inhalation ; occupational  therapy ; medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 
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Between  Doctors  and  Medical  Care  for  the  Average  Working  Man  . . . 


Through  employee  groups,  thousands  of  South  Carolinians  hcve  low-cost  realistic  financial  protection 
when  illness  strikes  . . . Doctors  know  the  importance  of  such  a Plan  . . . That's  why  doctors  sponsor 
Blue  Shield  . . . That's  why  doctors  guide  Blue  Shield  . . . That's  why  doctors  recommend  Blue  Shield 
. . . Blue  Shield  ...  A vital  link  between  doctors  and  medical  care  for  the  average  working  man  . . . 

YOUR  SUPPORT  WILL  HELP  BLUE  SHIELD  GROW  . . . 


SOUTH  CAROLINA  MEDICAL  CARE  PLAN 


709  SALUDA  AVENUE,  COLUMBIA,  SOUTH  CAROLIN/ 
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■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety-efficacy 
ratio  of  ‘Miltown'  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported. but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


Wallace  Laboratories  j Cranbury,  i\.J. 


to  help  relieve  pain 
in  common 
anorectal  disorders 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon  — provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1 ,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


DIOTHANE  OINTMENT 

COMPOSITION: 
diperodon  1.0%;  oxyquinoline 
benzoate  0.1%  in  a special  oint- 
ment base. 

INDICATIONS: 

Provides  temporary  palliation  of 
pain  that  may  result  from  hemor- 
rhoidectomy and  from  common 
anorectal  disorders  such  as  hemor- 
rhoids, anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 

COMPOSITION: 

Each  suppository,  weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%; 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 

(Merrell) 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Gncinnati,  Ohio  45215/Weston,  Ontario 


Bill  Fisch 


owns  a 
delicatessen 
He  puts  up 
stock, 
unloads  the 
produce, 
even 

helps  make  the  potato  salad. 


As  a doctor,  you  are  invited  to  take  advantage  of  a professional 
discount  on  the  Sealy  Posturepedic. 

We  believe  your  personal  use  will  convince  you  of  the  Posture- 
pedic’s  distinctive  benefits  and,  we  would  hope,  merit  your  valued 
recommendation. 

The  professional  discount  represents  a minimum  saving  of  $39 
per  set  over  the  regular  retail  price  for  mattress  and  foundation. 
To  receive  your  professional  discount  certificate,  mail  this  coupon 
to  Sealy,  Inc.,  666  North  Lake  Shore  Drive,  Chicago,  Illinois  60611. 


Please  send  me  complete  inlormation  on  your  professional  discount. 

E-7 

Dr 

Residence 

City State Zip  Code 


At  night  he  sleeps  like  a baby. 

(On  a too-soft  mattress) 

Maybe  that’s  why  his  back  hurts. 

You  probably  have  patients  who  are  strong  as  a bul I — 
who  have  no  postural  defects  or  spinal  deformities— yet  still 
complain  of  low  back  pains. 

How  can  this  happen  to  otherwise  normal,  healthy  people? 

At  night,  they  may  be  sleeping  like  babies  — on  nice,  soft, 

feathery  mattresses  that  can  do  more  harm  than  good.  And  this 
too-soft  mattress  can  lead  to  morning  backaches. 

That’s  why  so  many  doctors  recommend  (and  sleep  on!) 
the  Sealy  Posturepedic. 

Posturepedic  is  designed  in  cooperation  with  leading 
orthopedic  surgeons  for  firm  support.  Actually  helps  keep  the 
spine  in  line,  and  tends  to  reduce  muscle  tension,  too. 

When  a baby-soft  mattress  is  giving  patients  low  back  pain,  why  not 
recommend  the  Sealy  Posturepedic? 

It  gives  the  firm,  level  support  many  patients  need. 


R.  S.  Wilson— Greenville-Spartanburg 


J.  H.  Hudson,  Jr.—  Columbia-Charleston 


“We’re  puzzled”*... 

• . . why  some  physicians  use  synthetic  preparations  or  thyroglobulin 
. . . why  some  use  nonbrand  thyroids  or  write  "thyroid  U.S.P." 

. . . when  ARMOUR  THYROID  offers  so  many  more  advantages 


1.  useful  PB I results — not 
possible  with  synthetic 
orextracted  preparations 

2.  complete  thyroid 
therapy — containing 
both  thyroxine  and 


triiodothyronine  in 
natural  ratio 
3.  uniform  potency— 
doubly  assayed, 
chemically  and 
biologically 


4.  predictable  clinical 
response 

5.  proven  stability 

6.  lowest  cost 

6 advantages. 

*Your  Armour  representatives 


Only  ARMOUR  THYROID  gives  you  all  these 

That's  why  it's  important  to  specify 


ARMOUR 

THYROID 


NEW — for  a continuous  supply  of  Armour  Thyroid  for  you  or 
your  immediate  family  simply  complete  and  return  this  coupon 

I 1 

| Gentlemen:  Please  send  my  first  bottle  of  100  Armour  Thyroid 
j tablets  offered  on  your  new  continuous  Physicians  Personal  I 
j Use  Program. 


RELATED  ARMOUR  PRODUCTS: 


M.D. 


Thyrar®  (Beef  Thyroid)  Thytropar®  (ThyrotropinX 


ADDRESS 


ARMOUR  PHARMACEUTICAL 
COMPANY  • KANKAKEE,  ILLINOIS 


CITY 

% gr.  'A  gr.  1 gr. 
Please  circle  potency  requested. 


STATE  ZIP  CODE 

2 gr.  3 gr.  5 gr. 


There’s  nothing 
like  a vacation* 
for  relaxing  stress-induced 
smooth  muscle  spasm 


V.'  : * 


nothing,  that  is,  except  the 

sedative-antispasmodic  action  of 

Donnatal 

bel?nra  alkal0i<,S  Ki,h  I*— donnatal 

’bir*acTa„"“e?T  “ " i,S  reco,<’ of  ^ 

Contraindications:  Glaucoma,  advanced  renal  or  hepatic  disease,  or  hypersen. 

incinhL  y mgredlen  ' Precaut,ons:  Administer  with  caution  to  patients  with 

: b,Mer  neck  °bs,“,i“  * * 

of  tho^cL*  6 Effects • Blurred  Vision,  difficult  urination,  or  flushing  and  drvness 

of  the  skin  may  occur  at  higher  dosage  levels,  rarely  at  the  usual  dosage 


Prescribed  by 
more  physicians 
than  any  other 
antispasmodic 
—well  over  5 
billion  doses! 


‘This  one  at  Navajo  Loop  Trail, 

Bryce  Canyon  National  Park,  Utah 

In  each  Tablet,  Capsule  e,rh 

or  5 cc.  Elixir  F*i"  “S 

0 0194  mf hyoscyamine  sulfate  0.3111  mg. 

iff?  mf  /i ; , hyoscine  hydrobromide  0.0195  mg. 

16.2  mg.  (%  gr.)  phenobarbital  ...  (%  gr.)  48.6  mg. 

(Warning:  may  be  habit  forming.) 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


to  assure  pain  relief  in  relaxant  therapy 

In  painful  skeletal  muscle  spasm,  relief  of  pain  does  not  always  follow  relaxant  therapy, 
as  in  the  presence  of— 

Provocative  pain,  when  muscle  spasm  is  triggered  by  some  underlying  musculo- 
skeletal defect. 

Residual  pain,  when  relaxation  of  severe  spasticity  leaves  a degree  of  myalgia 
that  continues  to  cause  discomfort. 

Severe  pain,  when  the  degree  of  pain  is  such  as  to  cause  persistence  of  symptoms 
in  spite  of  relaxant  therapy. 

Emotionally  aggravated  pain,  when  anxiety  or  agitation  creates  tensions  that 
undermine  the  efficacy  of  relaxant  medication. 

For  decisive  relief— lest  persistent  pain  overshadow  the  benefits  of  relaxant  therapy  — many  physi- 
cians prescribe  Robaxisal  or  Robaxisal-PH. 


Synergistic  double  action 

In  Robaxisal  the  potent  action  of  the  well-recog- 
nized skeletal  muscle  relaxant  Robaxin  (methocarba- 
mol)1'2'3,4,5'6,8  is  accompanied  by  the  time-tested  anal- 
gesia of  aspirin.  This  “rational  therapeutic  combina- 
tion”7 proves  especially  effective,  since  clinical  studies 
have  attested  that  the  concurrent  ingestion  of  metho- 
carbamol and  aspirin  produces  higher  salicylate  lev- 
els than  equivalent  doses  of  aspirin  alone7. . .with 
“gratifying  relief”  of  pain  as  well  as  spasm.7 


Supplementary  sedation 

In  Robaxisal-PH,  the  relaxant  Robaxin  is 
combined  with  the  analgesic-sedative  ingre- 
dients of  the  popular  Phenaphen  formula, 
for  use  when  emotional  tensions  aggravate 
the  spasm-pain  syndrome.  Anxiety  is  eased 
by  the  phenobarbital  component,  which  also 
enhances  analgesic  effects;  and  any  tendency 
to  gastric  upset  is  minimized  by  hyoscyamine 
in  the  formulation. 


INDICATIONS:  Strains  and  sprains,  painful  disorders  of  the 
back,  “whiplash”  injury,  myositis,  pain  and  spasm  associated 
with  arthritis,  torticollis,  and  headache  associated  with  muscu- 
lar tension. 

CONTRAINDICATIONS:  Hypersensitivity  to  any  one  of  the 
components. 

SIDE  EFFECTS:  Lightheadedness,  slight  drowsiness,  dizziness 
and  nausea  may  occur  rarely  in  patients  with  unusual  sensitiv- 
ity to  drugs,  but  usually  disappear  on  reduction  of  dosage. 


References:  I.  Carpenter,  F..  B.,  South.  M.J.  51:627, 
1958.  2.  Crookshank,  J.  W.:  J.  Louisiana  State  Med. 
Soc.  1 14:272,  1962.  3.  Feinberg,  I.,  et  al.:  Am.  J.  Oi  (ho- 
ped. 4:280, 1962.  4.  Fitzgerald,  W.  J.:  Miss.  Valley  M.J. 
82:146,  1960.  5.  Forsyth,  H.  F.:  J.A.M.A.  167:163, 
1958.  6.  Meyers,  G.  B.,  and  Urbach,  J.  R.:  Penna.  M.J. 
64:876,  1961.  7.  Truitt,  E.  B.,  Jr.,  Morgan,  A.  M.,  and 
Nachman,  H.  M.:  South.  M.J.  54:318,  1961.  8.  Weiss, 
M.,  and  Weiss,  S.:  1.  Am.  Osteopath.  Assn.  62:142, 
1962. 


ROBAXISAL  E 

Each  pink-and-white  laminated  Tablet  contains: 


Robaxin®  (methocarbamol,  Robins) 400  mg. 

U.  S.  Pat.  No.  2770649 

Aspirin  (5  gr.) 325  mg. 


ROBAXISAL-PH 

Each  green -and -white  laminated  Tablet  contains: 

Robaxin®  (methocarbamol,  Robins) 400  mg.  Hyoscyamine  sulfate 0.016  mg. 

Phcnacetin  (lVftgr.) 97  rag.  Phenobarbital  (>/&  gr.) 8.1  mg. 

Aspirin  (ll/f  gr.)  81  mg.  (Warning:  Maybe  habit  forming.) 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


FOR  PATIENTS 
TIED  UR  IIV 


EMOTIONAL 

KNOTS 


PHYSICAL  AINTD  EMOTIONAL 
TRA.NQl  I LIZATION 

IELUIB 

Each  Tablet  or  5 cc  Elixir  contains  16  mg. 
(%  gr.)  phenobarbital  (Warning:  May  be 
habit  forming) , 0.0072  mg.  hyoscine  HBr., 
0.024  mg.  atropine  sulfate,  and  0.128  mg.  hy- 
oscyamine  HBr.  Belbarb  No.  2,  same  as  Belbarb, 
except  with  32  mg.  (%  gr.)  phenobarbital. 
(Warning:  May  be  habit  forming.) 

Belbarb  calms  both  the  agitated  mind 
and  visceral  spasm  by  its  combined  sed- 
ative/antispasmodic  action.  Many  physi- 
cians prescribe  Belbarb  in  stress  induced 
anxiety  reactions,  nervous  tension  states, 
visceral  spasm,  peptic  ulcer,  irritable 
bowel  syndrome,  urinary  tract  spasm, 
and  hypertension. 


DOSE:  One  Tablet  or  one  tsp. 
Elixir  3 or  4 times  daily,  as 
required.  Children  % to  one 
tsp.  2 to  4 times  daily,  or  as 
prescribed. 


PRECAUTIONS:  Do  not  use  in  pa- 
tients with  glaucoma  or  in 
males  with  prostatic  hyper- 
trophy. 


The  G-l 


tract 


is  the 


barometer 


of  the 


mind" 


ARNAR-STONE  LABORATORIES,  INC. 

CHARLES  C.  HASKELL  & COMPANY,  DIV. 

SUBSIDIARY  OF  AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

MOUNT  PROSPECT,  ILLINOIS  60058 


- Raldrate 

SYRUP  OF  CHLORAL  HYDRATE 


NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 


lO  Grains  (U.  S.  P.  Dose)  of  palatable  lime  flavored 
chloral-hydrate  syrup  in  each  teaspoonful 

RAPID  SEDATION  WITHOUT  HANGOVER 
JONES  and  VAUGHAN,  Inc  . RICHMOND  26,  VA. 


After  Surgery:  B and  C vitamins  are  therapy 


Therapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
of  physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
aids  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
surgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B , (Thi  amine  Mononitrate)  1"9 


Vitamin  B?  (Riboflavin)  1 '9 

Niacinamide  1 0 '9 

Vitamin  C (Ascorbic  Acid)  30'? 

Vitamin  B6  (Pyridoxine  HCI) 

Vitamin  B12  Crystalline  4nr 

Calcium  Pantothenate  2'9 


Recommended  intake:  Adults,  1 ca'k 
daily,  for  the  treatment  of  vitamile 
ficiencies.  Supplied  in  decorative'* 
minder"  jars  of  30  and  100;  bottles  c M 


)LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River, 


i Mm  ' 79 
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“All  Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests:  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That  s nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  registered  nurses 
aren't  alike,  either. 


MILD,  CONTINUOUS  SEDATION 


Solfotoir 

A Solfoton  tablet  or  capsule  at  six  hour  intervals  maintains  sedation  at  the  threshold 
of  calmness.  Usually  the  patient  is  not  conscious  of  sedation;  only  conscious  of 
feeling  better.  Safe  for  continuous  use. 

Each  tablet  or  capsule  contains:  Phenobarbital,  16  mg.  Warning:  may  be  habit-forming. 
* Bensul foid,  65  mg.  Contra-indications:  same  as  those  of  16  mg.  phenobarbital. 

Dispensed  in  bottles  of  IOO  and  500  tablets  or  capsules 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VA. 

Manufacturers  of  ethical  pharmaceuticals  since  1856 

*See  white  section , P.D.R. 


18- A 


The  Jouhnal  of  the  South  Carolina  Medical  Association 


at  Merck  Sharp  & Dohme. 


understanding... 


precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge  thusacquired  might  comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

C^MERCK  SHARP&  DOHME  Division  o*  Merck  & Co  .Inc  .West  Point,  Pa. 

where  today's  theory  is  tomorrow’s  therapy 
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Keeping  an  eye  on  the  scales  may  be  an  avoca- 
tion with  some  people,  but  it  is  a full-time  occu- 
pation for  Lilly  employees  who  determine  the 
weight  of  filled  tubes  of  medication.  First,  a 
random  sampling  of  empty  tubes  is  taken,  and 
the  average  weight  is  calculated.  Then,  the 
amount  of  ingredient  is  added  to  this  figure  to 
determine  the  standard  fill.  As  the  machine  fills 
the  tubes,  a sample — about  one  out  of  every 


four  hundred — is  weighed  and  checked  against 
the  standard.  The  weights  are  plotted  on  a 
graph.  A variation  of  three  consecutive  points 
in  either  direction  indicates  a trend  away  from 
the  standard,  and  the  machine  is  adjusted.  Tol- 
erances are  kept  to  less  than  5 percent.  An  extra 
step  . . . but  consistent  with  the  meticulous 
program  at  Eli  Lilly  and  Company  to  assure 
the  highest  quality  in  our  finished  products. 
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THE  BOCHDALEK  HERNIA  IN  NEWBORN  INFANTS 

P.  A.  LAM  IS,  Jr.,  M.  D.* 

R.  W.  MARTIN,  M.  D.*° 


Introduction 

The  most  commonly  encountered  dia- 
phragmatic hernia  in  the  newborn 
'infant  is  one  through  the  foramen  of 
Bochdalek.  If  the  diagnosis  is  made  in  the  first 
24  hours  of  life,  the  mortality  rate  is  approxi- 
mately 40%.  These  hernias  have  an  overall 
mortality  rate  of  about  20%.  When  marked 
cardiorespiratory  alterations  are  produced,  this 
congenital  defect  may  present  itself  as  a surgi- 
cal emergency.  The  following  case  report 
describes  such  an  entity  diagnosed  in  the  first 
day  of  life. 

Case  Report 

C.  K.,  a 30  hour  old  white  female,  was  admitted  to 
the  United  States  Naval  Hospital,  Charleston  S.  C., 
because  of  respiratory  distress.  Shortly  following  birth 
at  the  United  States  Air  Force  Base  Hospital,  Myrtle 
Beach,  S.  C.,  difficulty  with  respiration  was  noted  and 
a chest  x-ray  film  revealed  abdominal  contents  in  the 
left  side  of  the  chest  with  a mediastinal  shift  to  the 
right. 

The  baby  weighed  7 lbs.  3 ounces,  had  a pulse  of 
140  per  minute,  moderately  labored  respirations, 
periodic  mild  cyanosis,  shift  of  the  heart  to  the  right 
side  of  the  chest,  absent  breath  sounds  in  the  left  side, 
dullness  over  the  medial  half  of  the  right  anterior 
chest  area,  a scaphoid  abdomen,  and  a palpable 
spleen  4 cm  below  the  left  costal  margin. 

'Resident  in  Surgery,  Medical  College  of  South 
Carolina,  Charleston,  South  Carolina. 

°°  Department  of  Surgery,  United  States  Naval  Hos- 
pital, United  States  Naval  Base,  Charleston,  South 
Carolina. 


X-ray  films  showed  the  heart  to  be  shifted  well  to 
the  right  side  and  the  left  side  to  contain  a very  large, 
air-filled,  stomach  posteriorly  and  intestines  anteriorly. 
Hemoglobin  was  16.2  grams  and  the  hematocrit  was 
50  vol.  %. 

While  the  above  studies  were  being  made,  a venous 
cutdown  was  made,  appropriate  intravenous  fluids 
started,  and  a nasogastric  tube  passed.  Operation 
under  general  endotracheal  anesthesia  consisted  of 
laparotomy  via  a left  subcostal  incision  which  con- 
firmed the  presence  of  a 5 x 3 cm  diaphragmatic  de- 
fect in  the  foramen  of  Bochdalek.  It  was  noted  that 
the  stomach  had  herniated  through  this  defect  along 
with  the  entire  transverse  colon,  part  of  the  ileum,  and 
the  tip  of  the  spleen.  A short  low  left  thoracotomy  was 
required  to  aid  in  the  reduction  of  the  stomach,  which 
was  quite  large  and  extremely  thin.  The  defect  was 
easily  closed  from  the  chest  with  several  silk  sutures. 
A nasogastric  tube  could  then  be  advanced  into  the 
stomach  and  deflation  completed.  A complete  ab- 
dominal exploration  revealed  no  further  defects.  Both 
incisions  were  closed  in  layers  and  a single  chest 
catheter  was  left  in  place  attached  to  underwater  suc- 
tion. Postoperatively  the  infant  had  gastric  atony  for 
several  days  in  spite  of  active  bowel  sounds.  By  the 
7th  postoperative  day  she  began  tolerating  feedings 
and  her  weight,  which  had  fallen  to  5 lbs.  14  ounces, 
rose  to  6 lbs.  3 ounces  by  the  time  of  discharge.  The 
child  regurgitated  some  of  the  early  feedings,  hut  this 
had  ceased.  The  wounds  were  healing  nicely  at  time 
of  discharge. 

Discussion 

Appreciation  of  the  pathological  anatomy 
involved  in  these  hernias  requires  a review  of 
the  embryology.  The  early  embryo  has  a freelv 
communicating  thoracic  and  abdominal  por- 
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Figure  1. 

This  preoperative  lateral  x-ray  picture  shows 
the  herniated  organs  in  the  thorax.  The  stomach 
is  situated  posteriorly  and  the  intestines  lie 
anteriorly. 

tion  of  the  coelomic  cavity.  At  about  the 
eighth  to  tenth  week  of  fetal  life  the  dia- 
phragm is  formed.  The  ventral  part  of  this 
structure  is  formed  by  the  septum  transversum 
which  separates  the  heart  from  the  abdominal 
organs.  The  septum  grows  posteriorly  to  join  a 
proliferation  of  mesodermal  cells  at  the  upper 
end  of  the  dorsal  mesentery,  forming  the  cen- 
tral part  of  the  diaphragm.  Openings  are  now 
left  in  both  posterior  lateral  aspects  of  the  dia- 
phragm which  are  called  pleuroperitoneal 
canals  or  foramina  of  Bochdalek.  These  open- 
ings are  later  closed  by  pleuroperitoneal  folds 
which  are  double  layer  serous  membranes  con- 
sisting of  peritoneum  on  one  side  and  pleura 
on  the  other.  These  folds  extend  laterally  and 
posteriorly,  separating  the  two  cavities. 
Striated  muscle  then  develops  between  the 
two  layers  of  these  folds  to  complete  and 
strengthen  the  finished  diaphragm. 

If  herniation  develops  after  the  pleuroperi- 
toneal folds  have  formed  and  before  muscular 
reinforcement,  a sac  is  present.  Most  hernias 
develop  before  the  pleuroperitoneal  folds  are 
formed,  and  therefore  only  about  10%  of 
bochdalek  hernias  have  a limiting  sac.  The 
Bochdalek  hernia  is  usually  large.  If  the  defect 
is  large,  the  symptoms  are  produced  early  and 


are  severe.  However,  if  the  defect  is  small,  and 
if  a sac  is  present,  symptoms  may  not  be  ob- 
vious. 

These  hernias  have  been  found  five  times 
more  often  on  the  left  than  on  the  right.  This 
asymmetry  has  been  ascribed  to  the  later  clo- 
sure of  the  left  foramen  and  also  to  the  pres- 
ence of  the  right  lobe  of  the  liver  which  blocks 
most  such  defects  on  the  right.  The  stomach, 
spleen,  and  intestines  are  most  frequently  her- 
niated through  the  defect  on  the  left,  while  on 
the  right,  the  liver  and  the  intestines  are  the 
more  common  trespassers.  There  is  a high  in- 
cidence of  associated  anomalies  with  the  fora- 
men of  Bochdalek  hernia.  Most  series  of  cases 
show  an  associated  malrotation  of  the  bowel 
in  a high  percentage  of  patients.  Congenital 
heart  defects  are  also  frequently  found  as 
associated  anomalies  in  newborns  with  these 
hernias. 

The  signs  and  symptoms  produced  are  re- 
lated to  the  visceral  herniation  into  the  thorax 
and  the  associated  cardiorespiratory  altera- 
tions. At  birth,  the  infant  frequently  looks  nor- 
mal. However,  as  the  herniated  intestines  fill 
with  air  and  food,  cyanosis  and  dyspnea  are 
noted.  The  child  displays  a shallow  and  rapid 
respiration  with  a marked  intercostal  effort. 
There  are  no  breath  sounds  on  the  involved 
side,  and  the  chest  percusses  as  dull.  The  heart 
sounds  are  displaced  to  the  opposite  side. 
Bowel  sounds  are  not  often  audible  in  the 
chest.  The  abdomen  is  scaphoid.  Chest  and  ab- 


Figure  2. 

This  P-A  x-ray  view  of  the  patient,  taken  pre- 
operatively,  reveals  the  abdominal  viscera  in  the 
left  side  of  the  chest  displacing  the  mediastinal 
structures  to  the  right. 
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dominal  x-ray  films  substantiate  the  diagnosis, 
and  radiographic  studies  with  contrast  media 
are  rarely  needed. 

After  the  diagnosis  is  ascertained,  prepara- 
tion is  made  and  oftentime  this  preparation  is 
made  as  an  emergency.  A nasogastric  tube  is 
placed  into  the  stomach  for  constant  suction. 
The  infant  is  placed  into  an  oxygen  environ- 
ment, and  venesection  at  the  ankle  is  per- 
formed. The  surgical  approach  may  be  either 
via  the  abdominal  or  transthoracic  route.  In 
the  newborn,  the  abdominal  incision  offers  the 
advantage  of  exploring  the  gastro-intestinal 
tract,  which  frequently  has  associated  ano- 
malies. After  reduction  of  the  herniated  or- 
gans, the  defect  is  closed  with  interrupted  non- 
absorbable sutures.  If  the  abdominal  cavity 
cannot  accommodate  the  returning  abdominal 
organs,  it  may  be  necessary  to  perform  a two 
stage  abdominal  wall  closure.  Initially  the  skin 
layer  is  closed  alone,  and  about  two  weeks 
later,  a secondary  closure  of  peritoneum  and 
fascia  is  performed.  The  postoperative  care  in- 
cludes the  use  of  an  incubator  environment 
with  oxygen,  constant  nasogastric  suction,  and 
intravenous  therapy  until  the  gastrointestinal 
activity  is  sufficient. 

The  mortality  rate  reported  by  Baffes  in 
Bochdalek  hernias  was  21.3%  compared  to  an 
overall  mortality  rate  in  congenital  dia- 
phragmatic hernias  in  infants  and  children  of 
19.7' i.1 2  Cerilli  reported  a series  of  patients 
with  Bochdalek  hernias  having  an  overall 
mortality  rate  of  28% . However,  there  is  re- 
ported a mortality  rate  of  44%  in  the  newborn 
infants  whose  symptoms  led  to  the  diagnosis 
during  the  first  day  of  life.'  An  improvement 
in  the  mortality  rate  has  been  reported  by 
Meeker  and  Snyder  using  the  construction  of 
an  intentional  ventral  hernia.  A comparative 


This  illustration  depicts  a left  foramen  of  Boch- 
dalek opening.  The  herniated  viscera  have  been 
reduced  back  into  the  abdominal  cavity.  A re- 
tractor is  holding  the  stomach  to  the  right,  and 
the  spleen  is  seen  above  this  defect. 

study  was  made  in  the  repair  of  the  diaphrag- 
matic hernias  in  infants  less  than  one  week  of 
age.  The  mortality  rate  was  lowered  from  75% 
in  those  with  primary  abdominal  wall  closure 
to  less  than  16%  in  infants  in  whom  a ventral 
hernia  was  constructed.3 

Early  diagnosis  and  treatment,  careful  pre- 
and  post-operative  care,  and  meticulous  evalu- 
ation of  all  organ  systems  are  necessary  to  im- 
prove the  survival  rate. 

Summary 

A case  report  of  a Bochdalek  hernia  in  a 
newborn  infant  is  presented  with  preoperative 
and  postoperative  x-ray  findings. 

A review  of  the  embryology  is  given  and 
the  pathological  anatomy  is  illustrated. 

A discussion  of  the  diagnostic  signs  and 
symptoms  and  the  surgical  treatment  is  made. 

An  overall  mortality  rate  in  Bochdalek 
hernias  is  about  20%).  Early  diagnosis  and 
prompt  and  effective  treatment  will  play  a role 
in  reducing  this  high  mortality  rate. 
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THE  PRESENT  STATUS  OF  STAPES  SURGERY  FOR 
OTOSCLEROSIS 


Otosclerosis  is  a pathological  process 
which  produces  an  overgrowth  of 
spongy  bone  around  the  footplate  of  the 
stapes.  This  replaces  the  membrane  and  elimi- 
nates the  motion  of  the  footplate  and  thus  of 
the  ossicular  chain,  so  that  the  sound  waves, 
which  are  normally  conducted  across  the  mid- 
dle ear  to  the  inner  ear  via  the  ossicles  to  the 
oval  window,  must  now  seek  entry  into  the 
inner  ear  by  means  of  the  round  window.  This 
is  the  second  and  only  other  opening  between 
the  middle  ear  and  the  inner  ear.  It  is  sepa- 
rated from  the  middle  ear  by  a membrane 
which  normally  serves  as  a means  of  allowing 
motion  of  the  fluid  in  the  inner  ear  by  bulging 
outward  as  the  piston-like  stapes  is  pushed  in- 
ward at  the  oval  window  by  the  sound  waves, 
thereby  producing  motion  in  the  fluid  in  the 
inner  ear.  This  motion  of  the  fluid  produces  an 
electro-chemical  reaction  around  the  hairs  of 
the  organ  of  Corti  and  initiates  the  stimulus 
which  is  transmitted  via  N VIII  and  many  cen- 
tral pathways  to  the  cortex  of  the  brain,  where 
it  is  interpreted  as  sound. 

If  we  eliminate  motion  of  the  ossicular  chain 
and  the  sound  waves  make  entrance  to  the 
fluid  of  the  inner  ear  only  via  the  round 
window,  the  wave  produced  in  the  fluid  of  the 
inner  ear  is  a weak  one  and  there  is  only  a 
minimal  amount  of  motion  produced  at  the 
hair  cells  and  so  only  a minimal  stimulation  of 
the  nerve.  This  results  in  a conductive  hearing 
loss  of  30  to  40  decibels,  which  is  enough  to 
interfere  considerably  with  social  hearing. 

Occasionally  otosclerosis  occurs  at  both  the 
oval  and  round  windows,  and  if  it  blocks  off 
both  windows  completely  there  is  no  motion  of 
the  fluid  in  the  inner  ear  and  hence  no  stimu- 
lation of  the  hair  cells  and  a profound  hearing 
loss  results  at  about  the  70  to  80  decibel  level. 
The  cause  of  otosclerosis  is  unknown.  At 
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first  it  was  thought  to  be  secondary  to  a 
catarrhal  process  in  the  middle  ear.  Adam 
Politzer,  a Viennese  otologist,  in  1893  first  pro- 
pounded the  fact  that  it  is  a primary  process 
in  the  labyrinthine  capsule  itself  and  not 
secondary  to  chronic  interstitial  catarrh  of  the 
middle  ear  as  it  was  previously  thought. 

After  Politzer’s  exposition  a number  of  oto- 
logical  surgeons  such  as  Boucheron,  Miot, 
Farad,  Siebenmann,  and  others  used  various 
surgical  approaches  directed  toward  the 
stapes  to  try  to  remedy  hearing  losses  due  to 
otosclerosis. 

Rosen,  in  1952,  unaware  of  previous  surgical 
attacks  on  the  stapes,  accidentally  mobilized  a 
stapes  when  he  palpated  it  preliminary  to 
doing  a fenestration.  The  hearing  improve- 
ment was  even  better  than  that  which  could 
have  resulted  from  the  fenestration  procedure 
and  was  maintained  for  several  years. 

Many  variations  of  his  technics  were  in- 
vestigated by  otological  surgeons  in  the  next 
several  years,  including  the  use  of  the  opera- 
tion microscope,  attacks  on  the  stapedial  foot- 
plate, and  finally  stapedectomy  with  partial 
and  then  complete  removal  of  the  footplate. 
The  open  oval  window  was  covered  with  a 
variety  of  tissues  including  the  split  vein  by 
Shea,  the  vein  plug  by  Kos,  fat  from  the  lobe 
of  the  ear  by  Schuknecht  and  gelfoam  sponge 
by  House.  Re-establishment  of  the  ossicular 
chain  was  accomplished  by  attaching  plastic 
prostheses  to  the  long  process  of  the  incus  in- 
cluding, at  first,  polyethelene  tubes  and  later, 
teflon  pistons  by  Shea  or  by  using  stainless 
steel  wire  attached  in  a similar  fashion. 

The  final  words  on  stapes  surgery  are  yet  to 
be  written.  At  the  present  time  the  tendency 
is  to  eliminate  the  use  of  body  tissues  to  close 
the  open  oval  window  (the  thick  technic) 
and  to  use  gelfoam  sponge  to  close  it  ( the  thin 
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technic).  The  continuity  of  the  ossicular  chain 
is  re-established  by  using  either  teflon  or 
stainless  steel  wire  to  replace  the  stapes.  This 
surgery  is  usually  done  under  local  anesthesia, 
but  general  anesthesia  may  be  used.  The 
operation  microscope  has  replaced  the  loupe. 
Results  in  favorable  cases  show  as  high  as  a 
95%  permanent  improvement.  If  we  include 
the  unfavorable  cases  also,  the  prognosis  for 


permanent  improvement  would  be  about  70%. 
Sterile  technic  plus  the  use  of  antibiotics  have 
all  but  eliminated  post-operative  infections. 

No  operative  procedures  have  been  de- 
signed so  far  to  cope  with  hearing  losses  due 
to  sensori-neural  involvement.  However,  ex- 
perimental work  in  this  direction  is  showing 
some  promise. 


POLIOMYELITIS 

An  Abstract  of  Remarks  Made 
By  Stanley  A.  Plotkin,  M.  D. 
of  The  Wistar  Institute 


The  advantages  and  disadvantages  of  vac- 
cination with  killed  virus  are  as  follows:  It 
must  be  given  by  injection,  but  cannot  be 
vomited.  It  appears  to  be  entirely  safe  and  the 
polio  virus  is  completely  inactivated.  It  is 
possible,  however,  that  unknown  extraneous 
viruses  are  still  present.  Killed  vaccine  can  be 
combined  with  DPT.  Vaccination  with  killed 
virus  should  not  be  started  before  3 months  of 
age.  Killed  vaccine  produces  excellent  re- 
sponses in  adults.  There  is  no  interference  by 
enteroviruses.  When  the  post-vaccination  anti- 
body titer  is  high,  intestinal  resistance  occurs, 
but  not  when  the  post-vaccination  titer  is  low. 
It  has  little  effect  when  given  during  epi- 
demics and  boosters  may  be  necessary  every 
2 to  3 years. 

The  advantages  and  disadvantages  of  live 
virus  polio  vaccine  are  as  follows:  Mass  vac- 
cination is  practical;  there  is,  however,  a small 
risk  in  adults  and  the  use  of  the  vaccine  should 
be  restricted  to  childhood.  It  is  probable  that 
there  are  unknown  extraneous  viruses  in  the 


vaccine.  Vaccination  should  be  delayed  to  2 or 
3 months  of  age  and  can  be  given  simul- 
taneously with  DPT.  In  tropical  climates  inter- 
ference with  vaccination  may  be  produced  by 
enteroviruses.  The  virus  spreads  to  contact 
with  development  of  immunity.  Live  virus  is 
highly  effective  in  promoting  intestinal  re- 
sistance to  reinfection.  It  can  be  used  to  abort 
epidemics  and  it  is  probably  unnecessary  to  do 
booster  vaccination. 

In  this  writer’s  opinion  the  scale  is  tipped  in 
favor  of  live  virus  vaccine  by  two  important 
advantages:  the  epidemiologic  barrier  it  places 
in  the  path  of  wild  polio  virus,  and  the  lack 
of  need  for  booster  vaccinations.  My  recom- 
mendation is  live  virus  vaccination  of  all  chil- 
dren up  to  the  age  of  12  with  particular  em- 
phasis on  beginning  vaccination  at  10  weeks 
of  age.  Adults  should  receive  killed  virus — 
Salk  vaccine. 

Seminar  on  Immunizations  presented  by  the  South 
Carolina  Academy  of  Pediatrics  and  the  Com- 
municable Disease  Center  of  Atlanta,  Georgia. 
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THE  DEVELOPMENT  OF  PATHOLOGY  IN 
SOUTH  CAROLINA 


KENNETH  M.  LYNCH.  M.  D.,  D.Sc.,  LL.D. 

Charleston,  S.  C. 


From  such  records  as  exist  it  is  apparent 
that  there  was  no  professorial  chair  of 
pathology  in  the  present-day  sense  in  the 
faculty  of  the  Medical  College  of  South  Caro- 
lina prior  to  the  transfer  of  that  institution 
from  private  status  to  State  ownership  and 
operation  by  legislative  act  ratified  February 
12,  1913.  The  earliest  mention  of  the  subject  in 
faculty  titles  was  in  the  election  of  Dr.  Eli 
Geddings  as  professor  of  pathology  and  juris- 
prudence in  1838.  Geddings  was  a member  of 
the  first  graduating  class  of  the  original  medi- 
cal school,  in  1825,  and  was  destined  to  be- 
come one  of  the  outstanding  surgeons  of  the 
faculty.  He  was  elected  professor  of  surgery  in 
1842. 

During  that  era  in  medical  school  operation, 
and  extending  through  the  next  half  century, 
it  was  a common  course  to  pursue  a stepladder 
kind  of  process  through  what  are  now  known 
as  the  preclinical  branches  of  the  medical  cur- 
riculum toward  faculty  position  in  the  major 
areas  of  the  practice  of  medicine.  While  there 
were  a number  of  the  teaching  staff  through 
the  next  seventy-five  years  who  had  “pathol- 
ogy” in  their  titles,  their  positions  were  usually 
limited  to  the  “assistant”  or  “instructor”  ranks. 
Before  1913  only  five  others  reached  the  rank 
of  professor,  and  each  of  them  had  another 
subject  in  his  title — J.  P.  Chazal,  professor  of 
pathology  and  practice  of  medicine,  1874-1885, 
John  Guiteras,  professor  of  pathology  and 
practice  of  medicine,  1886-1888,  J.  R.  Taylor, 
professor  of  pathology,  practice  of  medicine 
and  clinical  medicine,  1889-1890,  Eugene  Was- 
din,  professor  of  histology  and  pathology, 
1890-1893,  and  G.  McF.  Mood,  professor  of 
pathology  and  bacteriology,  1909-1913.  All  of 
these  men  were  practitioners  of  medicine. 
Guiteras  was  filling  in  time  before  going  on  to 


faculty  position  at  the  University  of  Pennsyl- 
vania. Mood  became  professor  of  bacteriology 
exclusively  in  1913,  and  occupied  that  position 
until  his  retirement  in  1950.  Certainly  there 
was  no  appearance  in  1913  of  any  preparation, 
equipment  or  other  evidence  of  there  having 
been  any  regular  department  or  course  in 
pathology. 

The  present  narrator  came  to  the  position 
as  the  first  full  professor  of  pathology,  as  well 
as  the  first  “full  time”  faculty  member,  of  the 
Medical  College  of  the  State  of  South  Caro- 
lina (as  it  was  then  named)  in  the  summer  of 
1913,  following  a three-year  training  in- 
structorship  at  the  University  of  Pennsylvania. 

Fifty-two  years  of  my  adult  life  have  been 
spent  in  the  service  of  the  Medical  College  of 
South  Carolina,  42  as  professor  of  pathology 
and  chairman  of  the  department,  25  of  these 
in  administrative  capacity  as  well,  and  five 
years  in  emeritus  and  consultative  status. 

1 resigned  at  the  end  of  the  session  of  1920- 
1921  to  enter  private  practice  in  Dallas,  but 
returned  to  the  chair  of  pathology  here  in 
1926.  In  the  intervening  four  years  the  posi- 
tion changed  occupants  three  times;  H.  H. 
Plowden  1921-1922,  B.  C.  Crowell  1922-1923 
and  F.  H.  Dietrick  1923-1925.  At  my  retire- 
ment from  the  chairmanship  of  the  department 
on  July  1,  1960,  H.  R.  Pratt-Thomas  succeeded 
to  the  position  until  February,  1962,  followed 
by  E.  E.  McKee  until  February,  1965,  when 
Gordon  R.  Hennigar,  the  present  incumbent, 
was  elected  successor. 

In  1913  the  school  was  still  located  at  the 
original  permanent  building  (circa  1826)  on 
the  corner  of  Queen  and  Franklin  Streets. 
There  was  an  adjacent  two-story  bam-like 
frame  building  in  which  a room  about  20  ft.  x 
20  ft.  was  the  only  space  assigned  exclusively 
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to  pathology.  That  room  was  bare  of  any  fur- 
nishing or  equipment  except  a waste  sink. 
There  were  no  materials  or  apparatus  for  the 
work  or  the  course — no  technician,  secretary 
or  assistant  of  any  kind.  The  connecting  class- 
room was  a common  lecture  room,  unfurnished 
except  for  ordinary  chairs  and  a shelf  around 
the  outer  wall  which  could  be  used  for  micro- 
scopic work.  There  were  a few  antiquated 
microscopes  for  rental  to  students;  I furnished 
my  own. 

Such  was  the  beginning  of  our  one-man  de- 
partment of  pathology  which  became  the  main 
pillar  of  support  of  the  institution  in  its  peri- 
odic surveys  for  accreditation  and  was  ranked 
in  the  upper  tenth  in  a survey  when  the  rating 
of  medical  schools  as  A,  B,  or  C was  dis- 
continued and  departments  as  well  as  the 
schools  as  a whole  were  ranked  in  tenths.  In  all 
such  surveys  the  compliment  “doing  an  im- 
possible job”  became  routine.  It  remained 
essentially  a one-man  department  for  some  25 
years,  and  yet  as  the  bridge  from  the  basic 
sciences  to  the  practice  of  medicine,  pathology 
carries  a key  responsibility  in  medical  educa- 
tion. 

The  only  associated  hospital  service  was  at 
Old  Roper  Hospital  on  Calhoun  and  Lucas 
(now  Barre)  Streets,  about  a mile  distant. 
(Old  Roper!  Now  abandoned  for  six  years.) 
Whenever  there  was  an  autopsy  to  be  done, 

I took  my  instrument  bag  and  hoofed  the  trip. 
The  morgue  was  merely  a shed  where  the 
bodies  were  laid  on  shelves.  This  was  located 
at  the  edge  of  the  marsh  and  tidal  creek, 
which  area  is  now  filled,  dry  ground  and  has 
become  the  western  half  of  the  medical  center 
campus  grounds  of  the  magnificent  buildings 
recently  constructed  there.  Here  the  autopsies 
were  done  until  an  adjacent  brick  cell  that  had 
been  used  for  violent  insane  patients  was 
made  available.  In  these  two  miserable  places 
the  autopsies  were  performed  for  eight  years, 
seven  after  the  Medical  College  moved  to  new 
quarters  across  from  old  Roper.  A far  crv  from 
the  airconditioned  operating  room  type,  tiled 
and  washable,  spick  and  span,  stainless  steel 
and  gadget  equipped  quarters,  with  refrigera- 
tion of  the  subjects,  that  were  placed  in  the 


new  Medical  College  Hospital  in  1955. 

This  was  the  beginning  of  a medical  school 
autopsy  service  which  became  recognized  as 
outstanding.  Its  development  led  to  a special 
article  by  invitation  of  the  Journal  of  the 
American  Medical  Association.'  It  also  pro- 
duced the  form  of  clinical-pathologic  confer- 
ence in  which  the  students  concerned  present 
the  case  under  question,  and  discussion  is 
made  primarily  by  the  class  members,  with 
faculty  present,  instead  of  the  usual  exercise 
amounting  to  a test  of  wits  between  a clinician 
and  a pathologist. 

Also,  along  the  course  of  an  alert  autopsy 
service  comes  opportunity  for  timely  public 
service,  as  well  as  research  stimulation,  such  as 
the  incident  in  1937  when  we  were  among  the 
first  to  send  a country-wide  alarm  that  quickly 
led  to  withdrawal  from  use  a manufactured 
preparation  called  “Elixir  of  Sulfanilamide.” 
The  menstruum  of  that  medicine  contained 
diethylene  glycol,2  and  a number  of  fatal 
poisonings  had  occurred  here  and  elsewhere 
from  taking  it. 

In  November  of  1914,  the  second  term  of  my 
first  sojourn  here,  the  Medical  College  moved 
to  its  new  building — now  the  old  “main  build- 
ing.” While  more  commodious,  it  was  modeled 
from  the  Queen  Street  building.  There  the  de- 
partment had  a private  laboratory,  a tech- 
nician’s room  and  a teaching  laboratory.  A 
“dark  room”  for  photomicrography  was  added 
immediately.  In  1930  the  department  was 
moved  to  expanded  quarters  on  the  south  side 
of  the  quadrangle  and  in  1955  to  the  east  side. 

The  first  recorded  pathologic  examination 
ever  done  in  South  Carolina  was  reported  on 
September  25.  1913.  That  report  is  number 
one  ( 1 ) in  the  bound  volumes  of  the  records 
in  the  department  of  pathology.  The  first  vol- 
ume is  labeled  September  25,  1913,  to  Decem- 
ber 31,  1914,  and  contains  194  reports.  The 
first  complete  autopsy  ever  recorded  in  the 
State  was  reported  on  October  2,  1913,  and  is 
number  six  (6)  in  the  same  thin  volume.  They 
were  both  done  while  we  were  still  located  on 
Queen  Street.  From  1915  on,  these  permanent 
records  were  bound  annually.  In  1915  they 
numbered  481,  in  one  volume.  By  1929  they 
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required  two  volumes  for  1424  reports.  In 
1955,  they  numbered  24,252  and  required  27 
volumes.  The  consecutive  number  at  the  end 
of  1964  was  549,200. 

In  the  meantime,  my  researches  in  para- 
sitology had  been  continued.  That  resulted  in 
the  award  in  1921  of  the  third  Research  Medal 
ever  given  by  the  Southern  Medical  Associa- 
tion. Incidentally,  it  also  led  to  a rich  experi- 
ence of  acquaintance  with  tropical  medicine 
scientists  over  the  world  as  well  as  an  invita- 
tion to  a professorship  of  tropical  medicine.  It 
also  led  to  the  presidency  of  the  American  So- 
ciety of  Tropical  Medicine  and  the  authorship 
of  a monograph  on  Protozoan  Parasitism  of  the 
Alimentary  Tract.3 

While  the  bibliography  of  publications 
based  on  my  researches  in  the  department 
numbers  some  104  articles  and  two  books,  it 
is  quite  diversified.  There  are.  however,  two 
series  of  studies  which  have  been  credited  as 
outstanding.  One  of  these  was  recognition  of 
the  disease  granuloma  inguinale4  in  North 
America  and  the  application  of  a cure  in  a pre- 
viously unidentified,  incurable,  disabling  and 
sometimes  fatal  disease  that  was  prevalent 
over  the  country  and  especially  in  the  South. 
Following  that  accomplishment,  a group  of 
these  patients  in  Roper  Hospital  were  placed 
in  my  care — a “first”  in  any  hospital  for  a path- 
ologist to  be  given  charge  of  patients.  There 
was  then  no  commercial  preparation  of  anti- 
mony, the  specific  drug  for  intravenous  use, 
and  my  own  solutions  of  tartar  emetic  were 
made  and  administered  by  hand. 

The  upshot  of  that  research  was  an  exhibit 
at  the  American  Medical  Association  in  Roston 
in  1920,  the  first  ever  presented  from  South 
Carolina.  It  was  awarded  the  Gold  Medal,  the 
only  one  ever  won  by  a member  of  the  Medi- 
cal College  faculty.  The  antimony  preparations 
were  soon  produced  on  the  market  by  drug 
manufacturers,  and  granuloma  inguinale  has 
been  so  completely  controlled  that  it  is  now  a 
medical  rarity. 

The  other  series  was  in  the  study  of  pul- 
monary diseases  in  the  dusty  industries.  This 
includes  pioneer  work  in  asbestosis,B  S the  first 


report  of  cancer  of  the  lung”11  of  that  associa- 
tion, and  the  first  publication  of  a full  descrip- 
tion of  kaolinosis.1'  That  work  in  pneu- 
moconiosis is  credited  as  among  the  pioneer 
exposures  of  health  hazards  in  the  dusty 
trades  which  brought  about  protective  meas- 
ures of  control  in  great  industries  and  played 
a part  in  reducing  prevalence  of  costly,  dis- 
abling and  frequently  fatal  chronic  disease  of 
the  lungs.  It  is  also  an  item  in  the  unsolved 
problem  of  cancer  of  the  lung,  in  which  our  re- 
search is  now  in  its  30th  year  of  continuation. 
It  was  the  subject  of  the  first  research  grant 
ever  received  at  the  Medical  College,  and  that 
is  now  in  its  20th  consecutive  year  of  support 
from  Federal  and  private  sources. 

In  consequence  of  that  research,  I was  in- 
vited to  membership  on  the  Scientific  Advisory 
Board  of  the  Council  for  Tobacco  Research — 
U.  S.  A.,  and  have  been  chairman  for  the  last 
seven  years.  A major  interest  of  this  Board  is 
supporting  research  in  cancer  of  the  lung.  Dur- 
ing the  same  time  1 served  a term  on  the  Ad- 
visory Council  of  the  National  Institute  of 
Neurological  Diseases  and  Blindness. 

When  in  1926  the  offer  that  was  required  to 
make  a reasonably  satisfactory  opportunity 
was  made,  I accepted  the  invitation  to  return 
to  the  professorship  of  pathology  at  the  Medi- 
cal College.  A basic  condition  was  that  I be 
allowed  to  charge  and  collect  regular  profes- 
sional fees  for  my  services  in  pathologic  ex- 
aminations of  specimens  referred  by  physi- 
cians from  pay  patients,  using  the  facilities 
and  personnel  of  the  institution  in  that  work, 
just  as  is  universally  done  in  the  service  of 
hospitals  to  patients  of  other  physicians  called 
clinicians,  as  well  as  in  comparable  pathology 
practice.  It  was  also  a basic  condition  that 
neither  the  College  nor  a hospital  could  be 
allowed  to  make  a profit  from  my  professional 
services. 

That  agreement  was  threatened  in  1927 — 
just  as  in  1921 — and  I resigned  again  and 
accepted  the  deanship  of  another  medical 
school.  When,  however,  the  demands  were  re- 
tracted and  reassurance  given  that  the  ques- 
tion would  not  be  raised  again,  I withdrew 
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my  acceptance  at  the  other  school  and  re- 
mained here.  The  episode  is  fully  documented 
and  on  record  and  is  only  related  here  be- 
cause of  subsequent  happenings  and  the  prin- 
ciple involved.  The  question  was  not  brought 
up  again  here  until  the  staff  organization  for 
the  operation  of  the  new  Medical  College  Hos- 
pital and  the  so-called  Faculty  Compensation 
Plan  came  into  consideration. 

In  the  interim  the  Duke  Endowment  sup- 
port of  improvement  of  hospital  service  came 
into  play,  followed  by  the  wave  of  hospital 
building  created  from  the  “Hill-Burton”  Fed- 
eral program,  and  the  demand  that  hospitals 
seeking  “approval”  by  accreditation  agencies 
be  provided  with  qualified  services  in  pathol- 
ogy- 

In  the  1930’s  the  Director  of  the  Duke  En- 
dowment proposed — and  the  Medical  College 
authorities  approved — that  I arrange  to  pro- 
vide pathologic  examinations  for  the  staffs  of 
hospitals  in  South  Carolina  which  could  not 
make  provision  for  qualified  services  of  that 
order  at  their  locations.  The  same  arrangement 
was  being  made  in  North  Carolina  with  Dr. 
Wiley  D.  Forbus,  professor  of  pathology  at 
Duke  University.  At  that  time  there  were  prac- 
tically no  fully  qualified  pathologists  in  prac- 
tice in  South  Carolina,  nor  had  the  many  fine 
new  hospitals  that  now  exist  even  been  built. 
Now  (1965)  there  are  such  hospitals  in  all  of 
the  cities  and  in  some  of  the  larger  towns 
which  can  and  do  support  regular  pathologists. 
There  are  now  some  21  of  these  hospital  path- 
ologists located  in  South  Carolina  besides  the 
seven  in  the  department  of  pathology  of  the 
Medical  College,  as  well  as  the  other  special- 
ists of  the  Laboratory  Division  of  the  staff — 
clinical  pathologists,  microbiologists  and 
chemists. 

In  the  beginning,  there  were  very  few  hos- 
pitals in  this  service,  but  at  one  time  or 
another  most  of  the  hospitals  of  the  state,  in- 
cluding those  of  Columbia,  Greenville, 
Spartanburg  and  Florence,  requested  partici- 
pation. The  larger  hospitals  were  admitted 
only  until  they  had  time  and  opportunity  to 
secure  pathologists  within  their  own  local 


staffs.  At  the  peak  I was  listed  as  consulting 
pathologist  by  a number  of  hospitals  that  had 
not  been  able  to  secure  pathologists,  besides 
the  Veterans  Hospital  in  Columbia  and  the 
U.  S.  Naval  Hospital  in  Charleston. 

The  philosophy  always  was  to  provide  the 
best  service  possible  until  and  unless  that  were 
furnished  through  private  practice.  Hospitals 
of  communities  that  should  be  able  to  support 
pathologists  were  encouraged  to  provide  local 
service,  and  pathologists  were  assisted  in 
securing  such  locations. 

Private  practitioner  pathologists  were  in 
very  scarce  supply  until  recent  years.  The 
American  Society  of  Clinical  Pathologists,  of 
which  I was  a founding  member,  and  presi- 
dent in  1930,  was  not  organized  until  1922. 
That  society  has  been  the  promoting  organiza- 
tion responsible  for  one  of  the  strongest  medi- 
cal specialties  of  the  present  field  of  medical 
practice. 

In  the  beginning  of  this  pathology  service 
at  the  Medical  College,  remuneration  had  to 
be  small.  For  some  years  it  was  given  for  what- 
ever the  hospitals  were  able  to  collect,  and 
payment  was  arbitrarily  based  at  a flat 
monthly  rate. 

However,  a part  of  the  compensation  was 
recognized  to  be  the  value  of  volume  and 
variety  of  the  pathologic  examinations  in  de- 
veloping an  excellent  specialty  training.  By 
1950  a number  of  professors  of  pathology  and 
practicing  pathologists  had  been  matured  in 
this  service,  and  the  departmental  staff  had 
grown  to  six.  In  1965  there  are  reported  to  be 
eight  in  the  regular  staff  and  about  50  assis- 
tants in  the  teaching  and  service  work. 

After  World  War  II  the  recruitment  of 
pathologists  by  the  larger  hospitals  began  in 
earnest  and  by  1960  a number  of  the  smaller 
hospitals  had  joined  them  for  closer  personal 
service.  There  were  still  some  which  were 
nearer  to  the  Medical  College  or  had  not  been 
able  to  make  arrangements  with  other  path- 
ologists. 

In  the  meantime  the  amount  of  work  had 
become  heavy,  and  the  departmental  staff  im- 
proved, so  that  the  routines  could  be  dele- 
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gated.  On  a progressively  increasing  basis  the 
service  was  transformed  into  a group  practice 
within  the  wider  group  of  the  Laboratory 
Division. 

By  the  early  1960’s  the  time  had  come 
when  the  extramural  service  had  for  the  most 
part  served  its  purpose,  and,  by  arrangement 
with  the  staffs  of  the  hospitals  still  participat- 
ing, it  was  progressively  placed  on  a standard 
fee  schedule  for  the  examinations.  So  far  as 
available  current  records  show,  the  number 
still  eligible  in  the  service  had  dropped  to 
twelve  or  less,  and  the  number  of  examinations 
reduced  by  about  50%.  Although,  as  consul- 
tant pathologist,  1 continue  to  participate  in 
the  diagnostic  work  on  an  individual  fee  basis 
when  requested  by  patients,  referring  physi- 
cians, hospital  staffs  or  the  department,  control 
of  the  service  is  in  the  jurisdiction  of  the  chair- 
man of  the  department.  It  may  be  contem- 
plated that  in  the  future  pathology  service  by 
the  department  will  be  practically  limited  to 
the  Medical  College  Hospital  and  clinics  and 


local  affiliated  hospitals,  plus  individual  con- 
sultations and  service  to  nearby  hospitals 
which  are  not  able  and  should  not  be  expected 
to  support  qualified  pathologists  in  their  own 
local  staffs. 

Thus  has  passed  a fifty-year  era  of  evolution 
of  pathology  in  South  Carolina,  in  the  Medical 
College  teaching  department  and  in  private 
practice,  beginning  at  zero  in  1913,  kept  on  a 
professional  referral  basis  all  the  way,  serving 
the  people  through  their  doctors  according  to 
the  need  and  the  circumstances,  and  at  the 
same  time  developing  a teaching  and  training 
service  of  front-rank  position  as  well  as  going 
hand  in  hand  with  research  accomplishment 
which  brought  recognition  to  the  department 
and  the  Medical  College. 

The  three  functions  of  a medical  college — 
education,  service  and  research — were  always 
stressed  in  that  order  by  the  department  of 
pathology  at  the  Medical  College  of  South 
Carolina. 
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Cystosarcoma  phylloides  is  a relatively  un- 
common tumor  of  the  breast.  The  con- 
dition was  first  described  by  Johannes 
Muller  in  1838  who  emphasized  its  usual  be- 
nign nature.  Subsequently,  however,  many 
cases  have  been  reported  which  fulfilled  the 
clinical  and  histologic  criteria  of  a less  com- 
mon malignant  variant. 

The  term  cystosarcoma  phylloides  is 
actually  a misnomer — it  is  neither  cystic  nor 
sarcomatous  in  the  accepted  connotation.  The 
lesion  represents  about  one  half  of  one  percent 
of  all  breast  tumors.  It  is  almost  always  uni- 
lateral, occurs  most  frequently  in  the  fourth 
decade  of  life  and  is  about  eight  times  more 
common  in  the  Caucasian  race.  The  tumor 
never  occurs  in  males,  since  there  are  no 
lobules  in  the  male  breast  from  which  fibro- 
adenomas may  occur.  Though  the  usual  cysto- 
sarcoma is  quite  large,  some  have  been  re- 
ported as  small  as  one  cm  or  less. 

The  usual  history  is  that  of  a mass  in  the 
breast  of  long  standing  with  a rapid,  sudden, 
marked  enlargement.  There  is  usually  no  pain, 
just  a feeling  of  pressure  or  pulling  on  the 
chest  wall  from  the  weight  of  a heavy  mass. 
Typically,  examination  reveals  a large,  mov- 
able. apparently  circumscribed  and  encapsu- 
lated tumor  in  one  breast  with  no  obvious  at- 
tachment to  the  skin  or  chest  wall.  In  some 
cases  of  massive  size,  there  may  be  some  areas 
of  pressure  necrosis  of  the  skin.  There  is  no 
nipple  discharge,  nor  are  any  nodes  palpable 
in  the  axillary  or  supraclavicular  regions. 
Mammograms  reveal  only  a homogeneous  den- 
sity. Briefly,  the  lesions  are  classified  from  the 
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pathological  standpoint  as  benign,  malignant 
and  borderline.  The  benign  tumors  are  closely 
akin  to  large  fibroadenomas.  A fibroadenoma 
and  cystosarcoma  are  basically  similar,  with 
combined  epithelial  and  connective  tissue 
components  extending  in  such  a fashion  that 
the  connective  tissue  stroma  grows  in  apposi- 
tion to  the  epithelial  lined  spaces  which  it  en- 
circles or  distorts.  The  characteristic  difference 
in  the  two  neoplasms  is  the  relative  over- 
growth of  the  connective  tissue  stroma  in 
cystosarcoma,  demonstrated  by  an  increased 
amount  of  the  connective  tissue  as  well  as  an 
increase  in  cellularitv.  The  stroma  may  be  col- 
lagenous, hyalinized  or  mucoid.  The  malig- 
nant form  of  cystosarcoma,  usually  about  fif- 
teen percent  of  the  total,  involves  the  connec- 
tive tissue,  not  the  epithelial  elements.  It  pre- 
sents the  usual  picture  of  fibrosarcoma  found 
elsewhere  in  the  body. 

In  only  one  instance,  in  searching  the  litera- 
ture, could  we  find  a case  report  of  proven 
metastasis  to  the  regional  lymph  nodes.  It  is 
generally  conceded  that  when  metastases 
occur  in  the  malignant  form,  they  are,  for  all 
practical  purposes,  blood  borne,  usually  to  the 
lungs  and  spine.  The  so-called  “borderline” 
types  are  cases  in  which  the  tissue  is  question- 
ably malignant  histologically,  or  where, 
though  apparently  grossly  and  histologically 
benign,  the  lesion  continues  to  recur  locally. 
All  types  of  cystosarcoma  are  definitely  ac- 
celerated by  pregnancy. 

Most  authors  agree  that  the  treatment  of 
choice  is  by  simple  mastectomy,  or,  at  most, 
mastectomy  with  removal  of  the  underlying 
pectoral  muscles.  It  is  generally  felt  that  little 
is  to  be  gained  by  an  axillary  node  dissection. 
By  the  same  token,  most  authorities  take  a dim 
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Lateral  view  of  right  breast  with  patient  sitting. 


view  of  local  excision  because  of  the  known 
high  rate  of  local  recurrence,  even  with  the 
benign  or  borderline  forms.  No  response  can 
be  expected  in  the  usual  case  from  radiation 
or  chemotherapy. 

Case  Report:  A 52  year  old  white  female  came  into 
tlie  office  in  February,  1964  with  a chief  complaint  of 
“lump  in  my  right  breast.  The  patient  was  highly  in- 
telligent, in  charge  of  one  of  Charleston’s  principal 
community  projects  and  resided  just  a few  blocks 
from  most  of  the  hospitals  within  the  city.  These  com- 
ments are  designed  to  emphasize  that  the  size  which 
tlie  tumor  attained  was  not  due  to  ignorance,  poverty 
or  lack  of  available  medical  advice.  She  stated  that 
she  had  had  a “lump  in  the  right  breast”  for  six  or 
seven  years  which  had  been  completely  asymptomatic. 
In  tlie  last  two  years,  the  “lump”  had  gotten  pro- 
gressively larger  until  it  reached  its  present  size.  She 
had  had  no  pain  nor  any  nipple  discharge.  Ironically, 
the  only  discomfort  she  experienced  was  at  times  in 
the  normal  sized  left  breast.  She  had  ceased  men- 
struating about  five  years  ago.  She  was  a widow 
with  one  grown  child. 

The  patient  was  a middle  aged,  well  developed  and 
nourished  white  female,  who,  while  dressed,  appeared 
to  be  perfectly  normal.  In  retrospect,  one  realized 
that  she  was  attired  in  a loosely  fitting  dress  that 
disguised  her  disfigurement.  After  she  had  disrobed, 
inspection  revealed  a tremendous,  more  or  less  uni- 
form, enlargement  of  the  right  breast  with  superficial 
skin  ulceration  on  the  undersurface,  apparently  due  to 
pressure  necrosis  (Fig.  1).  Parenthetically,  it  was 
interesting  to  inspect  later  a home  made  brassiere 
which  the  patient  wore  to  support  the  weight  of  the 
breast  and  which  she  herself  had  devised.  There  were 
no  palpable  axillary  or  supraclavicular  nodes  on  either 
side.  No  nipple  discharge  could  be  expressed.  There 
was  no  skin  retraction  or  fixation  of  the  breast  to  the 


chest  wall.  The  left  breast  was  normal  in  size  and 
shape,  but  with  some  scattered  areas  of  tenderness, 
thickening  and  nodularity,  suggestive  of  mastoplasia. 
Preoperative  mammograms  revealed  changes  sug- 
gestive of  mastoplasia  in  the  left  breast.  The  mammo- 
grams of  the  tremendous  right  breast  demonstrated 
only  a dense  uniform  opacity,  consistent  with  sarcoma 
(Fig.  2).  The  other  routine  laboratory  workup,  as 
well  as  the  usual  history  and  physical,  were  essentially 
negative. 


Figure  2. 

Mammagram  (right  breast)  showing  uniform 
density. 


At  operation,  a transverse  incision  was  made  as  for 
routine  simple  mastectomy,  encompassing  the  nipple 
and  the  area  of  ulcerated  skin.  Under  the  skin  and 
subcutaneous  tissue,  an  encapsulated  mass  was  en- 
countered which,  though  of  massive  proportions,  re- 
sembled a large  fibroadenoma  and  which  “shelled 
out  easily  by  blunt  and  sharp  dissection.  The  normal 
breast  tissue  which  had  been  pushed  upward  and 
laterally  by  the  tumor,  was  later  removed  separately. 


Figure  3. 

Cystosarcoma  phylloides  ulcerating  the  skin 
surface  (gross  specimen). 
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The  axillary  contents  were  not  explored.  After  removal 
of  the  excess  skin,  the  wound  was  closed  with  drain- 
age and  a pressure  dressing  applied. 

The  tumor,  by  actual  weight  (not  including  the  re- 
maining skin  or  breast  tissue ) was  eleven  pounds  and 
measured  23  x 17  x 25  cm  (Fig.  3).  The  skin  was 
ulcerated  over  a 3.5  cm  area.  Separate  was  a 30  cm 
portion  of  skin  bearing  a nipple  and  overlying  breast 
tissue  showing  no  significant  changes.  Numerous 
microscopic  sections  showed  only  a mass  of  loose 
myxomatous  fibrous  tissue  which  surrounds  and 
distorted  scattered  epithelial  lined  spaces.  The  overall 
histologic  appearance  was  very  much  that  of  an 
ordinary  fibroadenoma  (Fig.  4).  The  neoplasm 
ulcerated  the  skin  surface  but  at  no  point  was  the 
cellular  activity  at  all  prominent.  This  particular 
lesion  then  was  classified  as  a benign  type  of  cysto- 
sarcoma  phylloides. 

The  patient  enjoyed  a satisfactory  uneventful  post 
operative  course.  Soon  after  the  incision  on  the  right 
was  healed,  she  underwent  a simple  mastectomy  on 
the  left  side  because  of  the  rather  advanced  and 
symptomatic  mastoplasia  (Fig.  5). 

The  patient  has  been  seen  on  several  occasions  in 
the  past  year  since  operation.  There  is  no  evidence  of 
local  recurrence,  there  are  no  palpable  axillary  nodes, 
x-ray  films  of  the  chest  are  normal  and  her  recently 
acquired  “falsies,”  although  of  lesser  magnitude  than 
the  mammary  tumerfaction,  are  distinctly  more 
flattering  to  her  general  appearance. 


Figure  4. 

Myxomatous  fibrous  tissue  surrounding  epithelial 
lined  spaces. 


Summon/  and  Conclusions 
We  have  presented  a rather  typical  case  of 
cystosarcoma  phylloides  of  the  breast.  We  do 
not  pretend  to  have  promulgated  any  new 
ideas  about  the  subject,  but  possibly  to  re- 
fresh our  minds  about  a comparatively  un- 
usual lesion,  and  bring  up  to  date  the  ac- 
cepted modalities  of  diagnosis  and  treatment. 
We  feel  that  other  members  of  the  profession 
in  South  Carolina  should  be  encouraged  to 
report  interesting  cases  that  they  may  en- 
counter in  their  practice  in  our  State  Journal. 
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Figure  5. 

Post-operative  photograph  of  patient  after 
bilateral  mastectomy. 


July,  1965 


197 


CORTICOSTEROIDS  IN  THE  CONTROL  OF  ACUTE 
LEUKEMIAS  IN  CHILDREN 


JOHN  R.  SAM  PE  Y,  Ph.D. 

Furman  University, 

Greenville,  South  Carolina 


Adrenal  steroids  have  been  the  most  fre- 
quently employed  drugs  in  single  and 
multiple  drug  therapy  of  the  acute 
leukemias  in  both  adults  and  children  during 
the  years,  1949-1963. 17'6"  The  present  study  re- 
views the  use  of  corticosteroids  alone  in  the 
control  of  the  acute  leukemias  in  children  for 
the  five  years,  1959-63. 

Acute  Lymphocytic  Leukemia 

Prednisone.  Hyman  and  associates24  re- 
ported no  significant  difference  in  a com- 
parison of  interrupted  with  continuous  ad- 
ministration of  prednisone  in  30  children  with 
acute  lymphocytic  leukemia:  their  results 

showed  seven  complete,  one  partial  and  six 
clinical  remissions  in  15  children  given  inter- 
rupted doses,  and  nine  complete,  one  partial 
and  four  clinical  remissions  in  15  children  on 
continuous  therapy;  the  former,  however,  did 
have  more  side  effects  and  more  risk  of  re- 
fractoriness to  the  steroid.  Bernard3  tabulated 
85%  complete  remissions  in  children  under 
eight  years  of  age  who  received  prednisone, 
and  50%  complete  remissions  in  those  be- 
tween 9 to  20  years;  in  180  adults  and  children 
he  recorded  120  complete  responses,  following 
hormone  treatment.  Dubois-Ferriere  and 
Kalaci  observed  three  good  remissions  in  in- 
fants given  prednisone  and  one  complete  re- 
mission in  another  given  ultraeortene. 

Prednisolone.  Shanbrom54  described  two 
complete  and  five  partial  responses  in  10  chil- 
dren receiving  prednisolone;  those  children 
and  adults  who  excreted  large  amounts  of  uric 
acid  during  the  first  three  days  of  therapy  had 
complete  remissions.  Cecchi  and  Ferraris13  in- 
duced a good  remission  for  two  months  in  an 
eighteen  year  old,  and  Miyakoda37  noted  a 


good  response  for  four  months  in  a child. 

Victor  also  recorded  a good  remission  in  a 
child. 

Cortisone.  Victor00  failed  to  secure  a re- 
sponse in  another  child  given  cortisone,  while 
Saracoglu’1  caused  a brief,  partial  remission 
in  a 15  year  old  given  the  steroid  and  trans- 
fusions. 

Cortancyl.  Olmer  and  Mongin41  registered 
three  remissions  of  24,  56,  and  72  weeks  dura- 
tion in  three  children  who  were  given  cor- 
tancyl therapy,  while  Arnoux2  noted  a five 
month  remission  in  an  infant  receiving  cor- 
tancyl, ACTH  and  transfusions. 

Triamcinolone.  Porrazzo43  induced  a com- 
plete clinical  and  hematological  remission  in  a 
child  with  ALL  by  giving  this  steroid. 

Unspecified  Adrenal  Steroids.  Boggs,  et  aU 
recorded  71  remissions  and  20  improvements 
in  100  children  with  ALL  who  received  un- 
specified adrenal  steroids.  Moloney,  et  al,3R 
reported  six  good  to  excellent  remissions  in 
eight  children  given  corticosteroids,  while 
Mcllvanie31  compiled  20  complete  and  five 
partial  remissions  in  26  children.  Shanbrom 
and  Miller03  gave  massive  doses  of  steroids  to 
seven  and  described  only  one  complete  and 
two  partial  responses,  but  three  of  four  others 
on  conventional  doses  showed  complete  re- 
missions; one  of  two  children  receiving  both 
types  of  therapy  had  complete  remission,  and 
the  other  showed  some  improvement.  Wilkin- 
son07 described  a child  who  enjoyed  good 
health  for  11  years  with  ALL  who  was  main- 
tained on  steroids  and  transfusions. 

Acute  Granulocytic  Leukemia 

Cortancyl.  Olmer  and  Mongin41  reported  re- 
missions of  20  and  26  weeks  in  two  children 
receiving  cortancyl. 
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Unspecified  Adrenal  Steroids.  Freireich, 
et  al,ia  treated  63  patients  with  adrenal  ster- 
oids, 6-mercaptopurine  or  amethopterin  alone 
or  in  combination  and  noted  no  difference  in 
frequency  or  extent  of  remissions  with  age. 
Boggs,  et  al,e  also  observed  that  age  of  patients 
made  no  difference  in  the  effect  of  steroids; 
they  induced  no  remission  in  50  patients  but 
one  did  show  improvement  on  corticoids. 
Shanbrom  and  Miller53  failed  to  observe  any 
hematologic  response  in  22  children  given 
massive  or  convential  doses  of  steroids  but 
three  did  have  objective  clinical  improvement. 
Ohkita4'1  secured  two  complete  and  six  partial 
remissions  in  eight  children  treated  with  mas- 
sive doses  of  steroids.  Horita,  et  al ,23  obtained 
improvement  in  the  blood  picture  of  a child 
after  corticosteroid  therapy. 

Acute  Paramyeloblastic  Leukemia 
Mikuxowaki3"  induced  improvement  in  a 
child  with  prednisone  who  had  a combination 
of  acute  paramyeloblastic  leukemia  and  tuber- 
culosis. Rohwedder15  reported  a good  hemato- 
logic remission  in  an  infant  who  received  16- 
methylenepredisolone.  Kahle25  noted  little 
benefit  in  a girl  with  acute  septic  paramyelo- 
blastic leukemia  who  received  methvl- 
prednisolone.  Stephan50  described  a nine 
months  remission  in  a child  given  delta  cortril. 
Bohnel  secured  remissions  in  two  children 
with  aleukemic  paramyeloblastic  leukemia 
after  prednisolone  therapy. 

Acute  M icromyeloblastic  Leukemia 
Busse"’  described  a complete  hematologic 
remission  and  subjective  benefit  in  a boy  with 
acute  micromyeloblastic  leukemia  who  re- 
ceived cortocoids  for  several  weeks  but  there 
was  no  effect  on  bone  changes. 

Acute  Monocytic  Leukemia 
Shanbrom  and  Miller53  failed  to  observe  any 
improvement  in  nine  children  with  acute 
monocytic  leukemia  following  administration 
of  massive  doses  of  steroids,  and  Moloney, 
et  al,  ' noted  no  benefit  in  two  children  given 
steroids  or  6-MP.  Torres  Marty  and  Prats 
Yinas'  ' concluded  that  prednisone  caused  the 
condition  of  one  child  to  worsen. 

Pseudorheumatic  Acute  Leukemia 
Coletta,  et  al."  recorded  brief  remissions  in 


two  of  13  children  with  pseudorheumatic 
acute  leukemia  who  received  cortisone  and 
transfusions,  and  in  one  on  prednisone. 

Undifferentiated  Acute  Leukemia 
Prednisone.  Thomas03  induced  23  complete 
and  seven  partial  remissions  in  31  children 
with  acute  leukemia  by  the  administration  of 
prednisone.  Sarrouy,  et  al ,52  recorded  one  com- 
plete remission  to  13  months  and  five  in- 
complete to  four  months  in  13  children.  Stave 
and  Oehme55  described  how  the  glycolytic 
enzymes  in  10  of  13  children  approached  nor- 
mal after  prednisone  therapy,  and  this  enzyme 
change  appeared  some  time  before  the  hema- 
tologic normalization.  Tarantola61  employed 
the  hormone  to  cause  four  fair  clinical  and 
hematologic  remissions  in  11  children.  Garra- 
han"1  reported  five  complete  and  four  partial 
remissions  in  nine  infants  placed  on  predni- 
sone or  prednisolone.  Antonucci  and  Ram- 
enghi'  noted  two  clinical  and  hematologic 
remission  in  six  children  for  seventy  days 
survival  on  prednisone.  Mikulowski35  found 
only  brief  responses  in  two  children,  and 
single  remissions  on  prednisone  have  been 
reported  by  Brogi,0  Ceballos  Carrion,12  Kvi- 
cala,  et  al,2'1  and  Takamiya,  et  aU “ 

Cortisone.  Lightwood,  et  al™  employed 
cortisone  as  the  main  steroid  in  securing  18 
complete  and  eight  partial  remissions  in  35 
children  with  acute  leukemia.  Maurus34  in- 
duced nine  remissions  in  19  children  with 
small  doses  of  cortisone  for  a maximum  sur- 
vival of  35  months,  while  Teza  and  Bertini62 
described  only  one  complete  and  one  partial 
remission  in  19  other  children.  Musial  and 
Kryowski'0  described  six  brief,  partial  re- 
sponses in  18  patients  administered,  predni- 
sone and  ACTH.  Dhers10  calculated  19%  com- 
plete remissions  and  33%  partial  in  37  chil- 
dren on  cortisone.  Makhonova33  described  five 
clinical  and  partial  hematologic  remissions  in 
eight  children  receiving  cortisone  or  ACTII  for 
survivals  averaging  4%  months.  Tarantola01 
used  cortisone  to  induce  two  fair  clinical  and 
hematologic  remissions  in  eight  children,  and 
Maggi,  et  al,  noted  clinical  and  hematologic 
remissions  of  one  to  three  months  in  three  of 
four  children.  Cabanne11  administered  eorti- 
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sone  and  x-rays  without  effect  in  an  infant 
with  neurological  manifestations  of  acute  leu- 
kemia. 

Hydrocortisone.  Sutow  released  two  studies 
on  a comparison  of  the  action  of  hydrocorti- 
sone and  ACTH  in  the  treatment  of  acute 
leukemia  in  children:  in  a preliminary  report67 
he  concluded  that  hydrocortisone  gave  a more 
favorable  response  with  39%  complete  re- 
missions, compared  to  15%  with  ACTH,  and 
fewer  failures  (39  vs  61%),  and  better  bone 
marrow  remissions  (61  vs  33%)  but  he  noted 
no  difference  in  survival  rates;  87  children 
were  treated  with  hormones  and  64  completed 
subsequent  therapy  with  6-MP;  in  a second 
report  Sutow,  et  al ,6S  tabulated  21  complete 
remissions,  12  partial  remissions  and  33  bone 
marrow  remissions  in  54  children  on  hydro- 
eortin;  with  ACTH  they  noted  five  complete, 
eight  partial  and  11  bone  marrow  remissions 
in  33  cases;  duration  of  remissions  on  hydro- 
cortisone were  63  days  and  on  ACTH  46  days; 
they  observed  some  elevation  of  blood  pres- 
sure in  six  cases  and  depression  of  bone  mar- 
row in  seven.  Dhers1H  recorded  five  complete 
remission  in  10  children  placed  on  hydro- 
cortisone and  the  remissions  lasted  from  six  to 
23  months. 

Prednisolone.  The  remissions  of  Garrahan21 
in  children  given  prednisone  or  prednisolone 
have  been  noted  under  prednisone  therapy. 
Kimura  and  Hoshino20  employed  massive 
doses  of  prednisolone  to  induce  one  complete 
remission  in  two  children. 

Unspecified  Adrenal  Steroids.  Freireich18  re- 
ported 61  remissions  in  94  patients  in  ages  up 
to  20  years  who  were  given  steroid  therapy;  of 
51  entering  complete  remission,  28  were  given 
6-MP  for  maintenance  therapy;  the  median  re- 
mission was  180  days  for  those  on  6-MP  and 
60  days  for  23  receiving  placebo;  overall  sur- 
vivals of  the  two  groups  were  similar;  in  a sup- 
plementary study  Freireich  and  16  associates20 
tabulated  30  remissions  in  44  children  of  ages 
up  to  4 years,  19  remissions  of  25  in  ages  5 to 
9 years,  11  of  14  in  ages  10  to  14,  and  only 
two  of  nine  in  ages  15  to  19  years;  54  of  72 
had  acute  lymphocytic  leukemia,  three  of  13 
were  acute  granulocytic  leukemia,  and  five  of 


seven  were  unclassified.  Thompson  and  Wal- 
ker04 treated  35  children  with  steroids  and 
they  registered  21  full  remissions  and  six 
partial;  a second  remission  was  achieved  in  14 
children  but  these  were  shorter  and  not  as 
complete;  few  side  effects  were  noted.  Boiron8 
tabulated  65%  remissions  in  children  up  to  8 
years  of  age,  20%  in  ages  9 to  20  years  and 
15%  in  adults  who  received  steroids  as  the 
chief  drugs.  Pierce,  et  al,**  reported  five  com- 
plete remissions,  seven  fair  and  five  minimal 
response  in  18  children  given  adrenal  steroids, 
while  two  children’s  conditions  deteriorated. 
Rind"  used  transfusions  with  ACTH,  or  corti- 
sone or  prednisone  to  induce  14  responses  in 
17  children.  Takeuchi"0  stated  that  all  eight 
children  in  his  group  responded  to  corticoids. 
Ghai,  et  al,"'  observed  two  complete  remis- 
sions in  seven  children,  and  Balsamo3  noted 
a 3 to  4 months  remission  in  one  of  seven  chil- 
dren given  steroids.  Koshel27  concluded  that 
corticosteroids  are  effective  in  children  with 
acute  leukemia  only  if  leukocyte  counts  are 
low  (15,000  or  less).  Bernard,  et  al ,4  secured 
remissions  in  five  children  for  2,  5,  6,  8 and  12 
months  with  steroids.  Davis  and  McCreadie16 
treated  two  children  with  enlarged  thymus 
glands  from  acute  leukemia  and  noted  im- 
provement with  both.  Russo,  et  al,,e  employed 
corticoids  to  induce  clinical  improvement  in 
two  children  and  hematologic  remission  in 
another  child  in  15  patients  of  various  ages. 
Kuley  and  Ungugur28  induced  a 4*4  month 
remission  in  a child  through  the  use  of  large 
doses  of  corticosteroids. 

Discussion 

A 61%  remission  rate  for  908  children  with 
all  types  of  acute  leukemia  who  were  treated 
in  this  review  with  corticosteroids  compares 
with  a 59%  remission  rate  for  2,147  patients  of 
all  ages  who  received  adrenal  steroids  during 
the  decade  1949-58. 47  The  different  types  of 
acute  leukemia  vary  sharply  in  their  response 
to  corticoids,  for  202  children  in  this  study 
who  had  acute  lymphocytic  leukemia  regis- 
tered a 78%  remission  rate,  while  83  children 
with  acute  granulocytic  leukemia  show  only  a 
17%  remission  rate;  an  earlier  study  gave  a 
32%  remission  rate  in  275  patients  of  all  ages 
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who  received  convential  doses  of  steroids  for 
acute  granulocytic  leukemia.48  Rarer  forms  of 
acute  leukemia  (acute  paramyelocytic,  acute 
monocytic,  etc.)  showed  only  a 28%  remission 
rate  in  32  children,  while  591  children  in 
whom  the  type  of  acute  leukemia  was  not 
differentiated  recorded  a 62%  remission  rate. 

A study  of  the  individual  clinical  reports  on 
the  effect  of  adrenal  steroids  in  the  manage- 
ment of  acute  leukemia  gives  a clearer  picture 
than  that  which  may  be  obtained  from  the 
calculation  of  overall  remission  rates.  For  one 
thing,  it  is  seen  that  a number  of  investigators 
report  only  complete  remissions,  while  most 
designate  both  complete  and  partial  remis- 


sions. In  the  second  place,  the  age  of  the  pa- 
tients undergoing  therapy  is  most  important, 
especially  in  those  with  acute  lymphocytic 
leukemia.  0 And  finally,  the  length  of  the  re- 
sponses varies  widely;  some  patients  who 
register  only  a partial  remission  may  outlive  by 
months  or  years  others  who  experience  com- 
plete but  brief  remissions  following  treatment 
with  corticosteroids. 
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Ocular  aspects  of  golf — W.  W.  Vallotton.  (Charles- 
ton) Southern  Med  J 58:44-47  (January  1965). 

In  this  paper  an  attempt  has  been  made  to  isolate 
some  of  the  optical  principles  that  might  be  of  help 
in  the  game  of  golf.  In  the  search  for  these  prin- 
ciples, several  paradoxes  appeared,  ie.  blind  golfers 
who  shoot  an  18  hole  total  of  81,  and  myopic  golfers 
who  play  on  the  Walker  Cup  Team. 

There  is  a discussion  of  various  ocular  physical 
phenomena,  such  as  difficulty  of  driving  and  putting 
with  bifocals. 

A particular  interest  is  placed  on  putting.  People 
who  have  high  astigmatic  errors  tend  to  get  blurred 
vision  when  their  heads  are  tilted  more  than  a few 
degrees  in  the  putting  stance.  Large  spherical  cor- 
rections may  cause  prismatic  effects. 

A suggestion  for  a new  type  of  putter  in  which 
binocular  vision  can  be  utilized  is  made.  This  putter 
is  a croquet  type  mallet  in  which  the  head  is  held 
upright  and  the  golfer  faces  the  hole. 

There  are  interesting  comments  on  the  subject  of 
golf  by  Dr.  Howard  J.  Stokes  who  discussed  the  paper. 

William  W.  Vallotton,  M.  D. 


Results  of  open  operation  for  acquired  mitral  valve 
disease — F.  H.  Ellis,  Jr.,  et  al  (Mayo  Clinic, 
Rochester,  Minn.).  New  Eng  J Med  272:869  (April 
29)  1965. 

As  of  January  1964,  373  open  operations  on  the 
mitral  valve  were  performed  at  the  Mayo  Clinic.  The 
hospital  mortality  in  the  234  univalvular  procedures 
was  reduced  in  1963  to  9.2%.  During  1963,  13.5%  of 
the  patients  with  mitral  valve  replacement  died,  but 
none  died  after  reconstructive  procedures.  Re- 
constructive procedures  usually  did  not  result  in  long- 


term improvement  for  patients  with  mitral  stenosis 
with  or  without  insufficiency  in  the  presence  of  im- 
mobile leaflets.  Valve  replacement  usually  is  required 
for  such  patients.  However,  a definite,  but  limited 
place  remains  for  valve  reconstruction  in  mitral  in- 
sufficiency. Properly  selected  patients  with  annular 
dilatation  and  pliable  valve  may  do  well  after  postero- 
medial annuloplasty.  Valve  reconstruction  is  urged  in 
the  presence  of  ruptured  chordae  tendineae  since  a 
high  percentage  of  patients  is  improved.  Mitral  valve 
replacement  carries  a significant  but  acceptable  mor- 
tality, and  late  complications  may  occur. 


The  FDA — Inundated  and  Deteriorated? 

The  new  law  gave  the  Food  and  Drug  Administra- 
tion authority  over  the  efficacy  of  drugs  in  addition  to 
its  original  assignment,  the  safety  of  drugs.  This  is  a 
responsibility  that  FDA  was  not  prepared  to  assume. 
In  a system  of  free  enterprise,  this  responsibility  be- 
longs to  the  medical  profession  alone  and  not  to  an 
agency  of  the  government.  Under  this  new  assign- 
ment, the  FDA  has  wavered,  procrastinated  and 
quaked  with  indecision  on  rulings  which  often  they 
are  unqualified  to  make,  owing  to  the  multifaceted 
areas  of  medical  science  and  medical  practice  in- 
volved. In  addition,  the  volume  of  work  has  become 
so  enormous  that  the  staff  has  become  inundated  by 
its  size  and  complexity.  Time  lags  in  getting  informa- 
tion from  the  FDA  have  appallingly  increased.  The 
image  of  the  FDA  has  deteriorated  in  the  eyes  of  the 
pharmaceutical  industry  with  which  it  is  importuned 
to  do  its  most  vital  and  significant  work. — John  C. 
Krantz,  Jr.,  PhD.,  in  Military  Medicine,  130:1,  (Jan.) 
1965. 
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What  does  the  future  hold  for  the  medical  graduate 
of  today?  This  question  is  prompted  by  two  statements 
made  to  me  recently.  The  first  was  in  the  form  of  a 
question  from  a young  surgical  resident,  “What  lies  ahead 
for  those  of  us  who  are  just  starting  out  in  medicine?”  The 
second  came  from  an  older  colleague,  “I’m  not  sure  what 
my  boy  is  going  to  do  but  I am  glad  I talked  him  out  of 
going  into  medicine.” 

What  does  the  future  hold?  No  one  knows.  Which  of 
us,  twenty  or  thirty  years  ago,  could  have  predicted  the 
changes  which  you  and  I have  seen  in  medicine  and  in 
medical  practice.  Yet,  drawing  upon  our  experience  and 
observing  the  trends  of  today,  we  might  be  able  to  paint  a picture — hazy  and  indistinct  though 
it  may  be — which  would  help  our  young  confreres  as  they  plan  for  the  days  ahead. 

Three  factors  will  have  a profound  effect  upon  medical  practice — more  knowledge  and  im- 
proved techniques  in  medical  science,  the  attitude  of  the  public,  and  the  federal  government. 

So  many  predictions  have  been  made  about  the  future  of  medicine  that  I will  make  no 
attempt  at  prophecy.  Yet  I cannot  but  wonder  how  much  of  what  we  know  and  of  what  we  do 
today  will  be  outmoded  twenty  years  from  now.  I am  certain  that  from  a strictly  scientific 
point  of  view  the  next  three  or  four  decades  promise  an  exciting  and  stimulating  environment  in 
which  the  physician  can  live  and  practice. 

The  attitude  of  the  public  toward  medicine  and  medical  care  is  changing.  The  average 
citizen  is  far  better  informed — as  to  himself,  his  makeup,  his  ailments,  his  needs — than  was  his 
father.  He  wants  more  comprehensive  study  and  care  for  himself  and  his  family,  more  consulta- 
tions with  specialists,  more  use  of  the  hospital  for  diagnostic  studies,  more  interest  in  prevent- 
ing disease.  To  meet  these  desires  the  physician  of  the  future  must  devote  more  time  to  the 
individual  patient,  rely  more  upon  other  physicians  for  help,  and  expand  his  activities  in  the 
field  of  preventive  medicine. 

A further  change  is  evident  in  the  attitude  which  some  adopt  toward  the  provision  of 
medical  care.  There  are  those,  and  their  number  is  growing  and  becoming  more  vocal,  who 
maintain  it  is  the  function  of  the  government  to  provide  such  care  for  all  of  the  people.  This 
socialistic  philosophy  is  diametrically  opposed  to  that  of  the  average  doctor  of  medicine  and  the 
physicians  of  the  future  will  find  it  increasingly  difficult  to  cope  with  this  problem. 

The  third  major  force  in  the  physicians’  future  will  be  the  federal  government.  Medicare  is 
on  the  horizon  and  unless  there  is  a change  in  the  political  climate  in  Washington  there  will  be 
more  and  more  federal  participation  in  medical  care.  It  is  an  accepted  dictum  that  where  the 
government  appropriates  money,  it  has  the  right  to  apply  regulations.  Physicians,  therefore,  can 
expect  to  have  more  and  more  dealings  with  bureaus  and  bureaucrats  and  to  be  subjected  to  an 
increasing  number  of  regulations.  How  well  the  practicing  physician,  individualist  that  he  is, 
will  be  able  to  work  with  the  government  only  time  will  tell. 

What  of  the  future?  The  work  itself  should  be  challenging  and  rewarding,  but  there  will 
be  difficulties  and  annoyances.  It  is  my  belief,  however,  that  the  well  trained  physician  who 
likes  people  and  who  has  a desire  to  be  of  service  will  still  find  the  practice  of  medicine  stimu- 
lating and  satisfying  and  that  he  will  be  able  to  say  what  his  older  colleagues  can  say  today, 
“I’m  glad  I’m  a doctor  of  medicine.” 

Julian  P.  Price,  M.  D. 
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Editorials 


House  of  Delegates  Endorses  Individual 
Judgment  on  Non-Participation 

At  a special  meeting  of  the  House  of  Dele- 
gates on  June  6,  called  in  response  to  a motion 
made  at  the  Annual  Meeting  at  Myrtle  Beach, 
the  motion  concerning  non-participation  which 
had  been  tabled  at  the  Annual  Meeting  was 
reconsidered.  After  a preliminary  presentation 
of  the  status  of  the  “Medicare”  Bill  by  Dr. 
Schenkin  of  Omaha  there  was  a considerable 
amount  of  discussion  which  indicated  that  the 
feeling  of  the  House  was  by  no  means  unani- 
mous. After  the  presentation  of  a number  of 
pertinent  points,  the  original  motion  was 
brought  to  a vote  and  passed  by  a majority  of 
38  to  21.  There  was  some  discussion  of  the 
actual  meaning  of  non-participation,  and  the 
sense  of  the  meeting  as  indicated  by  the  re- 
marks was  that  non-participation  meant  com- 
plete withdrawal  or  complete  refusal  to  enter 
into  any  part  of  the  federal  “Medicare”  pro- 
gram. This  means  that  the  person  who  chooses 
not  to  participate  will  not  sign  papers  which 
would  admit  patients  to  the  hospital  and  will 
not  accept  payment  from  the  federal  govern- 
ment. It  was  pointed  out  that  certain  ex- 
ceptions might  be  necessary  in  extraordinary 
circumstances. 

It  was  emphasized  that  there  was  nothing 
compulsory  about  the  action  of  the  Medical 
Association  and  that  no  disciplinary  action  was 
contemplated  for  anyone  who  might  choose 
to  participate  in  the  “Medicare”  program. 

The  motion  as  passed  was  “Resolved,  by  the 
South  Carolina  Medical  Association,  that  it  is 
ethical,  proper  and  desirable  for  reputable 
physicians  not  to  participate  in  the  imple- 
mentation of  the  Medicare  Bill  and  similar 
programs,  and 

“Be  it  further  Resolved,  that  the  South 
Carolina  Medical  Association  request  the 
American  Medical  Association  to  adopt  a 
similar  position.” 


Operation  Head  Start 

Operation  Head  Start,  a new  departure  in 


federal  philanthropy,  by  now  will  have  been 
put  into  effect.  Hastily  arranged,  without  con- 
sultation with  the  medical  profession  or  full 
explanation  to  the  doctors,  it  is  part  of  the 
“war  on  poverty”  and  a creature  of  the  Office 
of  Economic  Opportunity. 

This  program  aims  at  reaching  a million 
underprivileged  pre-school  children,  giving 
them  seven  or  eight  weeks  of  instruction  in  the 
art  of  adjustment  to  school  and  to  society. 
Medical  care,  care  by  the  social  worker,  by  the 
psychologist,  and  other  volunteer  and  profes- 
sional workers  are  included.  In  many  instances 
food  will  be  provided.  In  all  cases  an  effort  is 
to  be  made  to  obtain  the  cooperation  of  the 
parents  and  to  continue  the  summer  push  with 
followup  programs,  which  may  be  extended 
into  year  round  permanancy. 

A look  at  the  complexion  of  the  majority  of 
the  children  in  the  pictures  of  the  promotional 
booklet  leaves  no  room  for  guessing  at  the 
goals  of  the  effort,  which  is  supported  to  the 
extent  of  90%  by  the  federal  government.  The 
local  contribution  of  10%  is  in  the  form  of 
services,  housing,  etc.  Integration  is  required 
and  religion  is  barred  from  the  program. 

It  is  risky  to  criticize  a program  which 
seems  to  offer  great  advantages  to  children  ob- 
viously  much  in  need  of  help.  The  question  is 
whether  the  program  can  possibly  meet  its 
goals  and  whether  it  is  sound. 

Considerations  of  cost  are  not  nowadays  in- 
cluded in  such  planning  but  they  are  consider- 
able in  respect  to  salaries  and  administration. 
The  goals  which  are  set  for  reaching  in  a mat- 
ter of  weeks  are  those  which  most  children  in 
better  circumstances  rather  seldom  attain.  Ad- 
justments are  not  made  often  in  such  a brief 
period.  Social  work  is  slow,  psychologists  are 
very  deliberate,  parents  may  be  hard  to  inter- 
est, and  lack  of  time  may  block  progress. 

How  service  staffs  can  be  secured  from  an 
already  scanty  field  of  supply  is  an  important 
consideration.  Whether  stated  objectives  can 
be  reached  is  much  of  a question.  How  much 
further  the  bounds  of  the  program  will  be  ex- 
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tended  and  how  much  more  federal  bureau- 
cracy will  come  with  and  of  it  are  matters 
which  perhaps  by  now  have  become  apparent. 

Demonstrating  With  Patients 

We  read  recently  that  the  Interns  and  Resi- 
dents Association  of  the  Los  Angeles  County 
General  Hospital  had  decided  that  it  was 
entitled  to  a monthly  raise  of  $100  in  its  mem- 
bers’ salaries.  Obviously,  the  housestaff  was 
dissatisfied  with  its  pay,  whatever  it  was,  and 
decided,  in  the  habit  of  the  present  day,  to 
“demonstrate”  its  unhappiness.  Without  mak- 
ing any  preliminary  threat  of  action,  it  pro- 
ceeded with  a plan  to  overcrowd  the  hospital 
and  in  this  way,  by  some  queer  interpretation, 
to  demonstrate  that  they  were  being  unfairly 
treated. 

Basically,  the  demonstration  consisted  of 
stepping  up  admissions  to  a maximum  and  de- 
creasing discharges  to  a minimum  so  that  the 
hospital  became  packed,  overcrowded  and  un- 
wieldy. 

Overcrowding  implies  a decrease  in  the 
quality  and  quantity  of  services  which  can  be 
rendered  to  patients.  We  wonder  whether 
these  shavetail  doctors  realized  that  they  were 
violating  a fundamental  tenet  of  medicine — 
that  the  patient  must  not  suffer  for  the  whim 
or  the  benefit  of  the  physician.  It  would  seem 
that  their  indoctrination  in  the  ethics  of  the 
profession  has  been  neglected  or  ignored. 
Their  conduct  is  that  unbecoming  a true  physi- 
cian. We  trust  that  their  elders  or  betters  can 


show  them  the  error  of  their  ways  and  help  to 
avoid  future  unfortunate  aberrations  by  this 
young  and  misguided  segment  of  the  medical 
profession. 


Legislative  Successes 

With  the  Legislature  about  to  adjourn  at 
this  writing,  it  seems  that  the  Association  can 
feel  gratified  that  its  efforts  in  guiding  legisla- 
tion dealing  with  medical  matters  have  been 
successful.  This  success  has  obviously  been 
due  to  a great  many  of  our  members  who  have 
worked  with  their  local  representatives  and 
particularly  has  it  been  due  to  the  forceful 
efforts  of  Dr.  Frank  Owens,  Dr.  Joe  Cain,  Dr. 
Norman  Eaddy  and  Mr.  Meadors,  who  have 
spent  great  amounts  of  time  and  effort  in 
appearing  at  hearings  and  otherwise  assisting 
in  the  progress  or  delay  of  legislation. 

The  Osteopathic  Bill  has  been  disposed  of 
for  this  session  and  has  been  referred  to  a 
study  committee  which  will  bring  in  a report 
at  the  next  session  of  the  Legislature. 

The  Podiatry  Bill  has  been  dormant  as  have 
the  other  bills  in  which  the  Association  was 
interested. 

The  recommendation  of  the  Council  in  re- 
spect to  the  reorganization  of  the  Board  of 
Trustees  of  the  Medical  College  has  been 
followed  fairly  closely.  The  bill  which  the 
Association  supported  recommending  that  the 
head  of  the  Community  Health  Centers  organ- 
ization be  a physician  did  not  come  out  of 
committee. 


S C M A 


MINUTES  OF  COUNCIL 
SOUTH  CAROLINA  MEDICAL 
ASSOCIATION 

Myrtle  Beach,  S.  C.,  May  3, 1965 

The  first  meeting  of  Council  was  held  in  connection 
with  the  Annual  South  Carolina  Medical  Association 
Meeting  at  the  Ocean  Forest  Hotel,  Myrtle  Beach, 
South  Carolina,  3:10  p.  m.,  May  3,  1965. 

Present:  Dr.  Norman  Eaddy,  Chairman  of  Council 
presided.  Dr.  George  Dean  Johnson,  Dr. 
Swift  Black,  Dr.  John  Fleming,  Dr.  Jake 
Booker,  Dr.  Siegling,  Dr.  Wyman  King, 


Dr.  Joe  Waring,  Dr.  Julian  Price,  Dr.  Joe 
Cain,  Dr.  Clay  Evatt,  Dr.  Joe  Thomas,  Dr. 
Howard  Stokes,  Dr.  Roderick  Macdonald, 
Dr.  Ben  Miller  (Secretary),  Dr.  Frank 
Owens,  President,  and  Mr.  Jack  Meadors, 
Counsel. 

Dr.  Eaddy  announced  that  he  had  received  a letter 
from  Dr.  Scurry,  indicating  that  for  reasons  of  health 
he  could  not  attend  the  annual  meeting. 

Dr.  Wyman  King  was  called  on  by  the  Chairman  of 
Council  to  present  a problem  from  SCALPEL.  Dr. 
George  G.  Durst,  and  Dr.  Joel  Wyman  had  asked  Dr. 


» 


204 


The  Journal  of  the  South  Carolina  Medical  Association 


King  to  present  a request  from  SCALPEL  that  the 
organization’s  dues  be  billed  as  an  optional  non- 
deductible contribution  along  with  the  state  and 
national  dues.  Dr.  Wyman  King  moved,  seconded  by 
Dr.  John  Fleming,  that  such  a billing  be  allowed. 
This  was  discussed  by  Dr.  Jake  Booker,  Dr.  Joe  Cain, 
and  others.  The  motion  was  put,  and  carried  in  the 
affirmative. 

The  Secretary  was  directed  to  write  a letter  to  Dr. 
George  G.  Durst  and  Dr.  Joel  Wyman,  indicating 
Council’s  action  on  this  matter. 

Dr.  Norman  Eaddy  called  on  Mr.  Jack  Meadors  to 
present  the  problem  of  the  Osteopathic  Bill  now  pend- 
ing in  the  Legislative  Committee.  After  a thorough 
presentation  of  the  status  of  the  bill,  there  was  free 
discussion  by  members  of  Council.  The  final  action  of 
Council  in  this  matter  was  that  Dr.  Eaddy  appoint  a 
committee  to  prepare  a resolution  regarding  the 
Osteopathic  Bill  and  bring  this  back  to  Council  at  the 
morning  session  of  Council  on  May  4,  1965.  The 
following  committee  was  appointed:  Dr.  Joe  Cain, 
Chairman,  Dr.  Julian  Price  and  Dr.  George  Dean 
Johnson.  Dr.  Norman  Eaddy  and  Mr.  Jack  Meadors 
will  serve  as  ex-officio  members. 

Chairman  of  Council  called  on  Dr.  Roderick  Mac- 
donald to  report  on  a request  from  the  State  Board  of 
Medical  Examiners  regarding  the  Medical  Practice 
Act. 

After  free  discussion,  Dr.  Joe  Cain  moved,  seconded 
by  Dr.  Joe  Thomas,  that  Chairman  of  Council  appoint 
a committee  to  study  the  various  provisions  recom- 
mended by  the  State  Board  of  Medical  Examiners. 
This  committee  to  report  back  to  the  subsequent 
meeting  of  Council  ( this  being  the  regular  meeting, 
not  connected  with  the  annual  meeting).  Dr.  Eaddy 
announced  that  he  would  name  this  committee  at  a 
later  date. 

Dr.  Julian  Price  indicated  that  he  would  make  cer- 
tain recommendations  to  the  House  of  Delegates  as 
follows : 

That  the  by-laws  be  revised  to  formulate  ten  ( 10 ) 
strong  standing  committees  for  the  society;  these  to 
be  named  by  Council,  and  a member  of  Council  will 
sit  on  each  of  these  committees.  It  is  understood 
that  this  will  represent  a change  in  by-laws  and  can 
be  passed  on  at  this  annual  session  with  a two-thirds 
vote. 

Other  matters  were  introduced  for  a future  place  on 
the  agenda. 

Dr.  Clay  Evatt  indicated  he  would  present  a resolu- 
tion from  the  Charleston  Medical  Society  regarding 
U.  S.  House  Bill  3140  regarding  Regional  Research 
Centers  proposed  by  the  President. 

A request  from  the  South  Carolina  Hospital  Associa- 
tion requesting  the  South  Carolina  Medical  Association 
to  urge  all  Carolina  hospitals  to  achieve  accreditation 
to  be  discussed. 

In  summary  the  following  action  was  taken: 

1.  Council  approved  joint  billing  for  AMPAC  with 
the  State  Medical  Association  billing.  This  to  be 
shown  as  an  optional  non-deductible  item. 


2.  A Committee  on  Osteopathy  was  appointed  to 
bring  back  resolutions  referable  to  the  pending 
Osteopathic  Bill  now  in  State  Legislature. 

3.  A committee  is  to  be  appointed  by  Chairman  of 
Council  to  study  recommendations  by  the  Board 
of  Medical  Examiners  regarding  changes  in  the 
Medical  Practice  Act.  This  is  not  to  be  reported 
back  at  this  annual  meeting,  but  at  a more  dis- 
tant meeting. 

The  meeting  adjourned,  and  will  reconvene  at  7:30 
a.  m.,  Tuesday,  May  4,  1965. 

Ben  N.  Miller,  M.  D. 


MINUTES  OF  COUNCIL 

Myrtle  Beach,  S.  C.,  May  4, 1965 

The  second  session  of  Council  convened  at  7:45 
a.  m.,  Ocean  Forest  Hotel,  May  4,  1965. 

Present:  Dr.  Norman  Eaddy,  presiding.  Dr.  George 
Dean  Johnson,  Dr.  Swift  Black,  Dr.  John 
Fleming,  Dr.  Jake  Booker,  Dr.  Wyman 
King,  Dr.  A.  Siegling,  Dr.  Joe  Waring,  Dr. 
Julian  Price,  Dr.  Joe  Cain,  Dr.  Clay  Evatt, 
Dr.  Joe  Thomas,  Dr.  Howard  Stokes,  Dr. 
Ben  Miller  (Secretary),  Dr.  Roderick  Mac- 
donald, Dr.  Frank  Owens,  President,  and 
Mr.  Jack  Meadors,  Counsel. 

Reference  was  made  to  the  Committee  to  Review 
Economic  and  Professional  Practices  and  Policies  of 
Hospital  and  State  Institutions  and  Agencies  Whose 
Work  Deals  with  the  Practice  of  Medicine.  It  was  felt 
that  this  was  a stand-by  committee,  and  no  special 
report  was  requested.  Dr.  Joe  Cain  moved,  and  Dr. 
Wyman  King  seconded,  that  this  committee  be  con- 
tinued as  a stand-by  advisory  committee. 

It  was  noted  that  the  Mental  Health  Committee  re- 
port had  been  received,  and  the  Chairman  of  this  com- 
mittee, Dr.  Jim  Galloway,  was  staying  in  Columbia 
for  a Legislative  Committee  meeting.  This  information 
has  been  recorded  and  is  received  as  information. 

Dr.  J.  Arthur  Siegling,  President,  South  Carolina 
Medical  Care  Plan,  commented  on  action  taken  by  the 
Charleston  Medical  Society  regarding  payment  by  the 
plan  to  Nurse- Anesthetists.  He  indicated  that  Nurse- 
Anesthetists  did  approximately  three  hundred  cases, 
and  were  paid  $6,000.00  per  year.  In  contrast,  Anes- 
thesiologists do  some  6,000  cases  with  annual  pay 
from  the  plan  of  $180,000.00.  It  was  indicated  that  in 
certain  hospitals  only  Nurse-Anesthetists  are  available. 
No  action  was  requested. 

Dr.  Siegling  indicated  that  he  had  been  on  the 
Board  of  the  South  Carolina  Medical  Care  Plan  for 
sixteen  (16)  years  and  he  felt  that  he  should  be 
allowed  to  retire.  Since  it  is  Council’s  prerogative  to 
nominate  members  to  the  Board  of  the  South  Carolina 
Medical  Care  Plan  on  advice  from  the  Nominating 
Committee  of  the  organization,  these  names  are  now 
considered. 

Dr.  Siegling  presented  the  following  members, 
whose  terms  have  expired,  to  succeed  themselves:  Mr. 
Frank  Adams,  Dr.  Joe  Cain,  Mr.  Wilton  May,  Mr. 
M.  L.  Meadors,  and  Dr.  West  Simons.  Dr.  Cathcart 
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Smith  has  resigned  because  of  reasons  of  health,  and 
leaves  an  uncompleted  term  of  two  years.  Dr.  Sam 
Lowe,  Rock  Hill,  South  Carolina,  is  nominated  for  this 
post.  To  fill  Dr.  J.  Arthur  Siegling’s  post,  Dr.  Wendell 
Tiller  of  Spartanburg  is  nominated.  These  nominees, 
as  set  forth  by  the  Blue  Shield  Nominating  Com- 
mittee, were  accepted  by  Council,  and  are  to  be 
nominated  to  the  House  of  Delegates. 

Dr.  Clay  Evatt  presented  House  Bill  H.  R.  3140, 
outlining  President  Johnson’s  plan  for  regional  centers 
for  study  and  treatment  of  heart  disease,  stroke,  and 
cancer.  He  commented  that  the  Charleston  Medical 
Society  had  turned  this  down;  however,  the  South 
Carolina  Medical  School  has  filed  a brief,  possibly 
putting  them  in  line  to  receive  consideration  for  the 
center.  It  was  also  commented  that  Columbia,  South 
Carolina,  would  follow  a similar  brief. 

After  much  discussion  it  was  felt  that  all  this  was 
premature  since  the  bill  has  not  yet  passed  Congress, 
and  no  action  was  taken.  The  material  was  taken  as 
information. 

Dr.  Keitt  Smith  appeared  before  Council  to  present 
a letter  from  Dr.  A.  Ronald  Mackenzie,  M.  B.,  Ch.  M., 
Assistant  Attending  Surgeon,  Urology  Service,  444  E. 
68th  Street,  New  York,  N.Y.  10021,  regarding  Dr. 
Theodore  McCann  Davis,  Urologist,  retired,  formerly 
of  Greenville,  South  Carolina.  In  Dr.  Keitt  Smith’s  re- 
marks and  in  the  letter  presented,  it  set  forth  the 
outstanding  original  work  done  by  Dr.  Davis  some 
three  decades  ago  on  transurethral  resections.  He  has 
been  mentioned  for  a possible  Nobel  Prize  Award  in 
Medicine.  It  was  the  desire  of  Dr.  Keitt  Smith  that 
Council  go  on  record  as  endorsing  the  pursuit  of  this 
award.  Dr.  Clay  Evatt  moved,  seconded  by  Dr.  John 
Fleming,  that  Council  go  on  record  as  endorsing  the 
idea  of  presenting  a certificate  of  appreciation  from 
SCMA  to  Dr.  Davis.  The  action  was  passed. 

A committee,  composed  of  Dr.  Joe  Cain,  Dr. 
Julian  Price,  and  Dr.  George  Dean  Johnson,  appointed 
May  3,  1965  by  Chairman  of  Council,  brought  back  a 
resolution  referable  to  the  pending  bill  in  South  Caro- 
lina Legislature  on  Osteopathic  Practice. 

Resolution 

Wh  ereas.  The  South  Carolina  Medical  Association 
by  law  is  constituted  a member  of  the  State  Board 
of  Health  and,  as  such,  by  statute  is  sole  advisor  to  the 
State  in  matters  of  public  health,  and 

Whereas,  There  is  now  before  the  Legislature  a bill, 
which,  if  adopted,  will  allow  the  practice  of  medicine, 
under  the  guise  of  the  practice  of  Osteopathy,  by 
persons  who  are  graduates  of  schools  with  different 
standards  of  training  than  those  in  our  medical  college 
and  other  medical  schools,  and 

Whereas,  Our  State  has  spent  millions  of  dollars  and 
is  now  in  the  process  of  spending  $9  million  dollars 
more  to  keep  our  medical  college  in  Charleston  up  to 
such  standard  that  it  will  continue  to  qualify  for 


accreditation  as  a Grade  A school  by  the  Joint  Ac- 
creditation Committee  of  the  American  Medical  Asso- 
ciation and  the  Association  of  American  Medical  Col- 
leges, and 

Whereas,  The  South  Carolina  State  Board  of 
Medical  Examiners  requires  that  all  applicants  for  ex- 
amination for  license  to  practice  medicine  be  gradu- 
ates of  schools  graded  A by  this  committee,  and 

Whereas,  The  Osteopathic  schools  which  train  the 
applicants  for  examination  in  Osteopathy  under  the 
proposed  bill  have  not  been  examined  by  the  ac- 
creditation committee  referred  to,  and  it  is  impossible 
to  determine  the  adequacy  of  the  facilities  or  training 
offered  by  such  schools,  and 

Whereas,  The  reason  that  our  Board  of  Medical  Ex- 
aminers requires  that  applicants  be  graduates  of  ac- 
credited schools  is  because  they  cannot  possibly  ex- 
amine tlie  applicants  fully  on  the  subjects  covered  by 
the  practice  of  medicine  in  the  three  days  of  examina- 
tion. Such  a comprehensive  examination  would  require 
many  weeks.  Therefore,  the  Board  must  rely  to  a large 
extent  upon  the  fact  that  the  applicants  are  graduates 
of  recognized  accredited  schools,  and  are  thereby  al- 
ready highly  qualified.  The  licensing  of  individuals  to 
practice  medicine  as  doctors  of  Osteopathy,  who  are 
graduates  of  schools  not  on  the  accredited  list  would 
be  open  to  serious  question  and  would  jeopardize  the 
health  of  the  citizens  of  the  State,  Now,  therefore 

BE  IT  RESOLVED,  That  the  House  of  Delegates 
of  the  South  Carolina  Medical  Association,  in  Conven- 
tion assembled  at  Myrtle  Beach  this  4th  day  of  May, 
1965,  does  hereby  urge  and  request  the  General 
Assembly  of  the  State  not  to  approve  the  pending  bill, 
or  any  other  which  would  permit  the  licensing  of 
practitioners  of  medicine  under  any  name  who  are  not 
graduates  of  schools  known  to  be  of  the  quality  of 
accredited  Grade  A medical  schools. 

Dr.  Frank  Owens  moved,  seconded  by  Dr.  Clay 
Evatt,  that  these  resolutions  be  accepted  by  Council, 
to  be  presented  to  the  House  of  Delegates  and,  in 
turn,  if  passed  to  be  presented  to  the  South  Carolina 
Legislature,  the  Legislative  Committee  concerned,  and 
to  the  press.  This  was  put  to  a vote  and  passed. 

Dr.  Tom  Peeples,  Director,  State  Board  of  Health, 
appeared  at  this  time  to  speak  on  House  Bill  H.  R. 
3140,  Regional  Health  Centers,  for  study  and  treat- 
ment of  heart  disease,  stroke,  and  cancer.  He  indicated 
that  he  had  a communication  from  the  Governor  re- 
questing recommendations  from  the  State  Board  of 
Health.  He  further  indicated  that  he  had  briefs  from 
the  Medical  College,  also  from  Columbia  physicians,  a 
petition  to  be  considered  for  the  Regional  Centers. 
Again,  it  was  felt  that  this  was  premature  since  it  was 
pending  legislation  and  these  remarks  were  taken  as 
information. 

Dr.  Howard  Stokes  gave  the  Treasurer’s  Report. 
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REVENUE 


Journal 

Advertising 

Subscriptions 

Total  Revenue  from  Journal 

General 
State  Dues 
Directories 
Miscellaneous 
Benevolence  Fund 

Total  General  Revenue 

TOTAL  JOURNAL  AND  GENERAL  REVENUE 


$21,138.80 

4,481.00 

$25,619.80 


$45,728.00 

85.15 

374.88 

496.50 

$46,684.53 

$72,304.33 


EXPENSES 

Journal 

Printing  $20,540.99 

Editor’s  Expense  1,063.98 

Salaries: 

Editor  $1,800.00 

Advertising  Mgr.  1,200.00  3,000.00 

Total  Journal  Expense  $24,604.97 

Executive  Office 

Rent  $ 1,500.00 

Office  Supplies  751.08 

Exec.  Sec  y.  & Travel  1,882.68 

Salaries  22,498.00 

Furniture  & Fixtures  125.00 

Miscellaneous  Expense  278.31 

Total  Executive  Office  Expense $27,035.07 

Secretary 

Clerical  Help  $ 600.00 

Office  Expense  121.11 

Total  Secretary  Expense $ 721.11 

Committee  on  Public  Relations 
J.  I.  Waring,  Chm. 

Salary  $1,200.00 

Chm’s  Expense  1,319.80 

$ 2,519.90 

Total  Expense,  Committee  on  P.  R. $ 2,519.90 

General  Expense 

Delegates’  Travel  and  Expense  $ 2,073.48 

Other  A.M.A.  Meetings  & Travel  Expense  1,368.75 

President’s  Expense  1,500.00 

Treasurer’s  Expense  100.00 

Tel.  & Tel.  1,522.20 

Postage  897.08 

Insurance  1,411.62 

Newsletter  323.07 

Bookkeeping  & Audit  365.00 

Taxes  (Soc.  Sec.  & Fed.  Unemp.)  493.62 

Legislative  Service  627.48 

Dues  & Subscriptions  367.30 

Public  Relations  237.09 

Women’s  Auxiliary  663.50 

Woman’s  Auxiliary  Bulletin  2,060.69 

Essay  Contest  175.00 

Committee  on  Infant  & Child  Health  130.00 

Miscellaneous  Committee  Expense  292.45 

Reporting  Convention  350.00 

Benevolence  Fund  1,200.00 

Miscellaneous  121.11 

Interest  531.83 

Hospitality  Room  416.42 

Delegate  to  Student  A.M.A.  200.00 

President’s  Gift  154.50 

Total  General  Expense $17,582.19 

Total  Expense  

Excess  of  Expense  Over  Revenue 

Income  From  Investments 

Peoples  Federal  Savings  & Loan  Association  $ 478.78 

Dividends  Reinvested  (Investors  Stock  Fund)  2,100.00 

Dividends  Reinvested  (Investors  Mutual  Fund)  4,201.39 


Total  Income  From  Investments 


$72,463.24 
$ 158.91 


$ 6,780.17 
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Items  Handled  Which  Are  Not  Revenue: 
A.M.A.  - E.R.F. 

A.M.A.  Dues 
County  Dues 


$ 7,090.00 
59,989.50 
400.00 


INVESTMENTS 

General  Fund 

Peoples  Federal  Savings  and  Loan  Association  $12,329.58 

Investors  Mutual  Fund — 6,011.694  shares  @ $12.58  75,669.19 

(Value  April  23,  1965) 

Pursuant  to  direction  of  Council  at  the  October,  1964  meeting,  shares  in  this  account 
of  the  value  of  $10,000.00  were  redeemed.  Immediately  before  redemption,  the  value  of  the 
Fund  was  $82,998.84. 

Total  General  Fund $87,998.77 

Permanent  Home  Fund 

Aiken  First  Federal  Savings  & Loan  Association,  Aiken,  S.  C.  $10,000.00 

Security  Federal  Savings  & Loan  Association,  Aiken,  S.  C.  10,000.00 

Anderson  Savings  & Loan  Association,  Anderson,  S.  C.  10,000.00 

First  Federal  Savings  & Loan  Association,  Anderson,  S.  C.  10,000.00 

Home  Building  & Loan  Association,  Orangeburg,  S.  C.  10,000.00 

Pickens  Building  & Loan  Association,  Pickens,  S.  C.  3,676.32 

Total  Permanent  Home  Fund $53,676.32 

All  of  the  above  currently  pay  interest  at  4Mj%. 


Dr.  Stokes’  report  was  received  as  information,  and 
to  be  presented  to  the  House  of  Delegates. 

Dr.  Swift  Black,  Vice-President,  had  no  report. 

Dr.  Frank  Owens  commented  on  the  matter  of  Fee 
Schedule  for  the  South  Carolina  Industrial  Commis- 
sion. He  indicated  that  a consideration  of  a relative 
value  schedule  such  as  used  by  other  agencies  might 
be  considered.  This  was  commented  upon  by  Dr. 
Arthur  Siegling  and  others.  No  action  was  required. 

A resolution  was  received  from  the  Board  of 
Trustees,  South  Carolina  Hospital  Association.  The 
resolution  asked  that  Council  and  the  medical  profes- 
sion encourage  hospitals  not  now  accredited  by  the 
Joint  Commission,  to  work  toward  accreditation.  This 
resolution  was  endorsed  from  the  motion  of  Dr. 
Owens,  seconded  by  Dr.  Johnson. 

Dr.  O.  B.  Mayer  appeared  before  Council  with  a 
resolution  from  the  South  Carolina  Highway  Depart- 
ment, requesting  that  Council,  SCMA  and  the  State 
Board  of  Health  go  on  record  as  endorsing  a Medical 
Advisory  Committee  to  the  South  Carolina  Highway 
Department  in  the  purpose  of  licensing.  The  State 
Board  of  Health  has  endorsed  this  committee.  A 
motion  was  made  by  Dr.  Macdonald,  seconded  by  Dr. 
Stokes,  that  Council  endorse  such  a committee.  This 
was  put  and  carried. 

Dr.  Hilla  Sheriff  appeared  for  the  Committee  on 
Maternal  Health  to  stress  the  importance  of  early  re- 
porting of  maternal  deaths.  The  report  of  her  com- 
mittee was  adopted  on  the  motion  of  Dr.  John  Fleming 
and  seconded  by  Dr.  Owens.  This  will  be  presented 
from  Council  to  the  House  of  Delegates. 

Dr.  B.  Mayer  reported  to  Council  on  action  of  the 
Committee  for  Procurement  of  Property  as  an  invest- 
ment for  the  South  Carolina  Medical  Association.  A 
piece  of  property  on  Senate  Street  in  Columbia,  South 
Carolina  was  described  with  a purchase  price  of 
$13,000.00.  The  purchase  of  this  property  was  recom- 
mended by  Council;  this  action  to  be  recommended 
to  the  House  of  Delegates. 

Dr.  J.  I.  Waring  gave  the  report  as  Editor  of  the 
SCMA  Journal,  and  as  Chairman  of  the  Committee  on 


Public  Relations.  Dr.  Waring  requested  that  the 
minutes  of  the  House  of  Delegates  be  published  in  the 
Journal  in  a condensed  form.  On  motion  by  Dr.  Perry, 
seconded  by  Dr.  Fleming,  Council  so  endorsed  this 
request. 

It  was  noted  that  Council  should  make  certain 
nominations  to  the  House  of  Delegates  to  fill  offices. 

Council  moved  that  Dr.  Howard  Stokes,  Treasurer, 
be  nominated  to  succeed  himself. 

The  term  of  Dr.  Harold  S.  Pettit,  and  the  term  of 
Dr.  John  D.  Gilland  as  members  of  Committee  on 
Legislation  and  Public  Relations  expires,  and  Council 
moved  that  these  men  succeed  themselves. 

The  term  of  Dr.  Robert  S.  Solomon,  Chairman, 
Committee  on  Emergency  Medical  Care  expired,  and 
it  is  moved  that  he  be  nominated  to  succeed  himself. 

Nominations  for  the  Mediation  Committee,  Third, 
Sixth,  and  Ninth  Districts  are  to  be  furnished  by  the 
Councilors  from  those  districts.  In  addition  to  the  in- 
cumbent, one  additional  member  must  be  offered  as 
an  alternate  for  the  vote  of  the  House  of  Delegates.  In 
the  Third  District,  presently  serving  is  Dr.  Robert  S. 
Clark,  Jr.;  Sixth  District,  Dr.  Sam  O.  Cantey;  and, 
Ninth  District,  Dr.  Francis  P.  Owings.  Dr.  John 
Fleming  has  nominated  for  the  Ninth  District  Dr. 
Francis  P.  Owings  and  Dr.  John  Cathcart.  The  other 
nominations  are  to  be  supplied  later. 

The  Medical  Essay  Contest  in  the  schools  has  again 
been  endorsed  by  Council  on  motion  made  by  Dr. 
Johnson,  and  seconded  by  Dr.  Macdonald. 

Mr.  Meadors  reported  further  on  the  Osteopathic 
Bill,  and  the  problem  in  the  committee,  and  in  the 
Legislature  for  possible  vote.  This  is  to  be  enlarged 
upon  before  the  House  of  Delegates  later.  Mr. 
Meadors  indicated  that  the  House  of  Representatives 
Committee  considering  the  Osteopathic  Bill  has 
offered  as  an  amendment  the  possibility  of  putting  an 
Osteopath  on  the  State  Board  of  Medical  Examiners, 
who,  in  turn,  would  be  involved  in  examining  Osteo- 
pathic Physicians  if  they  were  admitted  to  the  Board. 
Council  expresses  its  disapproval  to  any  compromise 
with  the  osteopathic  proposal. 
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The  Problem  of  the  Chiropodists  was  now  discussed. 
A bill  is  pending  in  committee,  South  Carolina  Legis- 
lature, which  would  permit  Chiropodists  to  administer 
medication  and  do  surgery  on  the  foot,  short  of 
amputating  the  foot.  This  legislation  is  opposed  on 
motion  by  Dr.  Siegling,  seconded  by  Dr.  Macdonald, 
put  and  carried.  Mr.  Meadors  was  asked  to  make  a 
vigorous  effort  and  to  call  on  members  of  the  profes- 
sion in  defeating  this  bill. 

The  Hospital  Advisory  Committee  to  the  State 
Board  of  Health  is  composed  of  lay  as  well  as  medical 
members.  Of  the  medical  members,  Dr.  T.  C.  McFall’s 
and  Dr.  Halstead  M.  Stone’s  terms  expire.  Legislation 
has  changed  the  composition  of  this  board;  however, 
it  seems  advisable  at  this  time  to  nominate  these  men 
to  succeed  themselves,  pending  ruling  on  the  legisla- 
tion. It  was  moved  by  Dr.  Wyman  King,  seconded  by 
Dr.  Frank  Owens,  that  these  men  be  re-nominated. 

On  adjourning,  a note  was  made  of  the  meeting  of 
Council  at  8:00  a.  m.  on  May  5,  1965. 

Ben  N.  Miller,  M.  D. 


MINUTES  OF  COUNCIL 

Myrtle  Beach,  S.  C.,  May  5,  1965 

The  third  session  of  Council  in  conjunction  with 
the  annual  meeting  was  called  to  order  at  the 
Ocean  Forest  Hotel,  Myrtle  Beach,  May  5,  1965,  at 
8:00  a.  m. 

Present:  Dr.  Norman  Eaddy,  Chairman  of  Council. 

Dr.  Joe  Cain,  Dr.  George  Dean  Johnson, 
Dr.  John  A.  Siegling,  Dr.  John  Fleming, 
Dr.  Julian  Price,  Mr.  M.  L.  Meadors,  Dr. 
William  Perry,  Dr.  Roderick  Macdonald, 
Dr.  Clay  Evatt,  Dr.  Jake  Booker,  Dr.  Wy- 
man King,  Dr.  Joe  Thomas,  Dr.  Joe 
Waring,  Dr.  Swift  Black,  Dr.  Howard 
Stokes,  Dr.  Frank  Owens,  and  Dr.  Ben 
Miller  (Secretary). 

Events  of  the  previous  day’s  action  in  the  House  of 
Delegates  were  discussed.  Medicare  as  related  to 
action  taken  by  the  House  of  Delegates  was  con- 
sidered. At  this  point  a motion  was  made  by  Dr. 
George  Dean  Johnson,  seconded  by  Dr.  Owens,  that 
a message  be  sent  by  Mr.  Meadors  for  the  SCMA  and 
Council  to  the  U.  S.  Senators  and  Representatives  in- 
dicating our  opposition  to  Medicare.  A message  was 
also  to  be  sent  to  Senator  Thurmond  expressing  thanks 
of  organized  medicine  for  his  stand  taken  against 
Medicare.  This  motion  was  put  and  carried. 

Reference  was  made  to  the  appearance  of  Dr.  Keitt 
Smith  regarding  Dr.  Davis  and  his  nomination  for  a 
Nobel  Prize  in  Medicine.  It  was  made  clear  to  the 
secretary  that  a certificate  of  recognition  and  com- 
mendation should  be  prepared  by  Council,  to  be  pre- 
sented to  Dr.  Davis.  This  is  to  be  prepared  with  the 
advice  of  Dr.  Keitt  Smith.  The  Secretary  will  con- 
tact Dr.  Smith  referable  to  the  execution  of  such  a 
document. 

At  this  point,  Council  was  called  upon  by  the 
Officers  of  the  Medical  Woman’s  Auxiliary.  Mrs.  Ben- 
ton Bums  presented  a report  from  her  organization  to 


Council.  An  expression  from  Mrs.  Burns  from  the 
Auxiliary  regarding  work  accomplished  during  the  past 
year  and  loyalty  to  the  medical  organization  was  made. 

Dr.  Eaddy  expressed  appreciation  for  the  good  work 
done  by  the  Auxiliary,  and  thanks  were  given  to  the 
officers  of  the  organization.  Particular  reference  was 
made  to  the  Student  Loan  Fund,  and  other  matters. 
The  ladies  dismissed  themselves  at  this  point. 

Dr.  Tom  Goldsmith’s  position  on  the  Benevolence 
Fund  Committee  was  discussed.  Apparently  there  had 
been  some  irregularity  in  his  election  one  year  ago, 
when  he  was  not  to  succeed  himself.  This  possibly 
will  be  worked  out  by  the  Reference  Committee  and 
no  action  was  taken  by  Council. 

At  this  point.  Dr.  Halsted  Stone’s  Committee  Report 
on  a local  election  of  members  to  Council  was  dis- 
cussed. Some  misgivings  were  expressed  by  several 
members  of  Council,  including  Dr.  Eaddy,  Dr.  Price, 
and  so  forth.  No  action  was  taken  since  this  is  in  the 
hands  of  the  House  of  Delegates. 

Dr.  Pope’s  proposal  to  the  House  of  Delegates, 
which  would  expand  the  medical  districts  to  cor- 
respond to  State  Judicial  Districts  to  fifteen  (15)  was 
discussed.  Again,  this  is  a matter  for  the  House  of 
Delegates. 

Mr.  Meadors  brought  up  again  the  problem  of 
pending  medical  bills  in  the  State  Legislature.  Mem- 
bers of  the  Medical  Affairs  Committee  of  the  Senate 
were  listed  by  Mr.  Meadors,  and  the  importance  was 
stressed  of  the  Councilors  contacting  their  local  Sena- 
tors as  well  as  encouraging  the  general  medical  profes- 
sion, members  of  the  House  of  Delegates,  to  do  like- 
wise. Dr.  Frank  Owens  was  instructed  to  make  an 
announcement  to  the  House  of  Delegates  also  during 
the  time  of  the  Scientific  Session  to  stress  the  im- 
portance that  every  man  take  some  responsibility  in 
the  legislative  medical  bills,  and  make  appearances 
directly  in  Columbia  at  hearings,  plus  contacting  their 
local  Representatives  and  Senators. 

As  had  been  planned,  on  a previous  meeting  of 
Council,  Mr.  Meadors  was  asked  to  convey  to  each 
member  of  the  Legislature  the  resolution  referable  to 
the  Osteopathic  Bill.  This  is  to  be  done  by  mail  today, 
so  that  it  will  be  on  their  desk  tomorrow  when  the 
bill  might  be  voted  upon. 

Additional  efforts  will  be  made  in  the  Chiropodist 
Bill.  A hearing  for  this  is  set  in  committee  for  May  11, 
1965  at  4:00  p.  m.  Dr.  Siegling  and  others  plan  to 
attend  this  hearing. 

Action  was  taken  by  Council  on  a motion  by  Dr. 
Macdonald,  seconded  by  Dr.  Clay  Evatt,  that  all  the 
above  be  instrumented  immediately. 

At  this  point,  Council  adjourned  with  a notice  for 
the  next  meeting  at  8:30  a.  m..  May  6,  1965. 

Ben  N.  Miller,  M.  D. 


MINUTES  OF  COUNCIL 

Myrtle  lieach,  S.  C.,  May  6,  1965 

The  final  session  of  Council  was  held,  the  meeting 
being  called  to  order  by  Dr.  Eaddy  at  8:30  a.  m.. 
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May  6,  1965,  at  the  Ocean  Forest  Hotel.  This  is 
designated  as  an  organizational  meeting. 

Present:  Dr.  Norman  Eaddy,  Chairman  of  Council. 

Dr.  William  Perry,  Dr.  Julian  Price,  Mr. 
M.  L.  Meadors,  Dr.  Joe  Waring,  Dr.  Wil- 
liam Hunter,  Dr.  Martin  Teague,  Dr. 
Frank  Owens,  Dr.  Clay  Evatt,  Dr.  Wyman 
King,  Dr.  John  A.  Siegling,  and  Dr.  Ben 
Miller  (Secretary). 

For  record,  officers  of  the  society  elected  by  the 
House  of  Delegates  on  Wednesday,  May  5,  1965  as 
follows:  Dr.  Julian  Price,  President-Elect  automatically 
becomes  President  of  the  society;  President-Elect,  Dr. 
George  Dean  Johnson;  Vice-President,  Dr.  William 
Hunter  of  Clemson;  Secretary,  Dr.  Bon  Miller  re- 
elected; and  Treasurer,  Dr.  Howard  Stokes  re-elected. 

Delegates  to  the  AMA  (2  year  term):  Dr.  Joseph 
P.  Cain,  Jr.  (elected  to  succeed  himself).  Alternate 
Delegate  to  the  AMA  (2  year  term):  Dr.  Joel  W. 
Wyman  (elected  to  succeed  himself). 

Councilors  (3  year  terms):  Third  District:  The 
term  of  Dr.  C.  J.  Scurry  expires  and  he  is  not  eligible 
for  re-election.  Dr.  Martin  Teague  was  elected  to 
succeed  Dr.  Scurry.  Sixth  District:  Dr.  William  Perry 
being  eligible  for  re-election  was  elected  to  succeed 
himself.  Ninth  District:  Dr.  John  M.  Fleming,  whose 
term  expires,  was  not  eligible  to  succeed  himself,  and 
this  office  was  filled  by  Dr.  Harold  P.  Hope. 

Members  of  the  Mediation  Committee  ( 3 year 
term):  Third  District:  Dr.  Robert  S.  Clark,  Jr. 

(elected  to  succeed  himself).  Sixth  District:  Dr.  Sam 
O.  Cantey,  ineligible  to  succeed  himself,  was  replaced 
by  Dr.  Swift  Black.  Ninth  District:  Dr.  Francis  P. 
Owings  (elected  to  succeed  himself). 

Members  of  Benevolence  Fund  Committee  (3  year 
term):  Dr.  Tom  Goldsmith  (elected  to  complete  his 
2 year  term),  and  Dr.  Harold  S.  Pettit  (elected  to 
succeed  himself ) . 

Members  of  State  Board  of  Medical  Examiners  (4 
year  term):  First  Congressional  District:  Dr.  A.  R. 
Johnston  (succeeds  himself).  Third  Congressional 
District:  Dr.  William  P.  Turner  (succeeds  himself). 
Fourth  Congressional  District:  Dr.  George  R.  Wilkin- 
son expired  during  the  year,  and  Dr.  Charles  Wyatt 
was  elected  to  succeed  him. 

Members  of  Hospital  Advisory  Council  to  State 
Board  of  Health  (4  year  term):  Dr.  T.  C.  McFall  and 
Dr.  Halsted  M.  Stone  were  elected  to  succeed  them- 
selves. 

Members  of  Committee  on  Legislation  and  Public 
Relations  (3  year  term):  Dr.  Harold  S.  Pettit,  and  Dr. 
John  D.  Gilland  (elected  to  succeed  themselves). 

Member  of  Committee  on  Emergency  Care  (5  year 
term ) : Dr.  Robert  S.  Solomon  was  elected  to  succeed 
himself. 


Dr.  Eaddy  welcomed  the  newly  elected  members  to 
Council.  Those  being  in  attendance  were  Dr.  William 
Hunter,  Vice-President  and  Dr.  Martin  Teague,  new 
Councilor  for  the  Third  District. 

In  the  reorganizational  meeting,  Dr.  Eaddy  was 
elected  to  succeed  himself  as  Chairman  of  Council, 
and  Dr.  Perry  was  elected  to  succeed  himself  as  Vice- 
Chairman.  Dr.  Martin  Teague  was  elected  Clerk. 

Dr.  Frank  Oxvens  offered  a suggestion  that  Council 
meet  more  frequently  during  the  coming  year,  particu- 
larly just  prior  to  the  annual  meeting.  Dr.  Eaddy 
thanked  Dr.  Owens  for  his  excellent  job  done  as 
President  of  the  South  Carolina  Medical  Association. 
It  was  noted  that  the  newly  elected  officers  officially 
began  their  tenure  at  the  close  of  the  last  session  of  the 
annual  SCMA  meeting. 

Mr.  Meadors  indicated  that  Ocean  Forest  Hotel 
would  be  available  May  9,  10,  and  1 1 for  next  year’s 
annual  meeting.  Since  the  House  of  Delegates  had 
voted  to  return  to  Myrtle  Beach  in  1966,  Council  in- 
structed Mr.  Meadors  to  make  the  appropriate 
reservations  and  arrangements. 

Mr.  Meadors  was  directed  in  the  above  on  motion 
by  Dr.  Perry,  seconded  by  Dr.  Evatt,  and  passed. 

\lr.  Meadors  read  resolutions  prepared  by  Dr.  John 
Fleming,  referable  to  the  Chiropodists  Bill  H.  173  and 
H.  174.  It  was  agreed  that  these  resolutions  should  be 
mailed  forthwith  to  members  of  committee,  and  Mr. 
Meadors  was  directed  on  motion  by  Dr.  Eaddy, 
seconded  by  Dr.  Perry,  and  passed. 

Mr.  Meadors  announced  a change  in  the  hearing  on 
tlie  Chiropodists  Bill  to  Wednesday,  May  12,  at  3:00 
p.  m. 

Mr.  Meadors  indicated  that  he  had  prepared  copies 
of  the  resolution  on  Osteopathy,  prepared  in  Council. 
This  material  is  to  be  mailed  to  all  members  of  the 
Legislature  so  as  to  be  available  the  first  of  this  com- 
ing week. 

Dr.  Perry  reminded  Council  that  the  House  of 
Delegates  had  confirmed  the  decision  of  Council  to 
purchase  the  property  for  an  investment  in  Columbia 
on  Senate  Street,  as  set  forth  by  Dr.  O.  B.  Mayer  and 
his  Committee. 

Mr.  Meadors  was  instructed  to  effect  the  purchase 
of  this  property  as  directed. 

Dr.  Price  commented  on  the  action  of  the  House  of 
Delegates  directing  that  a call  meeting  be  arranged 
“when  it  was  obvious  that  the  Medicare  Bill  was 
destined  for  passage  and  this  action  imminent.”  No 
directive  was  given  Dr.  Price  from  Council  regarding 
this  call;  however,  it  is  anticipated  that  this  will  be  in 
the  next  10  to  14  days. 

On  a note  of  optimism  regarding  the  affairs  of  the 
Association,  Dr.  Eaddy  dismissed  Council. 

Ben  N.  Miller,  M.  D. 
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WILLIAM  H.  HUNTER,  M.  D. 
VICE-PRESIDENT  1985-1966 


Dr.  William  H.  Hunter  has  clone  a general  practice 
of  medicine  in  the  Clemson  community  for  the  past 
12  years  following  the  completion  of  his  internship  at 
the  Greenville  General  Hospital.  He  graduated  from 
the  Medical  Gollege  of  South  Carolina  in  1952. 

A native  of  Anderson,  he  finished  his  secondary 
education  at  Greenville  High  School  in  1941.  He 
graduated  with  his  B.  S.  at  Clemson  College  in  1948. 
His  undergraduate  education  was  interrupted  by  four 
years  service  in  the  Marine  Corps,  where  he  served  as 
a fighter  pilot  and  intelligence  officer  on  carriers  in 
the  Pacific  during  World  War  II. 

He  has  been  a delegate  to  the  S.  C.  Medical  As- 
sociation for  the  past  ten  years  from  the  Anderson  Co- 
unty Medical  Society.  During  this  time  Dr.  Hunter 
has  served  on  numerous  Heferenee,  Special,  and 
Standing  committees.  Last  year  he  was  Chairman  of 
die  “Committee  to  Review  Economic  an  Professional 
Practices  and  Policies  of  Hospital  and  State  Institutions 


and  Agencies  whose  work  deals  with  the  practice  of 
Medicine. 

Dr.  Hunter  is  the  author  of  published  papers  con- 
cerning the  physical  condition  of  young  athletes.  In 
1964,  while  a South  Carolina  delegate  to  the  National 
Republican  Convention,  he  wrote  a series  of  news- 
paper columns  on  politics  that  were  carried  by  numer- 
ous newspapers  throughout  the  state.  Several  of  his 
articles  achieved  nationwide  publication.  At  present 
he  is  involved  in  clinical  research  on  arthritis  and 
hopes  to  have  his  paper  completed  during  the  summer. 

He  is  a trustee  of  the  Anderson  District  of  the 
Methodist  Church;  former  Chairman  of  the  Oconee 
and  Pickens  County  Boy  Scouts;  former  State  Secre- 
tary of  the  S.  C.  Republican  Party. 

He  is  married  to  the  former  Jane  Minter  Gardner 
of  Hartsville,  whom  he  claims  is  his  greatest  asset  for 
the  past  20  years.  They  have  five  children,  PFC  Sam 
Hunter,  USMC;  Gwin;  Harvey;  Matt;  and  Mark. 


Harold  Pagan  Hope 

HAROLD  PAGAN  HOPE 
NEWLY  ELECTED  MEMBER  OF 
COUNCIL 

Dr.  Hope  was  born  in  1905  and  graduated  from 
the  Medical  College  of  South  Carolina  in  1932.  He 
interned  in  Roper  Hospital.  He  is  engaged  in  general 
practice  and  surgery  in  Union. 
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Graduate  Education  and  The  Community  Hospital 

RICHARD  S.  POLLITZER 
SPARTANRURG,  S.  C. 


Research  in  Medical  Centers  is  yielding  new  knowl- 
edge at  an  increasing  rate  each  year.  This  is  especially 
true  in  cardiovascular  disease. 

How  can  this  new  information  be  brought  more 
rapidly  to  the  house  staff  and  visiting  staff  of  the 
community  hospital? 

In  an  effort  to  answer  this  question,  the  South 
Carolina  Heart  Association  last  year  asked  the  medical 
service  of  the  Spartanburg  General  Hospital  to  set  up 
a pilot  project  in  graduate  education  in  cardiovascular 
disease. 

The  Spartanburg  General  Hospital  is  particularly 
well  suited  for  such  a project.  There  is  a tremendous 
amount  of  clinical  material  available  for  teaching  pur- 
poses. The  hospital  has  approximately  500  beds  and  is 
approved  for  15  internships,  including  an  optional 
two-year  internship  program.  The  surgical  and  path- 
ology services  are  approved  for  residency  training. 

The  out-patient  department  of  the  hospital  includes 
a Heart  Clinic,  which  serves  several  counties,  and  an 
outstanding  Cancer  Clinic.  The  Stroke  Rehabilitation 
Program  of  the  Spartanburg  County  Health  Depart- 
ment has  received  national  recognition.  Medical  ETV 
programs  are  brought  directly  into  the  hospital  to 
make  them  readily  available  to  the  house  staff. 

Advice  was  sought  from  several  sources.  In  general, 
they  recommended  closer  liaison  with  medical  schools, 
especially  in  the  form  of  frequent  ward  rounds  by 
visiting  professors,  as  well  as  lectures. 

Several  pharmaceutical  laboratories  provided  grants 
to  finance  the  project. 

During  the  past  nine  months,  the  following  pro- 
grams have  been  given. 

Dr.  Thomas  Findley,  Professor  and  Chairman,  De- 
partment of  Medicine,  University  of  Georgia  School  of 
Medicine,  made  ward  rounds  with  the  house  staff 
and  visiting  staff,  and  talked  to  the  Spartanburg 
County  Medical  Society  on  “New  Syndromes  and  Dis- 
eases.” His  visit  was  sponsored  by  Roche  Laboratories. 

Dr.  Glenn  Sawyer,  Professor  of  Medicine,  Bowman- 


Charleston  Dermatology  of  The  Past 

“Strangers  are  (particularly  the  first  summer  after 
their  arrival  here,)  obnoxious  to  a disorder,  which, 
although  unattended  with  fatal  consequences,  is  very 
annoying.  This  disease,  the  proper  title  of  which,  is 
‘Herpes,  is  commonly  called  ‘Prickly  heat.’  The  per- 
son labouring  under  it,  feels,  particularly  while  in 
bed,  as  if  ten  thousand  needles  were  at  once  run  into 
His  body,  attended  with  a most  intolerable  degree  of 
itchiness.  The  whole  body  sometimes,  from  the  crown 
of  the  head  to  the  sole  of  the  foot,  appears  as  if  com- 
pletely flayed.  I have  seen  instances,  where  the  patient 
was  obliged  to  sit  during  the  whole  day  in  his  shirt 
upon  a chair,  the  least  additional  clothing  causing  an 
increase  of  pain;  and  frequently  have  I been  obliged, 


Gray  School  of  Medicine,  made  ward  rounds  with  the 
house  staff  and  visiting  staff  and  talked  to  the  county 
medical  society  on,  “Cardioversion.”  His  visit  was 
sponsored  by  Merck-Sharpe  & Dohme. 

Dr.  Dale  Groom,  Professor  of  Medicine,  Medical 
College  of  South  Carolina,  while  on  an  inspection  tour 
of  the  hospital’s  ETV  arrangement,  kindly  made  ward 
rounds  with  members  of  the  house  staff  and  visiting 
staff.  His  visit  was  sponsored  by  Merck-Sharpe  & 
Dohme. 

Dr.  Peter  Gazes,  Professor  of  Medicine,  Medical 
College  of  South  Carolina,  talked  on  “Preoperative  and 
Postoperative  Care  of  the  Cardiac  Patient,”  and  made 
ward  rounds.  He  was  sponsored  by  the  South  Carolina 
Heart  Association. 

Dr.  James  Lea,  Associate  Professor  of  Medicine, 
Emory  University  School  of  Medicine,  made  ward 
rounds  and  talked  on,  “The  Thymus”  and  on  “The 
Anemias.”  He  was  sponsored  by  Pfizer  Laboratories. 

Dr.  Leon  Andrews,  Director  of  Medical  Education, 
Greenville  General  Hospital,  talked  to  the  staff  on, 
“Medical  Education  in  the  Community  Hospital,” 
sponsored  by  Palmedico  Laboratories. 

Several  other  services  of  the  hospital  are  maintain- 
ing similar  projects. 

The  entire  series  has  been  most  gratifying.  The 
house  staff  likes  the  academic  atmosphere.  The  visit- 
ing staff  are  inspired  to  better  teaching  in  anticipation 
of  rounds  with  a visiting  professor.  It  is  planned  to 
continue  this  series  as  a regular  part  of  the  teaching 
program  of  the  hospital. 

It  is  believed  that  other  community  hospitals  will 
find  this  type  of  education  most  rewarding. 

The  author  wishes  to  thank  all  those  who  have 
helped  with  this  project.  Further  suggestions  from 
medical  schools  will  be  welcomed. 

Dr  Pollitzer  is  a Director  of  the  South  Carolina 
Heart  Association  and  Chief  of  the  Medical  Service  of 
the  Spartanburg  General  Hospital. 


in  almost  actual  desperation,  to  pour  a basin  of  cold 
water  suddenly  over  my  head;  this  however  only 
afforded  momentary  relief,  and  is  besides  very  im- 
prudent. The  best  method  to  alleviate  the  pain,  is  to 
rub  over  the  body  frequently  with  spirits  or  sugar  of 
lead  water.  The  only  comfort  one  enjoys  under  this 
most  tormenting  disease,  is  the  assurance  of  the 
Faculty,  that  while  labouring  under  it  they  are  free 
from  the  attacks  of  more  dangerous  disorders.  The 
surest  and  safest  remedy  for  this  disease,  is  the  return 
of  cool  weather,  which  at  once  exterminates  both  it 
and  yellow  fever,  should  it  prevail,  and  likewise  these 
tantalizing  insects  musquetoes.” 

Peter  Neilson,  Recollections  of  a Six  Years’  Resi- 
dence in  the  United  States  of  America  (1830). 
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News 


Pediatric  Society  to  Meet 

The  South  Carolina  Pediatric  Society  will  hold  its 
annual  scientific  meeting  on  September  10-12  at  the 
Adventure  Inn  at  Hilton  Head  Island. 


Dr.  Goldsmith  Nominated 

Dr.  Thomas  G.  Goldsmith  of  Greenville  was  elected 
to  succeed  himself  as  Treasurer  of  the  Association  of 
American  Physicians  and  Surgeons. 


Dinlomates  of  American  Board  of  Pediatrics 

The  American  Board  of  Pediatrics  has  certified  the 
following  South  Carolina  doctors  as  Diplomates:  Dr. 
Jack  W.  Chandler  of  Greenville  and  Drs.  Lawrence 
G.  Thorne  and  Albert  C.  Price  of  Charleston. 


Dr.  Kasper  Joins  Finger  Clinic  Staff 

Dr.  Edward  Martin  Kasper  is  the  newest  addition 
to  the  staff  of  Finger  Clinic  in  Marion.  A native  of 
New  York  City,  he  attended  The  Citadel  from  1948- 
1952,  graduating  with  a Bachelor  of  Science  degree. 

He  served  for  two  years  in  the  United  States  Air 
Force — a first  lieutenant  in  the  Medical  Service  Corps. 

In  1959  he  graduated  from  the  Chicago  Medical 
School  as  Doctor  of  Medicine.  After  completion  of  a 
rotating  internship  at  Beth  Israel  Hospital,  New 
York,  he  entered  into  a four-year  period  of  surgical 
training  at  Beekman  Downtown  Hospital,  New  York 
City. 

Dr.  Kasper  is  a Diplomate  of  the  National  Board  of 
Medical  Examiners  and  has  successfully  completed 
Part  I of  the  examination  of  the  American  Board  of 
Surgery. 

Dr.  Kasper  will  be  limited  to  general  surgery  at 
Finger  Clinic. 


Surgical  Society  Officers  F.lected 

Dr.  J.  Robert  Thomason  of  Greenville  was  elected 
president  of  the  South  Carolina  Surgical  Society 
recently. 

He  succeeds  Dr.  Furman  Wallace  of  Spartanburg. 
Other  new  officers  named  at  the  society’s  annual  con- 
vention were  Dr.  Louie  B.  Jenkins  of  Charleston,  vice 
president,  and  Dr.  George  A.  Bunch,  Jr.  of  Columbia, 
re-elected  secretary-treasurer. 


Dr.  Whitten  Honored  For  Work 

Dr.  B.  O.  Whitten,  superintendent  of  Whitten  Vil- 
lage, was  honored  by  the  South  Carolina  Association 
for  Retarded  Children  for  “outstanding  service  to  the 
retarded.” 

He  received  a plaque  and  a $1,400  check  to  be 
added  to  the  fund  of  a “pleasure  train”  for  children  at 
Whitten  Village.  Mrs.  John  Weibel  of  North  Augusta, 
past  president  of  the  S.  C.  Association  for  Retarded 
Children,  presented  the  plaque  and  paid  tribute  to  Dr. 
Whitten  as  “doing  something  for  the  children  long 


before  it  became  a popular  field  for  the  professionals.” 


Dr.  Gibbes  Moves  Office 

Columbia  pediatrician  Robert  W.  Gibbes  has  moved 
his  office  to  1410  Blanding  St.,  Suite  3. 

Dr.  Gibbes,  who  has  practiced  pediatrics  since  1957, 
is  a native  Columbian.  He  was  graduated  from  the 
University  of  South  Carolina  and  Duke  University 
Medical  School. 


Dr.  Groom  Is  Named  To  AMA  Program 

Dr.  Dale  Groom  of  Charleston  has  been  appointed 
a member  of  the  Council  on  Postgraduate  Programs 
of  the  American  Medical  Association. 

The  AMA  Council  is  responsible  for  scientific  pro- 
grams and  exhibits  at  the  annual  and  clinical  conven- 
tions of  the  AMA.  The  operation  is  divided  among  23 
different  sections,  each  representing  a medical 
specialty.  The  programs  are  developed  primarily  for 
the  physician-learner,  as  a part  of  the  nation-wide  pro- 
gram of  continuing  medical  education  for  the  prac- 
ticing physician. 


Dr.  Barth  Gets  Marion  Citizen  Title 

Dr.  Ira  Barth,  Marion  physician,  was  tapped  “Mar- 
ion Citizen  of  the  Year”  at  the  annual  Marion  Rotary 
Club’s  Ladies  Night  Banquet. 

Barth  was  chosen  for  the  award  in  recognition  of  his 
service  in  Big  Brother’s  work  and  as  president  of  the 
Marion  Civitan  Club. 


Kiwanians  Honor  Dr.  B.  F.  Hardy 

The  Dillon  Kiwanis  Club  honored  Dr.  B.  F.  Hardy 
as  their  “Guest-of-the-Month”  commemorating  the 
Golden  Anniversary  of  Kiwanis  International. 

Dr.  Hardy  was  cited  for  his  52  years  of  work  in  the 
field  of  medicine,  50  of  which  was  done  in  Dillon 
County.  He  has  been  in  his  present  location  since 
1925  and  has  served  the  community  long  and  well. 


Greenwood  To  Get  Nursing  Home 

Plans  have  been  revealed  for  construction  of  a 
privately-owned  modern  nursing  and  convalescent 
home  at  an  estimated  cost  of  $300,000. 

Dr.  Robert  N.  Devore  and  his  wife,  Dr.  Margaret 
Bowen  Devore,  of  Jackson,  said  tentative  plans  have 
been  made  to  construct  a similar  facility  at  Laurens  in 
the  near  future. 


Summer  Medical  ETV  Programs 

August  5,  196.5 — 8:00-9:00  P.  M. 
MULTIPLE  SCLEROSIS.  (Univ.  of  Pittsburgh 
School  of  Medicine).  Dr.  James  A.  Rosen,  Attending 
Neurologist,  Univ.  of  Pittsburgh  School  of  Medicine. 
August  19,  196.5 — 8:00-9:00  P.  M. 

OFFICE  MANAGEMENT  OF  DIABETES.  (Univ. 
of  Pittsburgh  School  of  Medicine).  1>.  T.  S.  Danow- 
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ski,  Prof,  of  Medicine  and  Chief  of  Section  on 
Metabolism  and  Endocrinology,  Univ.  of  Pittsburgh 
School  of  Medicine. 


Dr.  White  Opens  Office 

Dr.  Welbourne  A.  White  announces  the  opening  of 
his  office  for  the  practice  of  ophthalmology  at  1410 
Blanding  Street  in  Columbia. 

A native  of  Sumter,  South  Carolina,  Dr.  White  was 
graduated  from  the  University  of  South  Carolina  in 
1953.  He  received  his  M.  D.  degree  from  the  Medical 
College  of  South  Carolina  in  December,  1956,  and  the 
following  year  he  served  his  internship  in  the  United 
States  Navy.  He  continued  on  active  duty  in  the 
United  States  Navy  from  1958-1961. 

Dr.  White  served  his  residency  in  ophthalmology  at 
Manhattan  Eye,  Ear  and  Throat  Hospital  in  New  York 
City.  He  is  married  to  the  former  Betty  Lee  Holman 
of  Sumter,  South  Carolina,  and  resides  with  their  four 
children  at  6510  Crostield  Hoad  in  Columbia. 


State  Board  of  Medical  Examiners 

The  State  Board  of  Medical  Examiners  of  South 
Carolina  met  at  the  Ocean  Forest  Hotel,  Myrtle  Beach, 
South  Carolina  on  May  5,  1965.  Physicians  applying 
for  medical  licensure  by  endorsement  of  credentials 
were  interviewed  and  seven  physicians  were  licensed 
to  practice  Medicine  and  Surgery  in  the  State  of 
South  Carolina.  They  are  as  follows: 


Dr.  Blackwell  B.  Evans  graduated  from  the  Medical 
College  of  Virginia  and  is  currently  completing  a 
residency  in  urology  in  New  Orleans.  His  plans  are  to 
begin  practicing  in  Charleston  in  July. 

Dr.  Marion  S.  Fowler,  Jr.,  a graduate  of  the  Medical 
College  of  Virginia,  is  currently  with  the  U.  S.  Navy 
in  Charleston.  Dr.  Fowler  is  from  Lake  City  and  plans 
to  practice  there  at  a later  date. 

Dr.  A.  Lawrence  Lemel  graduated  from  Western 
Reserve  School  of  Medicine  and  completed  residency 
training  in  otolaryngology.  He  practiced  in  Dayton, 
Ohio,  before  he  recently  moved  to  Charleston. 

Dr.  Benjamin  F.  Moss,  Jr.  is  a graduate  of  the 
Medical  College  of  Georgia.  Dr.  Moss  is  board  certi- 
fied in  psychiatry  and  his  office  is  located  in  Augusta, 
Ga. 

Dr.  Richard  K.  Rowe  is  a graduate  of  the  Univer- 
sity of  Buffalo  School  of  Medicine.  He  is  completing 
a residency  in  radiology  in  New  York  and  plans  to 
move  to  Loris  in  July. 

Dr.  Walter  E.  Scribner,  a graduate  of  the  University 
of  Virginia  School  of  Medicine,  is  board  certified  in 
radiology.  He  has  practiced  in  Kingsport,  Tennessee, 
for  the  past  nineteen  years.  Dr.  Scribner  plans  to 
move  to  South  Carolina  in  about  a year. 

Dr.  Edward  M.  Kasper  graduated  from  the  Chicago 
Medical  School  and  has  completed  residency  training 
in  general  surgery.  He  has  recently  begun  practicing 
in  Marion. 


When  arthritic  joints  demand  potent  steroid  cor. 


a comparatively  small  dose 
of  a steroid  such  as 
dexamethasone 
can  be  the  difference  between 
disability  and 
productivity.”* 


' 
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FROM  THE  PRESS 


Doctors  Take  A Stand 

If  private  physicians  are  not  to  become  mere  agents 
of  the  U.  S.  Dept,  of  Health,  Education  and  Welfare, 
the  medical  profession  will  have  to  firmly  oppose 
federal  control  of  health  services. 

This  is  what  the  Charleston  County  Medical  Society 
has  done  in  urging  non-participation  by  doctors  in 
the  Johnson  administration’s  Medicare  plan.  We  con- 
gratulate the  doctors  on  their  determination. 

The  medical  society  proposes  that  the  final  decision 
regarding  non-participation  be  left  up  to  the  individ- 
ual physician.  In  any  case,  the  doctors  will  continue  to 
serve  their  patients  as  before.  Those  who  decide  not 
to  participate  in  Medicare  will  decline  to  fill  out  the 
government  forms. 

In  refusing  to  go  along  with  the  Medicare  scheme, 
the  doctors  would  be  within  their  rights.  Non-par- 
ticipation would  be  legal  and  ethical. 

We  believe  the  Charleston  County  Medical  Society 
is  on  firm  ground  in  taking  this  stand.  Doctors  are  as 
much  engaged  in  a private  activity  as  are  clergymen, 
journalists,  or  engineers.  Private  physicians  aren’t  gov- 
ernment workers.  They  can’t  be  drafted  for  govern- 
ment service  in  their  daily  lives  without  due  process  of 
law. 

If  the  medical  profession  willingly  goes  along  with 
Medicare,  it  is  likely  that  Big  Government  will  take 


other  steps  to  press  doctors  into  a national  health 
service  such  as  exists  in  Great  Britain.  This  service  is 
bad  for  the  doctors,  and  even  worse  for  the  patients. 

In  Britain,  doctors  are  required  to  treat  patients  on 
an  assembly  line  basis.  Numerous  writers  have  in- 
dicated that  the  quality  of  medical  service  has  de- 
clined drastically  since  the  Labor  Government  intro- 
duced socialized  medicine.  One  result  of  the  national 
health  service  in  Britain  has  been  to  cause  able  young 
doctors  to  seek  practice  overseas,  while  British  hos- 
pitals have  had  to  recruit  poorly  trained  Pakistanis  and 
other  Commonwealth  physicians  to  maintain  services. 

In  the  United  States,  doctors  are  well  organized 
and  possess  needed  skills.  They  are  in  a good  position 
to  oppose  bureaucratic  schemes  which  will  reduce  the 
quality  of  medical  care.  The  administration  may 
retaliate  against  doctors  who  decline  to  participate  in 
Medicare.  But  even  in  socialist  countries,  the  bureau- 
crats have  not  been  entirely  successful  in  forcing  doc- 
tors to  become  mere  government  agents. 

Non-participation  isn’t  a doctors’  strike,  which  phy- 
sicians in  some  countries  have  found  necessary  to 
underscore  their  plight.  But  in  this  day  of  pressures 
and  counter-pressures,  it  is  essential  that  private 
physicians  bring  their  views  forcefully  to  the  attention 
of  the  general  public,  which  will  suffer  if  socialized 
medicine  is  introduced  in  the  United  States  on  the  in- 
stallment plan. 

Charleston  Notes  6 ■ Courier  June  18 


ou  demand  maximum  safety  and  low  cost  for  your  patient 


DexameTH 

Dexamem  asone 

Tablets  0.75  mg.  and  0.5  mg. 


□ DEXAMETH  possesses  greater  anti-inflammatory  potency  per  milligram  than  most 
steroids  □ with  less  tendency  to  produce  undesired  effects  □ available  at  substan- 
tially reduced  cost  to  patient 


PRECAUTIONS:  At  therapeutic  dose  levels,  dexameth  (dex- 
amethasone)  may  have  less  tendency  to  cause  sodium  or 
water  retention,  potassium  excretion,  disturbance  in  glu- 
cose metabolism  or  hypertension  than  some  of  the  older 
steroids.  With  these  exceptions,  however,  the  drug  may 
give  rise  to  the  metabolic  and  hormonal  side  effects  char- 
acteristic of  corticosteroids.  It  should,  therefore,  be  used 
with  great  caution  in  the  presence  of  tuberculosis  and 
other  infections,  osteoporosis,  peptic  ulcer,  fresh  intestinal 
anastomoses,  diverticulitis,  thrombophlebitis,  herpes  sim- 
plex, psychotic  tendency,  pregnancy  and  in  persons  ex- 
posed to  chickenpox,  measles  or  scarlet  fever. 

* Rothermich,  N.  O.:  Postgrad.  Med.  35:117,  1964. 

U.S.  VITAMIN  & PHARMACEUTICAL  CORPORATION,  800  Second  Ave.,  N.  Y.,  N.  Y.  10017 


CONTRAINDICATIONS:  Ocular  herpes  simplex,  arthritis 
complicated  by  psoriasis,  tuberculosis  of  the  eye  and  skin, 
fungal  keratitis,  local  pyogenic  infection. 

Before  prescribing,  consult  product  brochure. 

DOSAGE:  In  rheumatoid  arthritis,  the  initial  daily  dosage 
ranges  from  1.5  to  3.0  mg.  The  dosage  is  then  decreased 
gradually  to  the  minimum  that  will  maintain  sufficient 
relief;  this  may  be  as  little  as  0.75  mg.  per  day.  After  ex- 
tended therapy,  it  is  especially  important  that  the  drug  be 
withdrawn  gradually  to  allow  recovery  of  normal  adrenal 
function. 


SCIENTIFIC-SEMINAR -SELF  MEMORIAL  HOSPITAL 

August  11,  1965 

9:00  A.  M. — Registration — Hospital  Lobby 

9:15  A.  M. — Film  #1  Vaginal  Hysterectomy — Technique 

Film  #2  Episiotomy — Technique  ( By  Dr.  R.  H.  Barter) 

9:45  A.  M. — Invocation 

9:50-10:45  A.  Nl. — Case  Reports — Members  of  Self  Memorial  Hospital  Staff 
( 10  minutes  each  ) 

Pregnancy  Complicated  by  Carcinoma  of  the  Cervix.  Dr.  W.  A.  Klauber 
Bilateral  Chylothorax.  Dr.  Stanley  Baker,  Jr. 

Senior  Citizens’  Cataract  Extraction.  Dr.  D.  H.  Williams 
The  Treatment  of  Urethritis  in  the  Female.  Dr.  P.  L.  Bates 
10:45-11:30  A.  M. — Abdominal  Trauma.  Dr.  Manuel  E.  Lichtenstein 
11:30  A.  M. — Coke  Break — View  Exhibits 

11:45-12:05  A.  Nl. — Clinical  Significance  of  New  Laboratory  Tests.  Dr.  Herbert  Magruder 
12:05-12:30  P.  M. — What  Do  you  Know  About  the  Temporal  Mandibular  Joint?  J.  Marvin 
Reynolds,  D.D.S. 

12:30-  1:00  P.M. — Common  Lesions  of  the  Mouth  That  the  Physician  Should  Not  Miss. 
Jimmy  Edwards,  D.D.S. 

1:00-  2:15  P.  M. — Luncheon — Hospital  Cafeteria  (Ladies  included) 

2:15-  3:00  P.  M. — The  Clinical  Application  of  Recent  Advances  in  Endocrinology. 

Dr.  Robert  H.  Barter 

3:00-  3:45  P.  M. — Chromosome  Studies  & Their  Significance  to  the  Practicing  Physician. 

Dr.  Wayne  H.  Finley 

3:45-  4:00  P.  M. — Coke  Break — View  Exhibits 

4:00-  4:30  P.M. — Lymphography — A Diagnostic  and  Therapeutic  Adjunct  in  the  Manage- 
ment of  the  Cancer  Patient.  Dr.  Edwin  Liebner 
4:30-  5:00  P.  Nl. — Complications  of  Gall  Bladder  Disease.  Dr.  Manuel  E.  Lichtenstein 
5:00-  5:10  P.  M. — Drawing  for  door  prizes 

Dental 

9:30  A.  M. — Meeting  Piedmont  District  Dental  Society.  Dining  Room 
10:15  A.  M.— Coffee 

10:45  A.  Nl. — The  Relationship  of  Occlusion  and  the  Temporal  Mandibular  Joint  Prob- 
lems. J.  Marvin  Reynolds,  D.D.S.  Doctors’  Lounge  (Physicians  are  wel- 
come ) 

12:00  A.  M. — Oral  Lesions  of  Interest  to  Physicians.  Jimmy  Edwards,  D.D.S.  Combined 
group — Solarium 
12:45-  1:45  P.  M.— Luncheon 

2:00-  5:00  P.M. — The  Fundamentals  of  Fixed  Prosthodontics  Construction.  J.  Marvin  Rey- 
nolds, D.D.S.  Doctors’  Lounge 

Social  Hour 
American  Legion 

6:15  P.  M. — Get  Acquainted 

7:00  P.  M. — Banquet.  Address  by  Dr.  Pratt  Thomas,  “The  Resurrectionists” 

Ladies 

9:00  A.  M. — Registration — Hospital  Lobby 
9:00-  LOOP.  M. — Bridge — Hospitality  Room 

1:00  P.  M. — Luncheon — Hospital  Cafeteria 

3:30  P.  M. — Afternoon  Tea — Mrs.  R.  M.  Christian.  (Transportation  provided) 


V.  D.  NEWS 

Several  years  ago,  when  we  all  saw  a good  deal  of 
syphilis,  we  often  made  a clinical  diagnosis  (by 
lesions,  etc.),  and  confirmed  it,  if  possible  through 
serology.  Many  of  these  cases  were  in  the  late  stages. 
Nowadays,  with  the  advent  of  the  “wonder  drugs” 
(especially  penicillin)  many  of  these  cases  are  diag- 
nosed and  treated  in  the  early  stages  (primary  and 


secondary)  and  the  late  lesions  are  seldom  seen.  One 
reason,  perhaps,  is  that  due  to  the  state  and  national 
VD  Control  Program,  early  cases  and  their  contacts 
are  ferreted  out  and  brought  to  diagnosis  and  treat- 
ment. Many  cases  are  missed,  however,  and  thus  go 
on  to  the  later  stages,  with  or  without  symptoms.  Also, 
even  among  those  in  the  early  stages  ( primary  and 
secondary),  objective  symptoms  (lesions)  are  often 
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rather  inconspicuous  or  absent  and  unless  an  index  of 
suspicion  is  rather  high  they  may  be  missed  altogether. 
Accordingly  it  is  logical  that  many  physicians  feel  that 
in  their  practice  they  “don’t  see  syphilis  any  more.” 
Most  of  us  think  of  syphilis  in  terms  of  lesions,  and  if 
lesions  (early  or  late)  are  not  present,  and  if  the 
patient  is  of  high  socio-economic  status,  we  may  not 
suspect  the  presence  of  syphilis.  On  the  other  hand, 
how  can  anyone  certify  to  the  fact  that  a patient  does 
not  have  syphilis,  unless  our  assumption  is  based  upon 
a negative  serum  test?  And  how  can  we  determine 
whether  the  serologic  test  is  negative  or  positive  unless 
we  submit  a blood  specimen  to  the  laboratory  for 
routine  testing? 

About  eight  years  ago,  many  of  our  colleagues  were 
of  the  opinion  that  syphilis  was  about  stamped  out  be- 
cause they  seldom  saw  this  disease  in  their  practice. 
During  that  same  year,  however  822  of  the  then  1300 
physicians  in  this  State  reported  positive  tests  among 
their  patients.  The  point  is  that  all  of  us  would  do 
well  to  raise  our  own  index  of  suspicion.  Syphilis  is 
here,  whether  we  admit  it  or  not.  Insofar  as  prac- 
ticable, routine  blood  testing  of  all  new  patients  on 
first  visit,  regardless  of  the  reason  for  the  visit,  might 
uncover  many  cases  of  syphilis  that  would  otherwise 
never  be  even  suspected.  Our  records  indicate  that 
many  cases  have  been  brought  to  light  in  this  man- 
ner. If  every  physician,  regardless  of  specialty,  would 
take  a blood  specimen  for  testing  on  every  new 


patient,  the  results  should  be  most  revealing. 


American  Medical  Association 
House  of  Delegates 

Introduced  by:  South  Carolina  Delegation 
Subject:  Non-participation  in  Medicare  Pro- 

grams 

Whereas,  It  is  the  feeling  among  many  physicians 
that  the  intervention  of  a third  party  into  the  doctor- 
patient  relationship,  such  as  would  be  the  case  if  the 
proposed  Medicare  Bill  is  passed,  would  ultimately 
result  in  deterioration  of  medical  care;  and 

Whereas,  In  order  to  insure  that  the  patient  and  the 
physician  continue  to  enjoy  the  benefits  that  are  tradi- 
tional in  medicine  as  it  is  practiced  in  America  today, 
many  State  Associations,  including  the  South  Carolina 
Medical  Association,  have  stated  that  it  is  ethical, 
proper  and  desirable  for  reputable  physicians  not  to 
participate  in  the  implementation  of  the  Medicare  Bill 
and  similar  programs;  and 

Whereas,  Since  the  Medicare  Program  would  be 
national  in  scope,  this  resolution  would  be  much  more 
effective  if  a similar  resolution  were  passed  by  the 
American  Medical  Association;  therefore  be  it 

Resolved,  by  the  American  Medical  Association  that 
it  is  ethical,  proper  and  desirable  for  reputable  physi- 
cians not  to  participate  in  the  implementation  of  the 
Medicare  Bill  and  similar  programs. 


Book  Reviews 


DISEASES  OF 
METABOLISM.  Edited  by 
Garfield  G.  Duncan,  M.  D. 
W.  B.  Saunders  Company, 
Philadelphia  and  London. 
1964.  Pp.  1551.  $28.50. 

The  fifth  edition  of  this 
informative  and  useful 
book  consists  of  23  chap- 
ters written  by  32  authors. 
The  authors  are  eminently 
qualified  contributors  to 
their  fields  of  interest. 

Several  approaches  are  used  in  the  presentation  of 
information.  Some  chapters  approach  a topic  in  a 
classical  fashion,  e.g.  “The  Child  with  Diabetes.” 
Other  chapters  convey  information  by  approaching  a 
milieu  effected  by  disease.  For  example,  “Water  Bal- 
ance in  Health  and  Disease”  first  gives  physiological 
considering  such  subjects  as  hyperaldosteronism, 
familial  periodic  paralysis,  diabetes  insipidus,  cerebral 
salt  wasting  syndrome. 

The  expressed  purpose  of  this  volume  is  to  convey 
information  from  the  investigator  to  the  practitioner. 


This  it  does  successfully  with  6%  pounds  of  informa- 
tion and  references. 

John  F.  Buse,  M.  D. 


CARDIOMYOPATHIES,  a Ciba  Foundation 
Symposium  edited  by  G.  E.  W.  Wolstenholme. 
Little,  Brown  and  Co.,  Boston.  1965.  Pp  428. 
$12.50. 

The  book  is  a collection  of  papers  presented  at  a 
Ciba  Symposium  in  April,  1964,  by  well  known 
authors  mainly  from  America  and  England,  on  dis- 
eases of  the  myocardium.  A rather  disproportionate 
amount  of  discussion  of  the  muscular  hypertrophy 
initiating  and  accompanying  obstruction  to  outflow  of 
the  ventricles  is  included.  Less  than  one-fourth  of  the 
discussion  is  devoted  to  the  remaining  disorders  of 
the  myocardium,  which  are  a poorly  defined  group  of 
diseases  that  are  being  encountered  more  and  more 
frequently  as  cardiac  diagnosis  continues  to  improve. 
In  this  respect  it  is  a useful  book  to  summarize  our 
limited  knowledge,  and  point  out  how  much  more 
needs  to  be  learned,  about  primary  myocardial  disease. 

John  A.  Boone,  M.  D. 


July,  1965 
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LOMOTIL  Pharmacologic  Activit 


The  significant  pharmacologic  actio, 
of  Lomotil  are  summarized  as  follov 


Evidence  indicates  that  Lomotil  a>| 
directly  on  the  intestinal  musculature 
inhibit  excess  peristalsis. 


Lomotil  is  not  known  to  inhibit  noma 
pulsive  intestinal  movements. 


Roentgenograms  demonstrate  that 
activity  occurs  within  two  hours  ai| 
oral  administration  and  persists  fo: 
least  six  hours. 

Comparative  studies  in  the  rat  s 
Lomotil  to  be  more  effective  in  inhi 
ing  fecal  excretion  than  either  codte 
or  morphine. 

Analgesic,  anticholinergic,  mydri. 
and  gastric  secretory  effects  have 
been  significant. 

Reduction  of  propulsive  motility 
Lomotil  relieves  spasm  and  cram 
allows  physiologic  absorption  of 
and  reduces  frequency  of  evacuatio: 
provide  prompt,  symptomatic  contr 
virtually  all  diarrheas. 


M 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 


tablets  • liquid 


slows  propulsion 


relieves  distress 


stops  diarrhea 


Precautions:  Lomotil  is  an  exempt  nar- 
cotic preparation  of  very  low  addictive 
potential:  more  than  three  million  prescrip- 
tions have  now  been  written  for  Lomotil. 
Recommended  dosages  should  not  be  ex- 
ceeded. Lomotil  should  be  used  with  cau- 
tion in  patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs  or 
barbiturates. 

Side  Effects:  Side  effects  are  relatively  un- 
common but  among  those  reported  are  gas- 
trointestinal irritation,  sedation,  dizziness, 
cutaneous  manifestations,  restlessness  and 
insomnia. 

Dosage:  For  full  therapeutic  effect-Rx 
full  therapeutic  dosage.  The  recommended 
initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 

Children: 

3 to  6 months-3  mg.  (V2  tsp.*  t.i.d.) 

6 to  12  months— 4 mg.  (V2  tsp.  q.i.d.) 

1 to  2 years-5  mg.  (V2  tsp.  5 times  daily) 

2 to  5 years— 6 mg.  (1  tsp.  t.i.d.) 

5 to  8 years-8  mg.  (1  tsp.  q.i.d.) 

8 to  12  years-10  mg.  (1  tsp.  5 times  daily) 

Adults: 

20  mg.  (2  tsp.  5 times  daily  or 
2 tablets  4 times  daily) 

*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one 
fourth  the  therapeutic  dose. 

Lomotil  is  a brand  of  diphenoxylate  hydro- 
chloride with  atropine  sulfate;  the  subther- 
apeutic  amount  of  atropine  is  added  to 
discourage  deliberate  overdosage. 


SEARLE 


Research  in  the 
Service  of  Medicine 


DORLAND’S  ILLUSTRATED  MEDICAL 
DICTIONARY.  24th  Edition.  W.  B.  Saunders 
Company,  Philadelphia  and  London.  1965.  Pp. 
1724.  13  (DeLuxe  Edition,  $17.) 

This  comprehensive  and  reliable  medical  dictionary 
has  now  reached  its  24th  edition  and  its  65th  year  of 
publication.  The  last  edition  was  in  1957.  Since  that 
time  a great  many  changes  have  been  made  to  keep 
it  in  step  with  the  numerous  medical  advances  and 
changes  that  occur  in  this  time  of  rapid  progress.  The 
dictionary  serves  as  a guardian  of  the  language  in  a 
period  when  classical  study  has  decreased  almost  to 
the  point  of  disappearance,  and  words  are  used  or 
devised  without  regard  to  their  basic  origins  and 
meanings. 

A great  many  changes  have  been  made  in  the 
anatomical  terms  to  correspond  with  the  Nomina 
Anatomica.  Continuing  progress  in  the  development 
of  drugs  has  necessitated  many  alterations  and  addi- 
tions in  this  field.  The  historical  aspect  has  not  been 
neglected,  and  all  in  all  the  dictionary  is  just  about 
all  that  can  be  required  of  this  kind  of  work.  It  is 
legible,  not  yet  too  bulky  to  handle,  and  a valuable 
tool  for  any  physician,  whether  he  is  or  is  not  as 
literate  or  literary  as  he  should  be.  It  can  be  highly 
recommended. 

JIW 


PREVENTIVE  MEDICINE,  Principles  of  Pre- 
vention in  the  Occurrence  and  Progression  of  Dis- 
ease, by  Herman  E.  Hilleboe,  M.  D.  and  Granville 
W.  Larimore,  M.  D.  W.  B.  Saunders  Company, 
Philadelphia  and  London.  1965.  Pp.  523.  $12.00. 

This  volume,  following  the  pattern  of  the  first 
edition,  was  written  by  more  than  30  well  known 
teachers  and  workers  in  public  health  and  preventive 
medicine  and  cleverly  edited  by  its  two  authors.  It 
contains  a number  of  new  features  made  necessary  by 
the  rapid  expansion  and  development  of  public  health. 

The  authors  have  succeeded  in  skillfully  blending 
the  preventive  aspects  of  public  health  and  of  private 
medical  practice,  emphasizing  the  fact  that  the  two 
are  interdependent  to  a rather  large  degree. 

The  first  portion  of  the  book  deals  witli  the  actual 
prevention  of  disease,  realizing  the  impossibility  of 
completely  preventing  the  occurrence  of  a great  many 
ailments.  The  second  portion  logically  discusses  the 
prevention  of  progression  of  these  diseases,  while  the 
third  portion  discusses  the  supporting  services  for 
preventive  medicine,  and  presents  the  role  of  educa- 
tion in  the  field  of  preventive  medicine.  It  also  out- 
lines the  various  ancillary  services  to  the  modern 
practice  of  preventive  medicine,  including  the  public 
health  nurse,  the  social  worker,  the  official  and  the 
voluntary  Health  agencies. 

This  volume  should  prove  to  be  a serviceable  text 
and  reference  book,  useful  for  medical  students,  phy- 
sicians and  health  specialists  alike. 

Leon  Banov,  M.  D. 


MEDICAL  PRACTICE  AND  PSYCHIATRY: 
THE  IMPACT  OF  CHANGING  DEMANDS 

(GAP  Report  No.  58  48  pages  1964  $.75) 

Pointing  out  that  “interpersonal  relations  between 
patients  and  their  physicians  are  the  keystone  of 
medical  practice,”  The  Group  for  the  Advancement  of 
Psychiatry  has  just  published  a pamphlet  designed  to 
aid  physicians  in  meeting  the  increased  demands  from 
the  public  for  help  with  the  emotions  of  their  patients. 

“Although  many  of  those  who  maintain  positions 
of  responsibility  and  influence  in  the  field  of  medical 
practice  are  embarking  on  a much-needed  campaign 
to  stimulate  integration  of  principles  with  the  every- 
day practice  of  medicine,”  the  report  states,  “this 
objective  will  be  difficult,  if  not  impossible,  to  ac- 
complish until  tlie  forces  that  have  divided  psycho- 
logical and  physiological  medicine  are  identified  and 
eliminated. 

According  to  the  formulators  of  Medical  Practice 
and  Psychiatry:  The  Impact  of  Changing  Demands, 
doctors  are  progressively  subject  to  pressures  in  their 
education,  training,  and  practices  that  tend  to  de- 
crease emphasis  on  the  individual  patient  as  an  inte- 
grated biological,  psychological,  and  social  person. 
Some  of  these  pressures  come  from  the  growing 
specialization  of  medicine,  the  traditional  concepts  of 
illness  based  on  a dichotomy  of  mind  and  body,  the 
increasingly  complex  technical  problems  of  diagnosis 
and  therapy,  the  rapid  growth  of  population,  and  the 
increasing  shortage  in  medical  manpower. 

Included  in  the  pamphlet  are  chapters  on  the 
differing  values  competing  for  the  physicians’  atten- 
tion, aspects  of  the  nature  of  mental  illness,  the  nature 
of  psychiatry  and  psychiatric  practice,  the  mind-body 
dichotomy,  the  manpower  shortage,  and  the  problems 
of  sharing  responsibility  between  psychiatrists  and 
their  nonpsychiatrist  colleagues. 

Copies  of  Medical  Practice  and  Psychiatry:  The 
Impact  of  Changing  Demands,  GAP  Report  No.  58, 
may  be  obtained  at  75  cents  per  copy  from  the  Pub- 
lications Office,  Group  for  the  Advancement  of  Psy- 
chiatry, 104  E.  25  Street,  N.  Y.,  N.  Y.  10010.  Quan- 
tity prices  are  available  upon  request. 


AN  ESSAY  ON  COLOR  VISION  AND  CLINI- 
CAL COLOR-VISION  TESTS,  by  Arthur  Linksz, 
M.  D.  Grune  & Stratton,  London  and  New  York. 
1964.  Pp.  254  with  54  illustrations.  $15.75. 

This  book  is  primarily  for  those  physiologists  and 
ophthalmologists  who  are  interested  in  clinical  color 
vision  testing.  It  is  a rather  difficult  book  to  read  and 
must  be  digested  very  slowly  so  that  the  numerous 
pearls  scattered  throughout  will  not  be  missed. 

Dr.  Arthur  Linksz  is  a most  outstanding  ophthal- 
mologist in  the  field  of  physiological  optics  and  color 
vision.  In  this  book  he  reviews  the  classic  theories  of 
color  vision,  but  does  not  go  into  the  more  recent  phy- 
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sical  and  physiological  views  on  the  theory  of  color 
perception. 

There  is  a most  adequate  section  on  review  of  visual 
testing  in  regard  to  the  uses  of  color  plates,  color 
skeins  and  the  Farnsworth  lantern. 

One  of  the  most  significant  statements  made  by 
Linksz  in  this  book  was  “One  cannot  transpose  physics 
into  physiology.  The  final  arbiter  of  a color  match  in 
the  sensation  of  the  observer.” 

William  W.  Vallotton,  M.  D. 


COMMUNICABLE  AND  INFECTIOUS  DIS- 
EASES, Franklin  H.  Top.  5th  Ed.,  C.  V.  Mosby 
Co.,  St.  Louis.  1964.  $21.00. 

This  book  is  designed  for  use  “by  all  persons  whose 
professional  duties  necessitate  contact  with  certain 
communicable  diseases  or  infections.”  Nevertheless,  in 
most  instances,  the  text  is  detailed  enough  to  make  it 
a good  reference  for  practicing  physicians  when  they 
encounter  such  problems.  The  25  contributors  are 
recognized  authorities  in  their  fields  and  present 
material  which  is  remarkably  current  and  well  refer- 
enced. A large  number  of  excellent  color  and  black 
and  white  photographs  of  skin  lesions  enhance  the 
value  of  the  text. 

The  subjects  are  arranged  by  portal  of  entry,  which 
this  reviewer  finds  somewhat  distracting  and  less 
appealing  than  the  more  conventional  grouping  under 
systems  involved  or  specific  microorganisms.  Though 


a minor  objection,  this  arrangement  makes  for  a 
number  of  gaps  in  the  included  material.  As  an  ex- 
ample, coccodiodomycosis  and  histoplasmosis,  listed 
under  the  respiratory  tract,  are  the  only  two  systemic 
mycoses  covered  in  the  text. 

The  section  on  streptococcal  infections  is  disappoint- 
ing in  that  duration  of  treatment  ( 10  days  suggested 
by  most  authorities)  is  insufficiently  stressed  and  that 
recommended  is  a bit  short.  Sulfonamides,  though 
notably  ineffective  in  preventing  non-suppurative 
complications,  are  still  suggested  as  an  alternate 
method  of  treatment  of  scarlet  fever.  Erythromycin, 
considered  by  most  to  be  the  second  most  effective 
agent,  is  not  mentioned. 

No  text  of  this  size  could  adequately  cover  all  of 
the  infectious  and  communicable  diseases.  The  author 
has  made  a good  attempt  and  has  produced  a volume 
which  deserves  a place  with  others  on  the  physician’s 
infectious  disease  shelf. 

Louis  P.  Jervey,  M.  D. 

1 

From  inability  to  let  well  alone;  from  too  much 
zeal  for  the  new  and  contempt  for  what  is  old;  from 
putting  knowledge  before  wisdom,  Science  before  Art 
and  cleverness  before  common  sense;  from  treating 
patients  as  cases,  from  making  the  cure  of  the  disease 
more  grievous  than  the  endurance  of  the  same.  Good 
Lord  deliver  us. 

—Sir  Robert  Hutchison,  M.  D.  1871-1960 


Now!  Unobstructed  vision  combined  with  brilliant  distal  illumination 


Welch  Allyn’s  New 


FIBER  OPTICS 

Procto-Sigmoidoscopes 


• Fiber  optics  light  transmission 
eliminates  light  carriers — per- 
mits unobstructed  vision. 

• Stainless  steel  construction 
throughout. 


Light  emanates  from 
optical  fibers  around 
entire  circumference 
of  speculum  at  dis- 
tal end. 


Light  is  transmitted  from  source 
in  handle  through  7,000  glass 
fibers  encased  between  the 
stainless  steel  walls. 


Brilliant  distal  illumination  is 
shadow-free,  without  color  dis- 
tortion. 

Air-tight,  securely  hinged,  non- 
fogging  window. 

Light  is  transmitted  from  an  external  source  in  the  handle 
through  approximately  7,000  optical  glass  fibers  encased  between 
the  walls  of  the  stainless  steel  speculum.  Feces  cannot  obscure 
illumination.  There  are  no  delicate  or  protruding  light  carriers. 

Obturators  and  specula  are  interchangeable.  The  No.  19  lamp 
can  be  replaced  in  seconds  during  examination  without  with- 
drawing the  speculum.  The  entire  instrument  may  be  cleaned 
with  most  standard  germicidal  solutions  or  by  gas  sterilization. 

Ask  us  to  demonstrate  how  these  new  fiber  optics  procto- 
sigmoidoscopes  simplify  examination  and  treatment. 


WINCHESTER  SURGICAL  SUPPLY  COMPANY 


“CAROLINAS’  HOUSE  OF  SERVICE” 


200  S.  TORRENCE  ST. 


CHARLOTTE,  N.  C 
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Invest  in  the  future  health  of  the  nation  and  your  profession 


Give  to  medical  education  through  AMA-ERF 


AMERICAN  MEDICAL  ASSOCIATION 
EDUCATION  AND  RESEARCH  FOUNDATION 


535  N.  Dearborn  St. 
Chicago  10.  III. 


SC3Sr£S=SM=a=S»£=C^^ 

WAVERLEY  SANITARIUM,  INC. 

» (FOUNDED  IN  1914  BY  DR.  AND  MRS.  J.  W.  BABCOCK) 

[1  HOSPITAL  CARE  AND  TREATMENT  OF  NERVOUS  AND  MENTAL  DISORDERS 

[J  ADMISSIONS  LIMITED  TO  WHITE  WOMEN 

Q INCLUDES  OUT-PATIENT  DEPARTMENT  FOR  BOTH  SEXES 

Q Dr.  Chapman  J.  Milling,  Medical  Director 

ft  Dr.  James  B.  Galloway  — Dr.  Penrod  G.  Hepfer 

ft  Dr.  Frank  E.  O'Sheal 

[1  FOR  RESERVATION  CALL  2727  FOREST  DRIVE 

SUPERINTENDENT  AL  2-4273  COLUMBIA,  S.  C. 

ft  FIRE  SPRINKLER  SYSTEM  THROUGHOUT  HOSPITAL 


APPALACHIAN  HALL 

ESTABLISHED  — 1916 

ASHEVILLE  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 
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Why 

South 


do  more 

Carolina  Doctors 


insure  with  The  St.  Paul? 


Probably  because  our  Professional  Liability  coverage 

is  so  thorough. 

Really  broad  coverage.  Fewer  exclusions,  so 
interpretations  are  no  problem.  The  price  is 

likely  to  be  nice,  too. 


To  get  the  folder  that  tells  all  about  it  concisely,  write. 

The  St.  Paul  is  the  approved  carrier  for  the  State 
Medical  Association  here . . . and  in  more  states  than 
any  other  single  insurance  company.  It  must 

be  something  we  offer! 


Want  to  see  just  1 insurance 
man  and  still  be  fully  insured? 
Use  our  St.  Paul  Multicover 
Plan.  Same  agent  as  for  Lia- 
bility. He's  in  the  Yellow  Pages. 


South  Carolina 

Columbia,  I'.  0.  Box  955,  Palmetto  State  Life 
Building  29203  Phone:  AL  3-8391 


THE  ST.  PAUL 

INSURANCE  COMPANIES 


Serving  you  around  the  world. . . around  the  dock 


St.  Paul  Fire  and  Marine  Insurance  Company 
St.  Paul  Mercury  Insurance  Company 
Western  Life  Insurance  Company 
St.  Paul,  Minnesota  55102 
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when  the  patient  asks 


ETHICALLY  PROMOTED 

Meta  Cine 

mucolytic,  acidifying,  physiologic  vaginal  douche 


SEND  FOR  SAMPLES 

Name 

Address 

City State Zip 

PHARMACEUTICAL  CO. 

1TAN00GA,  TENN.  37409 


Hygroton 

brand  of 
chlorthalidone 

the  long-acting 
diuretic 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

*Dorhout  Mees,E.J.,and  Geysk< 
G.G.:  Acta  med.scandinav. 
175:703,1964. 

Photos:  A 59-year-old  woman 
with  hypertensive  cardiovas- 
cular disease  and  edema  re- 
sistant to  low-salt  diet  and  bee 
rest.  The  patient  lost  8Vj  lbs. 
in  one  week  with  a single  tab- 
let daily  of  Hygroton,  brand  of 
chlorthalidone. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3516 


good  riddance 


Hygroton,  brand  of  chlorthalidone,  gets  rid  of  edema  efficiently. 
Your  edematous  patients  will  generally  need  far  fewer  tablets 
than  with  most  diuretics.  And  they’ll  generally  save  more  on  pre- 
scription costs.  One  tablet  a day  is  a popular  dosage.  So  is 
one  tablet  every  other  day.  You  may  even  find  half  a tablet  three 
times  a week  does  the  job.  No  other  diuretic  works  as  long. 

And  none  has  as  much  natruretic  activity  per  tablet.*  For  good 
riddance  of  edema  with  the  least  number  of  tablets,  prescribe 
Hygroton,  brand  of  chlorthalidone. 

Hygroton  chlorthalidone  Geigy 


too  young 
to  be 

so  tired ••• 


m las 


revive  interest ... 
restore  activity 
promptly  with 


Alertonic 


Calcium  glycerophosphate (2%  MDR  for  calcium  and  phosphorus)  100  mg. 


the  need  for  a tonic 

knows  no  age  Anyone  can  feel  tired  and 


to  lift  mood,  revive  interest,  restore  purposeful  activity 
promptly.  Yet  it  contains  no  MAO  inhibitors,  no  hormones. 
Alertonic  is  the  effective  formulation  of  a cerebral  stimulant 
(pipradrol  hydrochloride),  alcohol,  vitamins,  and  minerals 
...available  on  prescription  only . For  common  functional 
complaints  (mild  mood  depression,  tiredness) ; geriatric  or 
convalescent  patients,  Rx  one  tablespoonful  Alertonic  t.i.d., 
thirty  minutes  before  meals.  Contraindicated  in  agitated 
pre-psychotic  patients,  paranoia,  or  other  patients  in 
whom  hyperexcitability,  anxiety,  chorea,  or  obsessive- 
compulsive  states  are  present.  Mild  central  stimulant 
side  effects  may  occasionally  occur. 


Three  tablespoonfuls  (45  cc.)  contain: 

Pipradrol  hydrochloride  

Vitamin  Bi  (thiamine  hydrochloride)  ... 

Vitamin  Bo  (riboflavin)  

Vitamin  Bo  (pyridoxine  hydrochloride) 

Nicotinamide  

Cholinet  

Inositolt  


(10  MDR*)  10 mg. 
(4  MDR*)  5 mg. 


(5  MDR*)  50  mg. 


100  mg. 
100  mg. 


2 mg. 


1 mg. 


Cobalt  (as  chloride)  

Manganese  (as  sulfate)  

Magnesium  (as  acetate)  

Zinc  (as  acetate)  

Molybdenum  (as  ammonium  molybdate)  

Alcohol  15% 

♦Multiple  of  adult  Minimum  Daily  Requirement  supplied 
fRequirement  in  human  nutrition  not  yet  established 


1 mg. 
1 mg. 
1 mg. 
1 mg. 
1 mg. 


old”  too  soon.  In  such  functional  fatigue,  Alertonic  helps 


Brochure  with  full  product  information  available  on  request. 


THE  WM.  S.  MERRELL  COMPANY 

Division  of  Richardson-M errell  Inc. 

Cincinnati,  Ohio/ Weston,  Ontario 


Breast  cancer  can  be  highly  curable  if 
it  is  detected  early,  through  regular 
examinations.  Yet,  despite  all  efforts  ii 
cancer  education  and  improvements  ii 
treatment  techniques  in  the  last  30  year 


THE  NUMBER  OF 
BREAST  CANCER  DEATHS 
PER  100,000  WOMEN 
IN  THIS  COUNTRY 
HAS  NOT  DECLINED. 


While  research  continues  to  seek  new 
answers,  it  is  imperative  that  greater 
efforts  be  made  to  detect  breast  cance 
early  and  to  get  women  to  their  docto 
when  chances  of  cure  are  best.  That’s 
why  the  American  Cancer  Society  is 
encouraging  its  Divisions  across 
the  country  to  carry  out  special  breasi 
cancer  educational  programs.  Newest 
these  are  demonstration  projects  in 
which  physicians  in  a community 
volunteer  one  day  to  giving  breast 
examinations  and  to  teaching  hundre 
of  women  breast  self-examination. 
Breast  cancer  is  one  of  the  major  can 
problems  which  we  face  and  which 
together,  doctor,  we  must  try 
to  resolve  through  intensified 
research  and  educational  efforts. 


AMERICAN  CANCER  SOCIETY 


(mepenzolate  bromide) 


helps  restore  normal  motility  and  tone 


Oantil  (mepenzolate  bromide)  works  in  the  colon. 
In  irritable  colon,  spastic  colon,  ulcerative  colitis 
and  other  functional  and  organic  colonic  disorders, 
it  acts  to: 

• control  diarrhea/constipation 

• relieve  spasm,  cramping,  bloating 

• make  patients  more  comfortable 

with  little  effect  on  stomach,  bladder  or  other  viscera. 

"In  40  of  44  cases  of  irritable  or  spastic  colon, 
Cantil  [mepenzolate  bromide]  or  Cantil  with  Pheno- 
barbital  reduced  or  abolished  abdominal  pain,  diar- 
rhea and  distention  and  promoted  restoration  of 
normal  bowel  function  . . . Cantil  [mepenzolate 
bromide]  proved  to  be  singularly  free  of  antichol- 
inergic side-effects.  Blurring  of  vision  or  dryness 
of  the  mouth  were  occasionally  seen  and  were  us- 
ually managed  with  a reduction  in  dosage.  Urinary 
retention,  noted  in  two  cases  was  eliminated  in  one 
by  reducing  dosage.”1 


IN  BRIEF: 

One  or  two  tablets  three  times  a day  and  one  or  two 
at  bedtime  usually  provide  prompt  relief.  Cantil 
with  Phenobarbital  may  be  prescribed  if  sedation 
is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may 
occur  but  it  is  usually  mild  and  transitory.  Urinary 
retention  is  rare.  Caution  should  be  observed  in 
prostatic  hypertrophy — withhold  in  glaucoma.  Cantil 
with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide) — 25  mg.  per 
scored  tablet.  Bottles  of  100  and  250. 

CANTIL  with  PHENOBARBITAL  — containing  in  each 
scored  tablet  16  mg.  phenobarbital  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 

1-Riasa,  J.A.:  Amir.  J.  Gastroent.  28:541  (Nov.)  1957 

LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 


one  place  your  hay-fever  patient  doesn’t  need 
ORNADE®  (unless  he  has  a cold) 

Trademark 

Each  capsule  contains 

8 mg.  of  Teidrin®  (brand  ...but  if  your  patient  can’t  get  away  from  hay  fever,  relieve 

of  chlorpheniramine  J 1 ^ J 

maiea*e).50mg.of  phenyi-  sneezinq,  weepinq  and  nasal  congestion  for  24  hours  with 

propanolamine  hydrochlo-  ^ 7 1 ^ 

ride,  and  2.5  mg.  of  isopro-  one  'Omade’  SpanSUle®  brand  sustained  release  Capsule  q12h 
pamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder  neck  obstruction.  Use 
with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease.  Drowsiness; 
excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions 
but  are  usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories  yP 


more  complete  relief  for  the  "dyspeptic" 

DACTILASE® 


Dactilase  provides  comprehensive  therapy  for  a 
wide  range  of  digestive  disorders.  Its  antispas- 
modic  and  anesthetic  actions  rapidly  relieve  pain 
and  spasm.  Dactilase  decreases  hypermotility 
without  inducing  stasis.  In  addition,  it  supplies 
digestive  enzymes  to  help  reduce  bloating,  belch- 
ing and  flatulence.  Dactilase  does  not  interfere 
with  normal  digestive  secretions.  Very  often  it  can 
be  a most  useful  answer  to  the  dyspeptic’s  needs. 

DACTILASE:  Each  tablet  contains:  Dactil®  (pi- 
peridolate  hydrochloride),  50  mg.;  Standardized 
cellulolytic*  enzyme,  2 mg.;  Standardized  amylo- 


lytic  enzyme,  15  mg.;  Standardized  proteolytic 
enzyme,  10  mg.;  Pancreatin  3X**  (source  of  lipo- 
lytic activity),  100  mg.;  Taurocholic  acid,  15  mg. 

*Necd  in  human  nutrition  not  established.  **As  acid  resistant  granules 
equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 

Side  Effects  and  Contraindications:  DACTILASE 
is  almost  entirely  free  of  side  effects.  However,  it  should 
be  withheld  in  glaucoma  and  in  jaundice  due  to  com- 
plete biliary  obstruction. 

Administration  and  Dosage:  One  tablet  with,  or 
immediately  following  each  meal.  Tablets  should  be 
swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 


LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 


Patient  pieaser! 


First  exposure  to  Diet-Rite  produces  an  in- 
stant reaction... a big,  broad  grin.  Delicious 
taste  is  the  reason  why.  And  best  of  all  Diet- 
Rite  has  absolutely  no  sugar  and  less  than  1 
calorie  per  bottle.  The  pH  of  Diet-Rite,  about 
2.6  to  2.8,  represents  the  same  general  range 


of  acidity  as  other  cola  beverages  and  a nur 
ber  of  fruit  juices.  ■ full  cola  pleasure.  ..le: 
than  1 calorie  per  bottle. . .no  sugar  at  all! 

diet-rite  cola 

A product  of  Royal  Crown  Cola  Co. 

Other  fine  products  of  Royal  Crown  Cola  Co.: 

Royal  Crown  Cola,  Nehi,  Upper  10,  Par-T-Pak. 


when  even  southern  sun 

fails  to  warm  cold  hands  and  feet 

provide  rapid,  sustained  vasodilation  for  warmth  and  relief  of  pain, 
dizziness  and  faintness  in  patients  with  impaired  peripheral  circulation 


GERILIQUID  warms  cold  hands  and  feet  impaired  peripheral  circulation,  geriliquid 
through  the  thermogenic  action  of  glycine  increases  the  ability  to  walk  farther  with 
and  through  sustained  vasodilation  by  gly-  less  pain.  Patients  particularly  like  the  pal- 
cine  and  niacin.  In  addition,  in  patients  with  atable,  sherry  wine  base. 


IN  BRIEF:  Composition : Each  5 ml.  contains : niacin  75  mg.  and  aminoacetic  acid  (glycine)  750  mg.  in  a palatable  sherry  wine  base;  alcohol  5%. 
Side  Effects:  Occasional  lightheadedness  or  transient  itching  which  may  disappear  with  continued  use.  There  are  no  known  contraindications; 
however,  caution  is  advised  when  there  is  concomitant  administration  of  a coronary  vasodilator. 

Administration  and  Dosage:  One  or  two  teaspoonfuls  3 times  a day  before  meals.  If  flushing  is  objectionable,  dosage  may  be  lowered.  How- 
ever, tolerance  to  flushing  usually  develops  without  loss  of  efficacy  in  regard  to  vasodilation. 

Supplied : Bottles  of  8 oz.  and  1 6 oz. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use-Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension-also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


Squibb  Quality-the  Priceless  Ingredient 


J 


WHEN  MOTHER'S  IRON  ISN'T  UP  TO 

MOTHERHOOD 


IN  BRIEF:  ACTIONS  AND  USES:  A single  dose  of  Imferon  (iron  dextran  injection)  will 
measurably  begin  to  raise  hemoglobin  and  a complete  course  of  therapy  will  effectively 
rebuild  iron  reserves.  The  drug  is  indicated  only  for  specifically-diagnosed  cases  of  iron 
deficiency  anemia  and  then  only  when  oral  administration  of  iron  is  ineffective  or  imprac- 
tical. Such  iron  deficiency  anemia  may  include:  patients  in  the  last  trimester  of  preg- 
nancy; patients  with  gastrointestinal  disease  or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with  continual  and  extensive  iron  losses  not 
rapidly  replen ishable  with  oral  iron;  patients  intolerant  of  blood  transfusion  as  a 
source  of  iron;  infants  with  hypochromic  anemia;  patients  who  cannot  be  relied 
upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well-tolerated  solution  of  iron  dextran 
complex  providing  an  equivalent  of  50  mg.  of  elemental  iron  in  each  cc.  The  solution  con- 
tains 0.9%  sodium  chloride  and  has  a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5%  phenol 
as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon  body  weight  and  Gm.  Hb./lOO  cc. 
of  blood,  ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or 
weekly.  The  total  iron  requirement  for  the  individual  patient  is  readily  obtainablefrom 
the  dosage  chart  in  the  package  insert.  Deep  intramuscular  injection  in  the  upper  outer 
quadrant  of  the  buttock,  using  a Z-track  technique,  (with  displacement  of  the  skin 
laterally  prior  to  injection),insures  absorption  and  will  help  avoid  staining  of  the  skin. 
A 2-inch  needle  is  recommended  for  the  adult  of  average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few.  Staining  of  the  skin  may  occur. 
Excessive  dosage,  beyond  the  calculated  need,  may  cause  hemosiderosis.  Although 
allergic  or  anaphylactoid  reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have  been  due  to  Imferon 
(iron  dextran  injection).  Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache, 
and  fever  have  occasionally  been  reported.  Initial  test  doses  of  0.5  cc.  are  advisable. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  administered  by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or  other 
exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is  contraindicated  in  patients 
sensitive  to  iron  dextran  complex.  Since  its  use  is  intended  for  the  treatment  of  iron 
deficiency  anemia  only,  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses,  Imferon  (iron  dextran 
injection)  has  been  shown  to  produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis,  if  any  in  man,  following 
recommended  therapy  with  Imferon  (iron  dextran  injection)  appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes  of  4;  10  cc.  multiple  dose  vials. 


in  iron  deficiency  anemia  for  rapid  and 
predictable  replacement  of  iron  reserves 


imferon 


A POTENT  ORAL  ANALGESIC 

THE  PHYSICIANS’  OWN  FORMULATION  FOR  THE  RELIEF  OF  PAIN 

G-3  combines  most  of  the  ingredients  that  many  physicians  have  specially 
compounded  for  the  prompt  and  prolonged  relief  of  pain.  This  formula  is 
now  available  in  safe,  simple  and  effective  form. 


FORMULA 

Each  Capsule  Contains: 

Aspirin  7%  gr. 

Codeine  y2gr. 

Pentobarbital  Vi  gr. 

Warning:  Codeine  and/or  pentobarbital  may  be  habit  forming. 


WARNING 


G-3  is  contraindicated  for  patients  that  have  any  known  sen- 
sitivity or  idiosyncrasy  to  barbiturates  or  opiates.  Deleterious 
effects  may  be  produced  from  habituation  to  this  drug.  Federal 
law  prohibits  dispensing  without  prescription.  Narcotic  order 
required. 


WRITE  FOR  COMPLETE  INFORMATION  AND  SAMPLES 


PALMEDICO,  INC.  • BOX  3115  • COLUMBIA, 


S.C. 


The  Journal  of  the  South  Carolina  Medical 


Association 


36-A 


approximating  the  diuretic  efficacy  of  meralluride 


METAHYDRIN 

(trichlormethiazide) 


To  determine  the  relative  efficacy  of  thiazide 
diuretics  in  congestive  heart  failure,  Metahydrin 
(trichlormethiazide)  and  three  other  thiazides  were 
measured  against  Mercuhydrin^  (meralluride  injec- 
tion)—the  standard  diuretic.  "The  results  leave 
little  doubt  that  the  diuretic  efficacy,  that  is,  the 
'ceiling  effect’  in  these  terms,  is  not  the  same  for 
different  thiazides.”*  The  assays  ranged  from  about 
40%  of  the  effectiveness  of  Mercuhydrin  through 
37%,  77%  to  90%  for  Metahydrin.  The  latter  two 
values  were  thought  to  be  significantly  different 
rom  the  lowest  value  and  to  be  therapeutically 
mportant. 

Gold,  H.,  et  al : Closed  Panel  Conference:  Present  Status  of  the 
Vlanagement  of  Congestive  Failure  and  Advances  in  Diuretic 
Therapy,  Journal  of  New  Drugs,  1:177,  July-August,  1961. 

^ LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 


IN  BRIEF-  ADMINISTRATION  AND  DOSAGE:  One  2 mg. 
UN  Paler.  Qr  ^ tablet  once  or  twice  daily.  In  acute,  severe 
decompensation,  Mercuhydrin®  (meralluride  injection)  may 
be  necessary  initially. 

PRECAUTIONS:  As  with  all  effective  diuretics,  vigorous 
therapy  may  produce  electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should  be  observed  carefully 
since  thiazides  may  be  contraindicated.  Care  should  be  taken 
with  patients  predisposed  to  diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  those  under  therapy  with  digitalis, 
ACTH,  or  certain  adrenal  steroids,  also  should  be  watched 
carefully. 

SIDE  EFFECTS:  Nausea,  flushing,  constipation,  skin  rash, 
muscle  cramps  and  gastric  discomfort  have  been  occasionally 
noted;  rarely  thrombocytopenia  and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice,  pancreatitis,  perimac- 
ular  edema,  gout  and  diabetes  have  been  caused  by  adminis- 
tration of  thiazides. 

CONTRAINDICATIONS:  Complete  renal  shutdown;  rising 
azotemia  or  development  of  hyperkalemia  or  acidosis  in 
severe  renal  disease;  demonstrated  hypersensitivity. 

HOW  SUPPLIED:  Bottles  of  100  and  1000  tablets. 


BSP®  DISPOSABLE  UNI’ 

H.W.&D.  BRAND  OF  SULFOBROMOPHTHALEIN  SODIUM  INJECTION,  U.S 

(50  mg.  per  ml.) 

Bromsulphalein  (BSP),  one  of  the  most  sensitive  diagnostic  agents 
for  evaluating  liver  function,  is  now  available  in  a new  Disposable  Unit. 

Each  “unit”  contains:  A sterile  BSP  syringe  calibrated  in  milliliters  and 
pounds  (utilizing  the  5 mg. /kg.  BSP  dosage  schedule),  a sterile 
disposable  needle,  alcohol  swab  and  a 7.5  or  10  ml.  size  ampule  of  BSP. 

The  precalibrated  dosage  schedule  imprinted  on  the  syringe  barrel 
makes  weight  calculations  unnecessary— saving  time  and  assuring  proper 
administration  of  the  dye,  regardless  of  patient-weight. 

Literature  on  indications  and  dosage  available  on  request. 

The  NEW  BSP  DISPOSABLE  UNIT  is  supplied  in  7.5  and  10  ml.  sizes 

I 

in  boxes  of  10’s  and  25's. 


HYNSON,  WESTCOTT  & DUNNING,  IK 

I R<;pni  1 

BALTIMORE,  MARYLAND  2 * 


the  price  of  “success” 

wo 

102 


Hypertension  has  been  called  the  price  of  success ...  and  in  some  life-situations, 
the  cost  of  failure.  In  either  event,  Metatensin  lowers  blood  pressure,  cushions 
the  patient  against  stress  and  retards  the  progress  of  disease.  Metatensin  is  effec- 
tive and  economical.  It  is  well-tolerated  over  long  periods. 

E METATENSIN 

EACH  SCORED  TABLET  CONTAINS: 

Metahydrin®  (trichlormethiazide)  2 mg.  or  4 mg.  Reserpine  0.1  mg. 

In  Brief:  Patients  with  hepatic  cirrhosis  or  diarrheal  syndromes,  or  under  therapy  with  digitalis,  ACTH,  or  potassium-losing  steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides,  electrolyte  depletion,  diabetes,  gout,  granulopenia,  nausea,  pancreatitis,  cholestatic  jaundice,  flushing,  mild  muscle  cramps,  con- 
stipation, photosensitivity,  acute  myopia,  perimacular  edema,  paresthesias,  neonatal  bone  marrow  depression  in  infants  of  mothers  who  received  thiazides  during 
pregnancy,  skin  rash  or  purpura  with  or  without  thrombocytopenia,  may  occur.  With  reserpine,  untoward  effects  may  include  depression,  peptic  ulcer  and  bron- 
chial asthma.  Withdraw  medication  at  least  7 days  prior  to  electroshock  therapy,  2 weeks  prior  to  elective  surgery.  Contraindications  are  complete  renal  shutdown, 
rising  azotemia  or  development  of  hyperkalemia  or  acidosis  in  severe  renal  disease. 

Supplied:  Metatensin  tablets,  2 mg.,  4 mg.  — bottles  of  100  and  1000. 

LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


METATENSIN 

EACH  SCORED  TABLET  CONTAINS: 

Metahydrin®  (trichlormethiazide)  2 mg.  or  4 mg.  Reserpine  0.1  mg. 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINL*! 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 


Founded  in  1904 

Highland  Hospital,  Inc 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact : Medical  Director,  Highland  Hospital,  Asheville, 
N.C. 28801 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 


a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 


(desi 


Dore  Illustration 
from 

Dante's  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  "mental  pain”— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg. /day- 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg. /day) 
should  be  sought. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


IN  BRIEF: 

Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  "bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 


into  a bundle  of  joy 


Golic,  often  in  part  a reflection  of  family  tension,  adds 
sleepless  nights  to  patients’  and  parents’  distraught 
days.  Pediatric  Piptal  with  Phenobarbital  slows  down 
spasm,  diminishes  pain  and  crying,  improves  feeding  patterns 
. . . permits  sleep  and  rest ...  for  patient  and  family. 

Pleasant  tasting  Pediatric  Piptal  with  Phenobarbital  is 
miscible  in  milk,  formulas  and  fruit  juices,  and  may  also  be 
administered  by  dropper  directly  on  the  infant’s  tongue. 
Dosage  is  0.5  cc.  15  minutes  before  feeding;  in  severe  cases, 
1.0  cc.  four  times  daily.  High  doses  may  occasionally  cause 
constipation  with  tenesmus  and,  rarely,  flushing  without 
fever.  Contraindicated  in  bowel  obstruction  or  sensitivity  to 
phenobarbital  or  anticholinergics.  Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 


PEDIATRIC  PIPTAi; 
with  PHENOBARBITAL 


each  cc.  contains:  6 mg.  phenobarbital  (warning:  may  be  habit  forming); 
4 mg.  Piptal®  (pipenzolate  bromide),  and  20%  alcohol  in  a pleasant- 
tasting  solution. 


LAKESIDE  LABORATORIES,  INC. 

Milwaukee.  Wisconsin  53201 


Piptal®  (pipenzolate  bromide)  efficiently 
suppresses  acid  secretion  and  motility 
. . . relieves  pain  and  spasm  of  peptic 
ulcer.  Despite  its  potent  gastrointestinal 
effects,  “its  clinically  effective  therapeutic 
dose  is  well  below  that  required  to  produce 
side  reactions.”1  Because  urinary  retention 
is  rarely  a problem,  piptal  (pipenzolate  bro- 
mide) is  “a  highly  desirable  drug  in  the 
treatment  of  peptic  ulcer  in  older  patients 
. . .”2  Tolerance  to  piptal  (pipenzolate  bro- 
mide) has  not  been  demonstrated,  and  the 
drug  may  be  administered  over  prolonged 
periods  without  loss  of  efficacy,  piptal-phb 
is  specifically  designed  for  the  tense  ulcer  pa- 
tient who  will  benefit  from  the  sedative  effect 
of  phenobarbital. 

1 — Pomeranze,  J.,  and  Gadek,  R.J.:  Am.  Pract.  & Digest 
Treat.  8:73-77  (Jan.)  1957 

2 — Asher,  L.M.:  Am.  J.  Digestive  Diseases  4:272  (Apr.)  1959 

P I P T A L® 

(pipenzolate  bromide) 


Prompt  relief  of 
pain  and  spasm 
in  functional 
g.i.  distress... 


p i p t A l®  - p H B 

(phenobarbital,  16  mg.,  pipenzolate  bromide,  5 mg.) 


IN  BRIEF:  PIPTAL — Each  tablet  contains  5 mg.  pipenzolate  bromide,  PIPTAL-PHB — Each  tablet  (or  5 cc.  of  elixir)  contains 
phenobarbital  (warning:  may  be  habit  forming)  16.0  mg.,  Piptal  (pipenzolate  bromide)  5 mg.  The  elixir  contains  alcohol  20%. 
Side  Effects:  Dry  mouth,  blurring  of  vision  or  drowsiness  may  occur. 

Contraindications:  Withhold  in  glaucoma,  bladder  or  g.i.  obstruction,  cardiac  arrhythmias  and  in  sensitivity  to  anticholinergics 
or  phenobarbital  (Piptal-PHB).  Caution  should  be  observed  in  patients  with  prostatic  hypertrophy. 

Administration  and  Dosage:  PIPTAL  or  PIPTAL-PHB  Tablets:  One  tablet  three  times  a day  before  meals  and  one  or  two 
tablets  at  bedtime.  (PIPTAL-PHB  Elixir:  One  teaspoonful  three  or  four  times  daily  for  adults  and  children  over  six  years  of  age.) 

Supplied:  PIPTAL  (pipenzolate  bromide)  5.0  mg.  Tablets — bottles  of  100.  PIPTAL-PHB  Tablets — bottles  of  100. 
PIPTAL-PHB  Elixir — bottles  of  8 fluid  ounces. 


LAKESIDE  LABORATORIES,  INC 


Milwaukee,  Wisconsin  53201 


WHO  NEEDS  A BLOOD-GLUCOSE  DETERMINATION? 

Many  of  your  patients,  Doctor.  With  DEXTROSTIX®  Reagent  Strips,  estimating 
blood  glucose  takes  only  60  seconds.  The  test  can  be  used  for  screening  in 
every  physical  examination  and  emergency  situation.  DEXTROSTIX  is  also  use- 
ful for  checking  blood  glucose  in  pregnancy,  obesity,  peripheral  vascular  dis- 
ease, certain  endocrine  disorders,  patients  on  “thiazides”  and  other 
potentially  hyperglycemic  drugs,  diabetic  screening  and  manage- 
ment, and  other  conditions  where  hypo-  or  hyperglycemia  may  be  of 
clinical  significance.  □ Ames  Company,  Inc.,  Elkhart,  Indiana  aivies 
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Russian  Thistle 

(Salsola  pestifer,  A.  Nelson) 

Distress  for  Allergic  Patients 


Benadryl 

(diphenhydramine  hydrochloride) 

PARKE-DAVIS 

To  Combat  Symptoms  of  Weed-Pollen  Allergy 


nis  time-tested  agent  provides  two  actions  that  effectively 
itnbat  symptoms  of  seasonal  allergy:  Antihistaminic-re- 
Isves  sneezing,  nasal  congestion,  itching,  and  lacrimation. 
ntispasmodic—  relieves  bronchial  and  gastrointestinal 
asm.  Precautions:  Persons  who  have  become  drowsy  on 
is  or  other  antihistamine-containing  drugs,  or  whose 
lerance  is  not  known,  should  not  drive  vehicles  or  en- 
ge  in  other  activities  requiring  keen  response  while 
ing  this  product.  Hypnotics,  sedatives,  or  tranquilizers, 
used  with  BENADRYL,  should  be  prescribed  with  cau- 
>n  because  of  possible  additive  effect.  Diphenhydramine 


has  an  atropine-like  action  which  should  be  considered 
when  prescribing  BENADRYL.  Side  Effects:  Side  reac- 
tions, commonly  associated  with  antihistaminic  therapy 
and  generally  mild,  may  affect  the  nervous,  gastrointestinal, 
and  cardiovascular  systems.  Most  frequent  reactions  are 
drowsiness,  dizziness,  dryness  of  the  mouth,  nausea,  and 
nervousness.  BENADRYL  is  available  in  Kapseals®  of  50 
mg.  and  Capsules  of  25  mg.  diphenhydramine  hydrochlo- 
ride. The  pink  capsule  with 
the  white  band  is  a trademark 
of  Parke,  Davis  Sc  Company. 


PARKE-DAVIS 

PA*K£.  DAVIS  A COMPANY.  DMf*.  49731 
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For  those  who  cannot  cope  realistically  with  the  emotional  turmoil  and  stress  of  modern  living,  the 
physician  has  at  hand  many  valuable  psychotherapeutic  aids.  One  of  the  most  useful  is  Librium,  a 

pre-eminent  prescription  for  excessive  anxiety  in  this  modern  age.  

r~L^-OCH^>~i 

LlBRIUMfchlordiazepoxide  HCI) 

5 mg  10  mg  25  mg  capsules  in  #50’s 


In  prescribing:  Dosage— Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d.  Side  Effects:  Side  effects,  usually  dose-related,  include  drowsiness,  ataxia, 
minor  skin  rashes,  edema,  menstrual  irregularities,  nausea  and  constipation.  When  treatment  is  protracted,  blood  counts 
and  liver  function  tests  are  advisable.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual 
maintenance  dosages  should  be  determined.  Precautions:  Advise  patients  against  possibly  hazardous  procedures  until 
maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  combining  with  other  psychotropics, 
particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function,  in  long-term  treatment  and  in  presence  of  depression  or  suicidal  tendencies. 
Exercise  caution  in  administering  drug  to  addiction-prone  patients  or  those  who  might  increase  dosage;  withdrawal  symp- 
toms, similar  to  those  seen  with  barbiturates  or  meprobamate,  can  occur  upon  abrupt  cessation  after  prolonged  overdosage. 
Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  for  pregnant  patients.  Supplied:  Capsules,  5 mg,  10  mg 

and  25  mg,  bottles  of  50.  Roche  Laboratories  • Division  of  Hoffmann-La  Roche  Inc  • Nutley,  N.J.  07110 
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AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  an  absolute  contraindica- 
tion to  the  drug. 

Contraindications  and  Precautions:  Persons  with  a history  of 
porphyria  should  not  receive  barbiturates  in  any  form.  Adminis- 
tration in  the  presence  of  uncontrolled  pain  may  produce  excite- 
ment. Amytal  should  be  used  with  caution  in  patients  with  de- 
creased liver  function,  since  a prolongation  of  effect  may  occur. 
Warning— May  be  habit-forming.  Side-Effects:  Idiosyncrasy  or 
allergic  reactions  to  the  barbiturates  may  occur.  Dosage:  Doses 
should  be  individualized  for  each  patient.  The  usual  adult  seda- 
tive dosage  ranges  from  30  mg.  (1/2  grain)  to  50  mg.  (3/4  grain) 
two  or  three  times  daily. 


Additional  information 
available  to  physicians 
upon  request.  Eli  Lilly 
and  Company,  Indian- 
apolis, Indiana. 


AMYTAL 

AMOBARBITAL 
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NTZ  Nasal  Spray  relieves 
hay  fever  symptoms  on  contact 

Fast  symptomatic  relief  from  seasonal  hay  fever 
comes  in  the  convenient  nTz  Nasal  Spray  bottle. 
Two  sprays  quickly  relieve  itching  and  decongest 
the  nasal  membranes  on  contact.  The  first  spray  of 
nTz  shrinks  the  turbinates,  helps  restore  normal 
nasal  ventilation  and  breathing.  After  a few  minutes 
a second  spray  enhances  sinus  ventilation  and 
drainage. 

nTz  Nasal  Spray  reduces  excessive  rhinorrhea 
without  unpleasant  dryness.  It  is  well  tolerated  by 
delicate  respiratory  tissues.  nTz  also  provides 
relief  in  head  colds,  perennial  rhinitis  and  sinusitis. 


nTz’s  carefully  balanced  formula  relieves  three 
ways:  with  a decongestant,  a topical  antihistamine 
and  an  antiseptic  wetting  agent. 

Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes. 
Thenfadil®  HCI  0.1  %,  a topical  antihistamine  to 
help  relieve  itching. 

Zephiran®  Cl  1 :5000,  an  antiseptic  wetting  agent 
to  promote  the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 

nTz  is  supplied  in  leakproof,  pocket-size,  spray 
bottles  of20ml.  and  in  bottles  of30ml.with  dropper 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 

NTZ  , Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  thenyldiamine),  and 
Zephiran  (brand  of  benzaikonium,  as  chloride,  refined),  trademarks  reg.  U.S.  Pat.  Off. 


Hay  fever. . . 
a summer  hazard 

prescribe 


A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group  oriented ; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 


i 
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In  Providing  Patients  with  Worry  Free  Convalescence  . . 

Doctors  know  the  importance  of  the  patient’s  state  of  mind  while  recovering  from  illness  . . . B 
Shield  patients  are  relieved  of  this  financial  burden  . . . That’s  why  doctors  sponsor  Blue  Shield  . 
That’s  why  doctors  guide  Blue  Shield  . . . That’s  why  doctors  recommend  Blue  Shield  . . . Blue  Shi« 
...  A vital  link  in  providing  patients  with  worry  free  convalescence  . . . 

YOUR  SUPPORT  WILL  HELP  BLUE  SHIELD  GROW  . . . 

SOUTH  CAROLINA  MEDICAL  CARE  PLAN  • 709  SALUDA  AVENUE,  COLUMBIA,  SOUTH  CAR 
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TUBERCULIN, TINETEST 

(Rosenthal)  Lederle 

ideally  suited  for  routine  screening 


accurate— comparable  to  the  older  standard  intradermal  tests 

practical— can  be  administered  by  nurses  under  physician  supervision 

convenient— no  refrigeration  or  other  storage  precautions 

economical— stable  for  2 years,  self-contained  disposable  unit 

Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


If  the  dealer,  North,  is  46  yrs.  old  and  West  is  42  and  East 
is  39  and  South  is  pregnant,  who  has  biliary  dysfunction? 


They're  all  vulnerable. 

Patients  approaching  middle  age,  as  well  as  preg- 
nant women  who  complain  of  “irregular”  constipa- 
tion, belching,  flatulence  and  indigestion  with  no 
evidence  of  organic  disease  may  be  suffering  from 
functional  disturbances  of  the  biliary  tract. 

These  basic  disturbances  can  often  be  corrected 
by  a single  convenient  and  effective  medication: 
Neocholan. 

Neocholan  is  more  than  a laxative.  It  combines  all 
the  ingredients  for  the  total  management  of  func- 
tional biliary  stasis  in  one  tablet.  Dehydrocholic  acid 
stimulates  the  production  of  thin,  free-flowing  bile. 
Bile  salts  promote  better  digestion  to  absorb  fats  and 


fat-soluble  vitamins,  and  they  tend  to  prevent  chronic 
constipation  by  maintaining  intestinal  tone  and 
normal  peristalsis.  Phenobarbital  and  homatropine 
methyl  bromide  relax  intestinal  spasm  and  insure 
unobstructed  passage  of  bile  and  pancreatic  juice 
into  the  duodenum. 

Neocholan  is  contraindicated  in  patients  with 
glaucoma.  Use  cautiously  in  elderly  patients  with 
urinary  retention  and  reduce  dosage  if  blurring  of 
vision,  increase  in  pulse  rate,  or  distressing  dryness 
of  the  mouth  result. 

MMM8K  Neocholan 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis,  Indiana 


(TM) 


is  truly  a one  shot  measles  vaccine. 


Lirugen  is  the  most  highly  attenuated,  but  fully  antigenic,  live  measles  vaccine  (Schwarz  Strain).0'81  Additional 
special  passages  of  the  Edmonston  Strain  resulted  in  further  attenuation  which  reduces  systemic  reactions  so 
effectively  that  the  use  of  gamma  globulin  with  Lirugen  is  not  needed.  In  recent  clinical  trials,  Lirugen  was 
administered  without  gamma  globulin  to  approximately  13,000  children.  In  1,405  of  these  children  tested  serologi- 
cally, a conversion  rate  of  99%  was  reported.  Close  medical  follow-up  of  inoculated  children  and  controls  showed 
no  significant  differences  between  mean  maximum  temperatures  in  the  two  groups.  The  incidence  of  high  fever 
(103°F  and  above,  rectally)  attributable  to  the  vaccine  could  be  calculated  at  less  than  1%,  and  the  occurrence  of 
mild,  transient  rash  at  less  than  3%. 

Contraindications:  Pregnancy;  leukemia,  lymphoma  and  other  generalized  malignancies;  brain  damage  in  children 
under  one  year  of  age;  febrile  illness;  allergy  to  egg  proteins,  neomycin,  or  streptomycin.  Precautions:  Use  cautiously 
in  patients  with  a history  of  tuberculosis  and  patients  being  treated  with  steroids,  irradiation,  alkylating  agents, 
and  antimetabolites.  Consult  package  literature  before  administering  Lirugen. 

References:  4.  Measles  Vaccines:  W.H.O.  Technical  Report  Series  No.  7.  Andelman,  S.  L.  et  al.:  Scientific  exhibit  at  annual  meet- 

1.  Schwarz,  A.J.F.;  Amer.  J.  Dis.  Child.,  103:  386-389,  1962.  263, 1963.  i ng  of  The  American  Academy  of  Pediatrics,  1964. 

2.  Krugman,  S.  et  al.:  Pediatrics,  31:  919-928,  1962  . 5.  Schwarz,  A.J.F.:  Annales  Paediatrici,  202:  241-253,  1964.  8.  Krugman,  S.  et  al.:  J.  Pediatrics,  66:  471-488,  1965. 

3.  Andelman,  S.  L.  et  al.:  J.A.M.A.,  184  : 721-723,  1963.  6.  Morley,  D.  C.  et  al.:  Bull.  W.H.O. , 30:  733-739,  1964. 

PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis,  U.S.A. 


iutazolidin 

and  of 

lenylbutazone 

i 

steoarthritis 


ieigy 


3rapeutic  effects 

umber  of  investigators  report  improve- 
nt  in  about  75%  of  cases.  Relief  of  pain 
1 stiffness  is  the  predominant  response, 
quently,  there  is  also  a significant 
)rovement  in  function.  The  beneficial 
;cts  of  the  drug  are  usually  seen  by  the 
d or  fourth  day  of  treatment. 

?re  is  general  agreement  that  milder 
;es  of  osteoarthritis  are  preferably 
3ted  by  simple  analgesics.  In  many 
ients.  however,  this  mode  of  therapy 
s to  give  sufficient  relief.  Because  ster- 
s are  not  very  effective  in  this  form  of 
iritis,  phenylbutazone  affords  the  drug 
rapy  most  capable  of  relieving  the  more 
ere  cases.  For  best  results,  it  is  recom- 
nded  that  treatment  with  phenylbutazone 
combined  with  physiotherapy  and  other 
>ropriate  supportive  measures. 

sage 

‘ initial  daily  dosage  in  adults  is  300-600 
individed  daily  doses.  In  most  instances, 
mg.  daily  is  sufficient  for  maximum 
rapeutic  response.  A trial  period  of  one 
ik  is  adequate  to  determine  the  effects 
he  drug;  if  there  is  no  improvement, 
continue  the  drug.  When  improvement 
is  occur,  dosage  should  be  promptly 
reased  to  the  minimum  effective  level: 
should  not  exceed  400  mg  daily,  and  is 
in  achieved  with  only  100-200  mg  daily. 

cautions 

ore  prescribing,  the  physician  should 
ain  a detailed  history  and  perform  a 
iplete  physical  and  laboratory  examina- 
includmg  a blood  count.  The  patient 
uld  be  kept  under  close  supervision  and 


history  of  blood  dyscrasia.  Because  of  the 
increased  possibility  of  toxic  reactions,  the 
drug  should  not  be  given  when  the  patient 
cannot  be  seen  regularly,  when  the 
patient  is  senile,  or  when  other  potent 
chemotherapeutic  agents  are  given  con- 
currently. Large  doses  of  Butazolidin"  alka 
are  contraindicated  in  patients  with 
glaucoma. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  side  effects  and 
contraindications  as  contained  in  the 
complete  prescribing  information. 

Butazolidin  alka 

Each  capsule  contains: 

Butazolidin,  brand  of 

phenylbutazone 100  mg 

dried  aluminum 

hydroxide  gel 100  mg. 

magnesium  trisilicate 150  mg 

homatropine 

methylbromide 1 ,25  mg. 

Butazolidin 

brand  of  phenylbutazone 
Tablets  of  100  mg. 


should  be  warned  to  report  immediately 
fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight 
gain  (water  retention) ; skin  reactions;  black 
or  tarry  stools.  Regular  blood  counts  should 
be  made.  The  drug  should  be  used  with 
greater  care  in  the  elderly. 

Warning:  If  coumarin-type  anticoagulants 
are  given  simultaneously,  the  physician 
should  watch  for  excessive  increase  in 
prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action 
of  sulfonylurea  and  sulfonamide-type 
agents  and  insulin.  Patients  receiving  such 
concomitant  therapy  should  be  carefully 
observed  for  this  effect. 

Side  effects 

The  most  common  side  effects  are  nausea, 
edema  and  drug  rash.  Infrequently,  agranu- 
locytosis, generalized  allergic  reaction, 
stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed 
to  the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  are  also  possible  side 
effects  Confusional  states,  agitation,  head- 
ache. blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as 
have  hepatitis,  jaundice,  and  several  cases 
of  anuria  and  hematuria  With  long-term 
use,  reversible  thyroid  hyperplasia  may 
occur  infrequently. 


Contraindications 

These  include:  edema,  hypertension,  or 
danger  of  cardiac  decompensation;  history 
or  symptoms  of  peptic  ulcer;  renal,  hepatic 
or  cardiac  damage;  history  of  drug  allergy; 


0*  isy 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 

BU-3143 


diet-rite.  cola... 


America’s  Number  1 


Diet-Rite  Cola  is  better  tasting  than  old-time  colas . . . 
or  their  low-calorie  off-shoots.  No  sugar  at  all . . . less 
than  1 calorie  per  bottle . . . full  cola  taste.  The  /?H  of 
Diet-Rite,  about  2.6  to  2.8,  represents  the  same 
general  range  of  acidity  as  other  cola  beverages  and 
a number  of  fruit  juices.  Diet-Rite  Cola  is  a soft  drink 
you  and  your  patients  will  like... and  go  on  liking. 

A Product  of  Royal  Crown  Cola  Co. 


an  innovation  in 
broad-spectrum 

antibiotic  dosage 


I-)I  X I A )M  YCI N 

DEMETHYLCHLORTETRACYCLINE 


Hew 

300 mg 

Film-coated 

tablet 

For  adult  therapy 

One  mid-morning 
One  mid-evening 


it's  made  f oi 


declomyciN 

EMETHYLCHLORTETRACYCLINE 
»0()mg'  FILM  COATED  TABLETS 


ne  mid-morning  One  mid-evening 

rovides  a full  24  hours  of  therapy  for  adults 
dth  all  the  extra  benefits  of  DECLOMYCIN 
.lower  mg  infake  per  day... proven  potency 
,1-2  days’  “extra”  activity  to  protect  against 
elapse  or  secondary  infection 


DECLOMYCIJN 

DEMETHYLCHLORTETRACYCLINI 
300mg-  FILM  COATED  TABLETS 


DECLOMYCIN®  Demethylchlortetracycline  HCI  TABLETS  (Film  Coated) 

Available  dosage  forms:  Film  Coated  Tablets  containing  150  mg.  and 
300  mg.  demethylchlortetracycline  HCI. 

ACTION:  DECLOMYCIN  Demethylchlortetracycline  is  a broad-spectrum 
antibiotic  derived  from  a strain  of  Streptomyces  aureofaciens.  Demethyl- 
chlortetracycline is  closely  related  chemically  to  tetracycline  and  has 
been  shown  to  have  several  advantages  which  make  it  a valuable  aid  to 
antimicrobial  therapeutics.  It  has  a greater  antibiotic  potency  which 
makes  it  possible  to  achieve  therapeutic  activity  with  less  weight  of  anti- 
biotic. It  has  a greater  stability  in  body  fluids  due  to  a slow  degradation. 
It  has  been  shown  to  have  a reduced  renal  clearance  rate  which  pro- 
duces a prolongation  of  the  antibacterial  levels  in  the  body. 

The  average  adult  daily  dose  of  DECLOMYCIN  Demethylchlortetracy- 
cline (600  mg.)  may  be  considered  to  be  the  equivalent  of  1,000  mg.  of 
tetracycline  per  day. 


INDICATIONS:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in  in- 
fections caused  by  organisms  sensitive  to  the  tetracyclines. 

The  following  conditions  have  been  successfully  treated: 


Otitis  (Externa  or  Media) 

Pharyngitis 

Pneumonia 

Pre-  and  Postoperative 
Prophylaxis  of  Infection 
Primary  Atypical  Pneumonia 
Primary  and  Secondary 
Syphilis 

Pustular  Folliculitis 
Pyelonephritis 
Pyoderma 
Sinusitis 

Streptococcal  Sore  Throat 
Tonsillitis 


Abscess 
Acne 

Bronchiectasis 
Bronchiolitis 
Bronchitis 

Bronchopulmonary  Infection 
Cellulitis 
Cystitis 
Endometritis 
Erysipelas 
Furunculosis 
Genitourinary  Infection 
Laryngotracheitis 
Mixed  Bacterial  Infection 
Non-Specific  Urethritis 

associated  with  tetracycline-sensitive  organisms  such  as  the  following: 

Eaton  Agent  Gonococci 

Endamoeba  histolytica  Shigellae 

Hemophilus  influenzae  Staphylococci 

Pneumococci  Streptococci 

Escherichia  coli 

Evaluation  in  other  infections  and  conditions  is  continuing. 

DECLOMYCIN  Demethylchlortetracycline  is  indicated  for  surgical  and 
dental  preoperative  and  postoperative  prophylaxis  of  infection  in  con- 
taminated fields.  Since  penicillin  is  the  drug  of  choice  for  syphilis  and 
gonorrhea,  it  should  be  employed  in  these  infections  except  in  patients 
with  a history  of  penicillin  allergy. 

In  cases  of  acute  gonococcal  urethritis  where  a primary  or  secondary 
lesion  of  syphilis  is  suspected,  proper  diagnostic  procedures  including 
darkfield  examination  should  be  followed.  In  all  other  cases  where  con- 
comitant syphilis  is  suspected,  serological  tests  should  be  made  monthly 
for  at  least  three  months. 

In  patients  with  agammaglobulinemia  or  hypogammaglobulinemia 
and  recurring  infections,  it  is  necessary  to  treat  with  both  gamma  globu- 
lin and  an  antibiotic  such  as  DECLOMYCIN  Demethylchlortetracycline. 

DECLOMYCIN  Demethylchlortetracycline  shows  activity  against  some 
strains  of  Pseudomonas  and  Proteus  heretofore  unresponsive  to  tetracy- 
cline therapy  as  shown  by  both  in  vivo  and  in  vitro  studies. 

In  the  treatment  of  staphylococcus  infections,  indicated  surgical  pro- 
cedures must  be  performed  in  all  cases. 


WARNING:  If  renal  impairment  exists,  even  usual  oral  or  parenteral 
doses  may  lead  to  excessive  systemic  accumulation  of  the  drug  and 
possible  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated  and  if  therapy  is  prolonged,  demethylchlortetracycline 
serum  level  determinations  may  be  advisable.’'2'3 

A photodynamic  reaction  precipitated  by  direct  exposure  to  natural 
or  artificial  sunlight  has  been  observed  in  some  individuals.  Small 
amounts  of  drug  and  short  exposure  to  these  sources  of  sunlight  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema over  the  exposed  parts  of  the  body  to  severe  skin  manifestations. 
In  a smaller  proportion,  photoallergic  reactions  to  this  drug,  as  well  as 
other  tetracycline  derivatives,  have  also  been  reported. 

Such  patients  should  be  warned  to  avoid  direct  exposure  to  natural 
or  artificial  sunlight  while  under  treatment  and  to  discontinue  the  drug 
at  the  first  evidence  of  skin  discomfort. 


Necessary  subsequent  courses  of  treatment  with  tetracyclines  shoi 
be  carefully  observed. 

PRECAUTIONS  AND  SIDE  EFFECTS:  The  use  of  antibiotics  occasion* 
may  result  in  overgrowth  of  nonsusceptible  organisms.  Constant  obs 
vation  of  the  patient  is  essential.  If  new  infections  appear  during  thera 
appropriate  measures  should  be  taken. 

Demethylchlortetracycline  may  form  a stable  calcium  complex  in  * 
bone  forming  tissue  with  no  serious  harmful  effects  reported  thus  far 
humans.  However,  use  of  demethylchlortetracycline  during  tooth  de\ 
opment  (=  last  trimester  of  pregnancy,  neonatal  period  and  ea 
childhood)  may  cause  discoloration  of  the  teeth  (=yellow-grey-bro\ 
ish).  This  effect  occurs  mostly  during  long-term  use  of  the  drug  bu 
has  also  been  observed  in  usual  short  treatment  courses. 

As  with  all  other  antibiotics,  side  reactions  which  might  be  encoy 
ered  include  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vagin] 
and  dermatitis.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontir 
medication  and  institute  appropriate  therapy.  Rare  cases  of  anaphy’1 
toid  reactions  have  been  reported  following  demethylchlortetracycli; 
Appropriate  precaution  is  advised. 

With  full  therapeutic  doses  in  infants,  increased  cranial  press, 
with  bulging  fontanels  has  been  observed.  The  frequency  has  b 
rare  and  all  signs  and  symptoms  have  disappeared  rapidly  upon  ces 
tion  of  treatment. 

ADMINISTRATION  AND  DOSAGE:  ADULT:  The  average  daily  adult  ci 
age  is 4 divided  doses  of  150  mg.  each  or  2 divided  doses  of  300  mg.  ea 

An  initial  dose  of  300  mg.  may  be  used  in  the  more  severe  infectiJ 
but  a single  dose  exceeding  300  mg.  is  thought  to  be  unnecessary.] 

INFANTS  AND  CHILDREN:  The  dosage  is  3 to  6 mg.  per  pound  fc| 
weight  per  day  or  6 to  12  mg.  per  Kg.  per  day,  divided  into  2 or  4 da 
dependent  upon  the  severity  of  the  disease.  This  should  not  be  g» 
with  milk  formula  or  other  calcium  containing  foods  and  should 
given  at  least  one  hour  prior  to  feeding. 

Because  of  the  cumulative  effect  in  the  body,  continuation  of  I 
doses  beyond  the  first  few  days  is  thought  to  be  unnecessary. 

Therapy  should  be  continued  beyond  the  time  when  character 
symptoms  or  fever  have  subsided;  however,  DECLOMYCIN  Deme 
chlortetracycline,  because  of  its  unique  property  of  prolonged  stat 
in  body  fluids,  permits  serum  activity  for  24  to  48  hours  after  the 
dose.  The  incidence  of  rheumatic  fever  or  glomerulonephritis  follo\ 
streptococcal  infections  suggests  that  therapy  of  a streptococcal  ir 
tion  should  be  continued  for  10  days,  even  though  symptoms  tl 
subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  ti! 
Gm.  given  in  equally  divided  doses  over  a period  of  10  to  15  days  sh  J 
be  followed.  Close  follow-up  observation  of  the  patient  is  recommenl 
including  appropriate  laboratory  tests,  since  demethylchlortetracyrt 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  I 
examination  should  be  included  as  part  of  this  follow-up. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  <( 
dosage  is  900  mg.  in  3 divided  doses  for  six  days.4  5’6 

In  the  treatment  of  pustular  acne  vulgaris  an  initial  dose  of  600! 
daily  for  one  or  two  weeks  may,  in  most  cases,  be  reduced  to  300! 
or  150  mg.  daily  for  remainder  of  treatment  course. z 

Absorption  is  impaired  by  the  concomitant  administration  of  ^ 
calcium  content  drugs  such  as  some  antacid  medications,  foods  i 
some  dairy  products  such  as  milk.  Oral  forms  of  demethylchlortet  t 
cline  should  be  given  1 hour  before  or  2 hours  after  meals. 
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6525-1  969 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown' 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 
Side  effects:  Drowsiness  may  occur  and. 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions arc  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths;  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular, 
WALLACE  LABORATORIES 
Wz-  Cranbury,  N.J.  e»  ,m 


On  Stelazine  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  & French  Laboratories 
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IF  YOU  COULD  BUT  SEE  PAIN 

If  you  could  see  pain  itself— not  merely  the  re-  _ with  maximal  safety  from  the  risk  of  incurring 

action  to  pain— how  much  more  accurately  you  codeine  side  effects.*  •••••••••••• 

could  appraise  it!  How  much  better  you  could  I Contraindications:  Hypersensitivity  to  any  in- 
note the  effectiveness  with  which  codeine— in  ^ gredient.  Precautions:  As  with  all  phenacetin- 

safe.  low  dosage— can  confer  full  codeine  bene-  * V containing  products,  avoid  excessive  or  pro- 
fits, when  its  action  is  potentiated  by  simple  u longed  use.  Side  effects:  Side  effects  are  un- 
analgesics, and  enhanced  by  phenobarbital!  V common— nausea,  constipation  and  drowsiness 

This  is  what  Phenaphen  with  Codeine  provides,  Y ' \ have  been  reported.  ••••••••••••• 

to  enable  you  to  "get  the  best  out  of  codeine”  I i » A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA. 

PHENAPHEN  WITH  CODEINE 

Provides  the  basic  Phenaphen  formula,  plus  Codeine  phosphate  (Warning:  may  be  habit  forming)  in  three  strengths:  Vi  gr.  (Phenaphen  ! 

No.  2);  Vi  gr.  (Phenaphen  No.  3);  and  1 gr.  (Phenaphen  No.  4).  Basic  Phenaphen  formula:  Phenacetin  (3  gr.)  194.0  mg.;  Aspirin 
\2Vi  gr.)  162.0  mg.;  Phenobarbital  (14  gr.)  16.2  mg.  (Warning:  may  be  habit  forming);  and  Hyoscyamine  sulfate  0.031  mg. 


There’s  nothing  like  a vacation * 

for  relaxing  stress-induced  smooth  muscle  spasm 


nothing,  that  is,  except  the 

sedative-antispasmodic  action  of  DONNATAL ® 


Functional  disturbances  of  gastrointestinal 
tone  and  motility  present  the  physician  with  an 
all  too  common  reaction  to  the  stressful  dilem- 
mas and  frustrations  of  modern  living.3  6 

For  their  dependable  control,  no  better  spas- 
molytic has  ever  been  discovered  than  the  nat- 
ural belladonna  alkaloids  in  combination  with 
phenobarbital,  as  in  Donnatal. 

Phenobarbital,  as  a mild  sedative,  has  the  ben- 
efit of  long  use  and  a reassuring  record  of  free- 
dom from  unexpected  and  untoward  reactions. 
In  allaying  subjective  tension,  it  helps  to  pre- 
vent emotional  stimuli  from  provoking  or  in- 
tensifying visceral  spasm. 


CONTRAINDICATIONS:  Glaucoma,  advanced  renal  or  he- 
patic disease  or  hypersensitivity  to  any  of  the  ingredients. 
PRECAUTIONS:  Administer  with  caution  to  patients  with 
incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy. 

SIDE  EFFECTS:  Blurring  of  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may  occur 
at  higher  dosage  levels,  rarely  at  the  usual  dose. 

♦This  one  at  Oak  Creek,  Castle  Rock.,  Arizona 


The  natural  belladonna  alkaloids  in  Donnatal— 
conforming  to  the  classic  formulation  by  Voll- 
mer5— selectively  include  only  the  therapeuti- 
callydesired  alkaloids  in  preciselyand  optimally 
balanced  ratio.  The  clinical  uncertainties  of  the 
variable  tincture  and  extract  of  belladonna  are 
thus  avoided. 

Further,  a recent  pharmacological  study  has 
confirmed  that  the  antispasmodic  effectiveness 
of  the  belladonna  alkaloids  in  Donnatal  is 
measurably  potentiated  by  the  presence  of  phe- 
nobarbital.8 

Over  the  years,  the  professional  consensus  has 
reflected  broad  clinical  confidence  in  the 
marked  benefits  to  be  achieved  by  Donnatal  in 
a wide  range  of  visceral  disorders ...  in  peptic 
ulcer,1’6  functional  bowel  distress,1  gastroin- 
testinal spasm  and  discomfort, 2and  other  func- 
tional disturbances  of  visceral  smooth  muscle. 


References:  1.  Hock,  C.  W.:  Clin.  Med.  8:1932,  1961.  2.  Marks,  L.: 
Am.  J.  Gastroenterol.  27:180,  1957.  3.  Palmer,  W.  L.,  and  Kirsner, 
J.  B.:  Therapeutics  in  Internal  Medicine.  2nd  ed.,  F.  A.  Kyser,  Ed.. 
Hoeber,  New  York,  1953,  p.  368.  4.  Ryan,  J.  P.,  Jenkins,  H.  J.  and 
Robinson,  S.  M.:  J.  Pharmaceut.  Sciences  53(9):1084,  1964. 
5.  Vollmer,  H.:  Arch.  Neurol.  & Psychiat.  43:1057,  1940.  Abst. 
J.A.M.A.  115:333,  1940.  6.  Wharton,  G.  K.,  Balfour,  D.  C„  Jr.,  and 
Osman,  K.  I.:  Postgrad  Med.  21:406,  1957. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Va. 


Prescribed  by  more  physicians 
than  any  other  antispasmodic 
— well  over  5 billion  doses! 


Donnatal 


In  each  Tablet,  Capsule 
or  5 cc.  Elixir 

0.1037  mg.  hyoscyamine  sulfate 

0.0194  mg.  atropine  sulfate 


In  each 
Extentab® 


0.3111  mg. 
0.0582  mg. 


In  each  Tablet.  Capsule  In  each 

or  5 cc.  Elixir  Extentab® 

0.0065  mg.  hyoscine  hydrobromide  0.0195  mg. 
16.2  mg.  (14  gr.)  phenobarbital  (%  gr.)  48.6  mg. 

(Warning:  May  be  habit  forming.) 


“the  same  old  story,  doctor— indigestion” 


The  patient’s  complaint  is  indigestion .. .especially  of  intolerance  to  fried 
foods... aggravated  by  stress.  You  diagnose  functional  G.l.  disturbance  and 
associated  stress... as  manifested  by  flatulence,  “nervous”  indigestion  and 
constipation.  Prescribe 


DECHOLIN-BB 

(Hydrocholeretic  • Antispasmodic  • Sedative,  AMES) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM 15  mg  (%  gr) 

(warning:  May  be  habit  forming)  to  ease  nervous  tension 

DEHYDROCHOLIC  ACID 250  mg  ( 3 % gr) 

to  produce  large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  the  in- 
testinal mucosa 

BELLADONNA  EXTRACT 10  mg  (%  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  adult  dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  period- 
ically for  increased  intraocular  pressure  and  bar- 
biturate habituation  or  addiction.  Caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehy- 
drocholic  acid  may  cause  transitory  diarrhea; 
belladonna  — blurred  vision,  dry  mouth.  Contra- 
indications: Biliary  tract  obstruction, 
acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia.  Available  through 
your  regular  supplier:  Dechoun-BB, 
bottles  of  100  tablets.  7J66« 


Ames  Company,  Inc.,  Elkhart,  Indiana,  ames 
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NEW  UNEXCELLED  TASTE 


SYRUP  OF  CHLORAL  HYDRATE 


EW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 


lO  Grains  (U.S.P.  Dose)  of  palatable  lime  flavored 
chloral-hyd  rate  syrup  in  each  teaspoonful 

RAPID  SEDATION  WITHOUT  HANGOVER 


JONES  and  VAUGHAN,  Inc. 


RICHMOND  26,  VA. 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE  MARK  ® 


things  go 

better,! 

^with 

Coke 


11:47  pm  11:53  pm  12:06  am 


YOUR  OWN  ORGANIZATION  SPONSORED 

INCOME  PROTECTION  PLAN 

HAS  PAID  OVER 

$87,800 

OF  BENEFITS  TO  MEMBERS  OF  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

FOR  TIME  LOST  DUE  TO  DISABILITY 
MORE  THAN  350  MEMBERS  NOW  COVERED 


LEARN  HOW  YOUR 


S.C.M.A.  INCOME  PROTECTION  PLAN 

CAN  HELP  YOU,  TOO 

PREMIUMS  FOR  ALL  INSUREDS  WERE  REDUCED  IN  1963 


CHARLES  W.  DUDLEY,  236  Ashley  Ct.,  Florence,  S.  C. 
Looks  Forward  to  Greeting  You  at  Your  Annual  Convention 
Ask  Him  For  Full  Details 

EDUCATORS  MUTUAL  LIFE  INSURANCE  COMPANY 

HOME  OFFICE,  LANCASTER,  PENNA. 


i Chronic  Illness:  B and  C vitamins  are  therapy 


i imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go  hand  in  hand. 
TRESSCAPS,  containing  therapeutic  quantities  of  vitamins  B and  C,  is  formu- 
ted  to  meet  the  increased  metabolic  demands  of  patients  with  physiologic  stress, 
chronic  illness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B , (Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  "re- 
minder" jars  of  30  and  100;  bottles  of  500. 

i LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

751  4*4 


too  young 
to  be 

so  tired ... 


revive  interest. . 
restore  activity 
promptly  with 


Atertonic 


Calcium  glycerophosphate  (2%  MDR  for  calcium  and  phosphorus)  100  mg. 


the  need  for  a tonic 

knows  no  age  Anyone  can  feel  tired  and 

“old”  too  soon.  In  such  functional  fatigue,  Alertonic  helps 


to  lift  mood,  revive  interest,  restore  purposeful  activity 
promptly.  Yet  it  contains  no  MAO  inhibitors,  no  hormones. 
Alertonic  is  the  effective  formulation  of  a cerebral  stimulant 
(pipradrol  hydrochloride),  alcohol,  vitamins,  and  minerals 
...available  on  prescription  only.  For  common  functional 
complaints  (mild  mood  depression,  tiredness) ; geriatric  or 
convalescent  patients,  Rx  one  tablespoonful  Alertonic  t.i.d., 
thirty  minutes  before  meals.  Contraindicated  in  agitated 
pre-psychotic  patients,  paranoia,  or  other  patients  in 
whom  hyperexcitability,  anxiety,  chorea,  or  obsessive- 
compulsive  states  are  present.  Mild  central  stimulant 
side  effects  may  occasionally  occur. 


Three  tablespoonfuls  (45  cc.)  contain: 

Pipradrol  hydrochloride  

Vitamin  Bi  (thiamine  hydrochloride)  .... 

Vitamin  Bo  (riboflavin)  

Vitamin  Bo  (pyridoxine  hydrochloride) 

Nicotinamide  

Cholinet  

Inositolt  


(10  MDR*)  10 mg. 


(4  MDR*)  5 mg. 

1 mg. 

(5  MDR*)  50  mg. 
100  mg. 


100  mg. 


2 mg. 


Cobalt  (as  chloride)  

Manganese  (as  sulfate)  

Magnesium  (as  acetate)  

Zinc  (as  acetate)  

Molybdenum  (as  ammonium  molybdate)  

Alcohol  15% 

^Multiple  of  adult  Minimum  Daily  Requirement  supplied 
fRequirement  in  human  nutrition  not  yet  established 


1 mg. 
1 mg. 
1 mg. 
1 mg. 
1 mg. 


Brochure  with  full  product  information  available  on  request. 


THE  WM.  S.  MERRELL  COMPANY 

Division  of  Richardson-M errell  Inc. 

Cincinnati,  Ohio /Weston,  Ontario 


Keeping  an  eye  on  the  scales  may  be  an  avoca- 
tion with  some  people,  but  it  is  a full-time  occu- 
pation for  Lilly  employees  who  determine  the 
weight  of  filled  tubes  of  medication.  First,  a 
random  sampling  of  empty  tubes  is  taken,  and 
the  average  weight  is  calculated.  Then,  the 
amount  of  ingredient  is  added  to  this  figure  to 
determine  the  standard  fill.  As  the  machine  fills 
the  tubes,  a sample — about  one  out  of  every 


four  hundred — is  weighed  and  checked  against 
the  standard.  The  weights  are  plotted  on  a 
graph.  A variation  of  three  consecutive  points 
in  either  direction  indicates  a trend  away  from 
the  standard,  and  the  machine  is  adjusted.  Tol- 
erances are  kept  to  less  than  5 percent.  An  extra 
step  . . . but  consistent  with  the  meticulous 
program  at  Eli  Lilly  and  Company  to  assure 
the  highest  quality  in  our  finished  products. 


Eli  Lilly  and  Company  • Indianapolis,  Indiana 
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THE  PIN-RETAINED  EXPANDABLE  PROSTHESIS 
IN  CLEFT  PALATE  TREATMENT 

(A  Preliminary  Report) 

ROBERT  F.  HAGERTY,  M.  D. 

Department  of  Surgery 

WILLIS  K.  MYLIN,  D.  D.  S. 

Department  of  Anatomy 

DONALD  A.  HESS,  Ph.  D.° 

The  Medical  College  of  South  Carolina 
Charleston,  South  Carolina 


Treatment  of  the  infant  with  cleft  lip  and 
cleft  palate  has  been  associated  with 
many  marked  advances  in  recent  years. 
These  can  and  should  be  incwporated  into  the 
treatment  of  these  little  patients  if  we  are  to 
obtain  the  best  possible  results.  The  basic 
contribution  to  modern  care  of  these  cleft 
patients  was  made  by  an  orthodontist, 
McNeil,1  of  Glasgow,  who  first  demonstrated 
that  the  maxillary  segments  could  be  moved 
into  more  normal  relationships  with  the 
mandibular  arch  through  the  use  of  acrylic 
bite  plates. 

For  over  one-hundred  years  orthodontists 
have  appreciated  the  effects  of  abnormal  or 
unbalanced  lip  and  cheek  musculature  in  pro- 
ducing serious  alterations  in  the  facial  skele- 
ton, and  significant  disturbances  of  the  dental 

"Professor,  Speech  Pathology  and  Audiology,  State 
University  College,  Buffalo,  New  York. 

This  work  supported  by  National  Institute  Dental 
Heseareh  Grant  No.  DE  00197. 


occlusal  relationships.  ( Rodrigues,2  Desira- 
bode,3  Tomes,1  Angle6) 

Davis"  was  one  of  the  pioneers  to  point  out 
the  significance  of  the  principles  in  regard  to 
the  cleft  lip  and  palate  problem  specifically, 
and  over  30  years  ago  made  an  appeal  for 
closer  cooperation  between  plastic  surgeons 
and  orthodontists  in  these  cases.  In  1937,  Fitz- 
Gibbon7  made  the  following  observation: 

“A  tight  sphincter  results  from  lip  surgery, 
which  in  turn  influences  to  a great  extent  the 
position  of  the  erupting  teeth.  The  deciduous 
arch  as  well  as  the  permanent  arch  often 
shows  the  deciduous  molars  or  bicuspids  on 
the  short  side  of  the  cleft  in  lingual  version 
and  the  anterior  teeth  in  torsi  version.” 

Many  investigators  in  the  cleft  palate  field 
have  reported  these  physiological  phenomena. 
(Glass,"  Johnston,"  Hagerty10'13 ) 

Such  phenomena  as  described  above  are 
presently  referred  to  in  the  literature  today  as 
“arch  collapse.”  In  order  to  understand  this 
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( Illustration  1 ) 

Fig.  A.:  The  equilibrium  between  intra  and  extra- 
oral forces  on  the  normal  maxilla  is  demonstrated. 

Fig.  B.:  Intra-oral  forces  are  shown  to  be  greater 
than  the  extra-oral  forces  in  the  unoperated  complete 
unilateral  cleft  of  the  lip  and  palate. 

Fig.  C.:  The  greater  intra-oral  forces  are  depicted 
displacing  the  maxillary  segment  on  the  cleft  side  of 
unoperated  cleft  lip  and  palate,  resulting  in  deformity 
of  the  face  and  malocclusion. 


precisely,  we  must  review  the  anatomy  of  the 
normal  arch.  (Illus.  I,  Fig.  A)  The  normal 
maxillary  alveolar  arch  is  a suspended  exten- 
sion of  the  maxilla  and  premaxilla,  gaining 
considerable  structural  integrity  from  its 
classic  arch  configuration.  It  is  stressed  within 
by  “flying  buttresses”  formed  on  each  side  by 
the  palatal  bones  in  continuity  with  the  vomer 
and  nasal  septum.  Such  “buttresses”  resist  both 
compression  and  expansion  of  the  arch.  The 
compressive  force  of  the  cheeks  and  lips  is  also 
resisted  by  the  expanding  action  of  the  tongue 
beneath  and  within  the  arch.  When  unaltered 
by  a specific  pathology  or  congenital  mal- 
formation, these  various  components  of  force 


remain  in  balance,  maintaining  a normal  sym- 
metrical arch  and  a functionally  efficient  re- 
lationship with  the  alveolar  arch  and  teeth  of 
the  lower  jaw. 

A patient  with  a cleft  of  the  lip  and  palate 
of  Type  III  (cleft  of  the  entire  soft  and  hard 
palate  in  continuity  with  unilateral  cleft  of  the 
alveolus,  and  usually  a complete  cleft  of  the 
lip)  may  occasionally  show  no  great  displace- 
ment of  the  maxillary  segments  at  birth. 
(Illus.  I,  Fig.  B)  However,  most  commonly, 
the  external  forces  of  compression  are  greatly 
reduced,  resulting  in  a displacement  of  the 
segments  bordering  the  cleft,  by  the  expand- 
ing action  of  the  tongue.  This  results  in  a 
widening  of  the  cleft,  more  marked  on  the 
cleft  side,  with  anterior  rotation  of  the  pre- 
maxilla. (Illus.  I,  Fig.  C) 

Lip  repair,  which  is  most  frequently  carried 
out  prior  to  four  months  of  age  and  before 
ossification  of  the  facial  bones  is  complete, 
restores  the  compressive  force  of  the  labio- 
buecal  sphincter.  This  force  will  be  restored 
to  near  normal  if  the  surgeon’s  skill  and  the 
available  tissues  permit.  If  either  or  both  are 
deficient,  there  will  be  a resultant  tight  lip 
with  its  inevitably  increased  compressive  force 
on  the  arch.  The  maxillary  arch,  previously 
expanded  by  the  tongue,  promptly  yields  to 
the  greater  muscular  pressure.  The  alveolar 
process  on  the  cleft  side  is  compressed  toward 
the  midline  and  the  anteriorly  rotated  pre- 
maxilla is  rotated  posteriorly. 

If  the  maxillary  alveolar  segments  are 
moved  at  a complementary  rate  and  the  con- 
genital tissue  deficiency  is  not  too  great,  the 
alveolar  process  on  the  cleft  side  and  the  pre- 
maxilla may  reach  the  normal  arch  line  at  the 
same  time  and  impinge,  restoring  the  structural 
integrity  of  the  arch  and  preventing  further 
significant  medial  displacement  of  the  short 
segment.  If  such  takes  place,  the  resulting 
arch  contour  is  normal  or  nearly  so,  and  the 
prognosis  for  normal  maxillary  development 
with  a satisfactory  dental  occlusal  relationship 
is  good. 

Unfortunately,  such  cases  are  rarely  seen. 
Usually,  the  alveolar  segment  on  the  cleft  side 
is  compressed  medially  at  a faster  rate  than 
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that  of  the  posterior  displacement  of  the  pre- 
maxilla, possibly  because  the  latter  receives 
support  from  the  vomer  and  the  septum.  As  a 
result,  the  short  lateral  segment  passes  the 
normal  arch  line  prior  to  the  arrival  of  the  pre- 
maxilla and  essentially  becomes  contained  be- 
hind and  within  it.  In  a significant  number  of 
cases  there  appears  to  be  sufficient  alveolar 
aplasia  at  the  cleft  site  to  preclude  impinge- 
ment of  the  two  maxillary  segments  on  the 
arch  line  irrespective  of  any  coordination  in 
their  repositioning.  The  maxillary  arch  is  thus 
narrowed  according  to  the  extent  of  medial 
displacement  or  “collapse”  of  the  alveolar  seg- 
ment on  the  cleft  side.  (Ulus.  II,  Fig.  A) 

In  the  Type  IV  clefts  (complete  cleft  of  the 
soft  and  hard  palate  in  continuity  with  bi- 
lateral clefts  of  the  alveolus  and  lip),  the  same 
expanding  and  compressive  forces  come  into 
play.  The  difference  is  that  both  alveolar  seg- 
ments have  lost  their  support  from  the  palatal 
bones  and  vomer,  and  the  premaxilla  is  sus- 
pended from  the  anterior  margin  of  the  sep- 
tum, free  of  any  alveolar  attachment.  Prior  to 
lip  repair,  expansion  of  the  arch  may  be  pro- 
found and  the  premaxilla  may  be  displaced 
far  anteriorly  and  rotated  superiorly.  ( Illus. 
II,  Fig.  B) 

Lip  repair  in  such  cases  is  usually  associated 
with  bilateral  “arch  collapse”  with  the  alveolar 
segments  meeting  near  the  midline  behind  the 
protruding  premaxilla,  “locking  it  out”  of  the 
arch.  (Illus.  II,  Fig.  C) 

That  such  maxillary  arch  collapse  is  com- 
mon in  both  unilateral  and  bilateral  post-op- 
erative cleft  cases  is  evidenced  by  measure- 
ments of  the  palatal  areas.  Evidence  of  dental 
arch  collapse  was  seen  on  the  cleft  side  in  al- 
most all  Type  III  post-operative  patients,  and 
in  all  Type  IV  post-operative  patients  treated 
in  the  usual  manner.1 2 

Since  some  effort  has  been  taken  to  identify 
the  cause  of  dental  arch  collapse  and  the  fre- 
quency of  its  occurrence,  the  question  may  be 
asked,  “Of  what  significance  is  this  to  the  pa- 
tient?” As  a result  of  the  medial  displacement 
of  the  anterior  aspect  of  the  alveolar  ridge  on 
the  cleft  side,  the  maxillary  teeth  are  posi- 


FIGURE  A 


Fig.  A.:  The  greater  extra-oral  force  on  the  cleft 
side  after  repair  of  the  lip  is  demonstrated  in  a uni- 
lateral complete  cleft. 

Fig.  B.:  Intra-oral  forces  are  shown  to  be  greater 
than  extra-oral  forces  on  the  maxillary  segments  of  an 
unoperated  bilateral  complete  cleft. 

Fig.  C.:  The  superior  extra-oral  forces  are  depicted 
displacing  the  maxillary  segments  after  repair  of  the 
lip  in  a complete  bilateral  cleft,  resulting  in  deformity 
of  the  face  and  malocclusion. 


tioned  inside  or  lingual  to  the  mandibular 
teeth.  This  results  in  the  dental  malocclusion 
termed  “cross-bite.”  Since  the  upper  and  lower 
teeth  do  not  properly  occlude  with  each  other, 
proper  mastication  is  interfered  with,  and 
teeth  so  affected  are  subject  to  early  loss 
through  over  or  under  function.  In  addition, 
since  the  entire  anterior  aspect  of  the  maxilla 
is  involved,  adequate  support  of  the  overlying 
soft  tissue  is  deficient,  resulting  in  a flattening 
of  the  cheek  and  lip,  together  with  inadequate 
elevation  of  the  base  of  the  ala  nasi.  A third 
factor  is  the  interference  with  speech  second- 
ary to  the  abnormal  oral  anatomy  in  the  in- 
volved areas.  These  are  all  verv  serious  com- 
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plications  of  collapsed  dental  arch.  Although 
correction  can  frequently  he  obtained  if 
skilled  orthodontic  management  is  provided 
early  enough,  such  care  is  unavailable  to  a 
large  segment  of  the  cleft  palate  population. 
When  available,  it  is  usually  prolonged  and 
expensive.  For  this  reason,  it  has  long  been 
felt  that  any  measure  which  would  prevent  or 
reduce  the  deformity  of  the  maxillary  arch 
would  be  a great  boon  to  these  patients. 

The  first  published  reports  on  methods  to 
prevent  dental  arch  collapse  appeared  in  1956 
and  1957,  one  from  Scotland’  and  another 
from  the  United  States.10  McNeil,  of  Glasgow, 
pointed  out  that  it  was  possible  to  reduce  the 
bony  defect  of  a cleft  palate  by  non-surgical 
means.  He  accomplished  this  by  mechanical 
stimulation  of  growth  of  the  osseous  tissues  of 
the  hard  palate.  The  appliances  were  of  simple 
design,  bringing  gentle  pressure  to  bear  over 
a considerable  area  of  the  hard  palate,  care 
being  taken,  however,  that  no  pressure  be  ap- 
plied to  the  free  edges  of  the  palatal  defect. 
The  more  important  aspect  of  his  technique, 
however,  was  the  pre-operative  correction  of 
the  maxillary  arch  deformity  in  its  relationship 
with  the  mandibular  arch: 

“The  bringing  about  of  a more  normal  arch 
at  an  early  age  will  therefore  not  only  in- 
fluence development  of  the  facial  skeleton  as 
a whole,  but  will  also  tend  to  produce  a 
growth  pattern  depicted  strongly  towards 

normality When  considering  surgical 

closure  of  the  lip  cleft,  the  provision  of  a 
sound  foundation  prior  to  lip  repair  greatly 
increases  the  chances  of  an  entirely  successful 
repair It  is  quite  clear  that  early  align- 

ment of  the  malformed  arch  will  eliminate 
many  of  the  problems  which,  all  too  fre- 
quently, confront  the  orthodontist,  dental 
prosthodontist,  and  speech  therapist,  with  re- 
gard to  the  cleft  palate  problem  at  a later 
stage.”1 

“The  technique  employed  in  this  aspect  of 
treatment  involves  the  use  of  simple  intra-oral 
appliances.  These  are  constructed  on  a series 
of  models  modified  progressively  toward 
normality.  Their  function  is  to  mould  the  de- 
formed arch  into  correct  anatomical  alignment. 


Treatment  is  usually  commenced  about  six 
weeks  prior  to  lip  repair,  and  little  difficulty 
is  experienced,  the  appliances  being  well 
tolerated  bv  the  young  patients.”1 

Since  1955,  we  have  introduced  palatal  bars, 
stainless  steel  jack  screws  with  short  retaining 
pins  extending  from  broad  pressure  bearing 
surfaces,  to  prevent  dental  arch  collapse. 
These  were  introduced  between  the  palatal 
bones  of  patients  with  clefts  extending  through 
the  alveolar  ridges  unilaterally  or  bilaterally. 
Some  50  of  these  have  been  used,  and  the  only 
complication  has  been  the  unseating  of  one  of 
them  before  the  intended  time  of  removal.  No 
chronic  infection  or  damage  to  tooth  buds  has 
resulted.  The  patients  so  treated  have  been 
quantitatively  evaluated  and  have  demon- 
strated a marked  reduction  in  dental  arch  col- 
lapse.13 

About  the  same  time  that  the  orthodontists, 
McNeil  and  later,  Burston,  of  Glasgow  and 
Liverpool,  respectively,  were  moving  the 
maxillary  segments  into  proper  alignment 
utilizing  intra-oral  plates,  bone  grafting  was 
being  initiated  in  Sweden  and  Germany.  Bone 
grafting  to  fill  the  defect  in  the  alveolar  pro- 
cess following  orthopedic  correction  of  the 
maxilla  was  first  used  in  Stockholm  in  January, 
1954.  The  initial  articles  were  by  Nordin  and 
Johanson,1'  and  Nordin,16  in  1957.  Almost 
simultaneously,  Schmid,1"  in  Germany,  pub- 
lished a similar  method,  in  1955.  The  results 
were  promising  and  the  principle  of  bone 
grafting  to  maintain  the  orthopedic  correction 
of  the  jaw  has  since  been  gradually  adopted 
in  many  countries.  Backdahl  and  Nordin17 
went  a step  further  in  repairing  the  bony 
defect  of  the  hard  palate  by  soft  tissue  closure 
over  bone  chips.  As  more  and  more  plastic  sur- 
geons have  taken  up  the  challenge  of  this 
work,  further  developments  in  technique  have 
appeared.18 

With  the  growth  of  maxillary  orthopedics 
has  come  an  intense  interest  in  developing  a 
more  versatile  prosthesis.  Various  methods  of 
retention  of  the  prosthesis  have  been  ad- 
vocated, including  the  use  of  head  gear,19’ 20 
wire,21  denture  adhesive,22'  23  adhesive  tape,21 
and  teeth,25  all  with  limited  success. 
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In  attempting  to  move  the  maxillary  seg- 
ments into  alignment,  it  is  important  to  know 
the  normal  arch  contours.  In  this  regard,  the 
development  of  the  gum  pads  and  occlusion 
of  the  teeth  are  well  documented  in  the  works 
of  Frier"  and  Sillman.27 

With  these  references  in  mind,  and  with 
ten  years’  experience  with  the  palatal  bar  as 
a background,  the  usefulness  of  an  expand- 
able acrylic  appliance  retained  in  the  same 
fashion  by  pins  extending  into  the  palatal 
bones,  is  now  being  explored.  (Illus.  Ill) 
These  devices  are  fabricated  on  dental  models 
of  the  patient’s  maxilla,  using  a clear  lucite 
plastic. 

PIN-RETAINED  EXPANDABLE  PROSTHESIS 


PALATAL  VIEW  CROSS-SECTION  VIEW 

WITHOUT  PINS  IN  PLACE 

Fig.  3:  Palatal  and  cross-sectional  view  of  the  pin- 
retained  expandable  acrylic  prosthesis. 

The  cleft  defect  on  the  model  is  filled  in 
with  base  plate  wax  restoring  the  continuity 
of  the  hard  palate.  Holes  are  then  drilled  in 
the  model  and  the  pins  with  the  nuts  in  place 
are  inserted  into  the  holes.  Wax  is  flowed 
around  each  pin  to  secure  it  to  the  model.  The 
expanding  devices®  are  waxed  to  the  model  in 
their  proper  position.  The  position  of  the  ex- 
panding devices  is  determined  by  the  direc- 
tion of  the  forces  necessary  to  move  the  bone 
segments  in  each  individual  case.  A thin  strip 
of  base  plate  wax,  approximately  2 mm  x 2 
mm  is  attached  to  the  model  in  the  center  of 
the  palate  in  an  anterior-posterior  direction 
thus  separating  the  prosthesis  into  two  parts. 
At  this  time  the  holes  in  the  expanding  screw 
are  filled  with  wax  to  prevent  acrylic  from 

°From  the  Rocky  Mountain  Dental  Products  Com- 
pany. 


entering  them.  The  periphery  of  the  prosthesis 
is  marked  on  the  model  with  a pencil,  follow- 
ing which  a liquid  separating  medium  is 
painted  on  the  entire  model.  The  prothesis  is 
constructed  with  clear  lucite  acrylic  using  the 
brush  technique.  After  the  acrylic  has  poly- 
merized, the  prosthesis  is  removed  from  the 
model  and  a flat  plane  is  ground  on  the  tissue 
side  of  one  of  the  halves  of  the  prosthesis  on 
the  medial  border.  A separating  strip  of  plastic 
or  tin  foil  is  applied  over  this  plane  and  the 
other  half  of  the  prosthesis  is  extended  over 
this  plane.  This  allows  the  prosthesis  to  be  ex- 
panded with  complete  closure  of  the  palatal 
defect.  (Illus.  Ill)  Wax  is  removed  from  the 
prosthesis  which  is  then  trimmed  and  polished. 

The  use  of  a clear  plastic  in  the  prosthesis 
permits  periodic  examination  of  the  palatal 
mucosa  for  any  changes  that  might  take  place 
beneath  it.  Two  retaining  pins  extending 
horizontally  through  palatal  bone,  are  used  to 
maintain  the  prosthesis  in  the  roof  of  the 
mouth.  Care  is  exercised  in  positioning  these 
pins  in  the  prosthesis  at  time  of  construction 
to  avoid  any  damage,  at  the  time  the 
prosthesis  is  inserted,  to  the  tooth  buds  or  the 
roots  of  erupted  teeth.  The  use  of  only  two 
pins,  one  on  the  right,  and  one  on  the  left  side 
of  the  palate,  will  not  limit  antero-posterior,  or 
lateral  growth  of  the  palatal  tissues,  but  at  the 
same  time  will  maintain  the  prosthesis  in  close 
approximation  to  the  hard  palate.  In  addition, 
the  periphery  of  the  prosthetic  appliance  is  ter- 
minated anteriorly  and  laterally  on  the  crests 
of  the  alveolar  ridges  in  order  to  avoid  limita- 
tion of  growth  in  these  areas.  Care  is  also 
taken  to  avoid  pressure  on  the  cleft  margins 
in  order  to  permit  medial  growth  of  the  hard 
and  soft  tissues  there. 

When  the  prosthesis  is  expanded  in  lateral 
width  by  turning  of  the  screws,  pressure  is 
applied  in  a horizontal  plane  to  the  palatal  and 
gingival  tissues.  In  addition,  some  force  is  un- 
doubtedly applied  to  the  pins,  tending  to  dis- 
place them  inferiorly  through  the  supporting 
osseous  tissues.  Certainly  such  constant  pres- 
sure could  theoretically  produce  tissue  necro- 
sis, permitting  inferior  movement  and  dis- 
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placement.  This  may  take  place,  but  has  not  to 
the  extent  that  it  is  recognizable  clinically.  The 
upward  thrust  of  the  tongue  appears  to  more 
than  compensate  for  this  force,  keeping  the 
prosthesis  firmly  seated  in  close  approximation 
to  the  overlying  tissues  of  the  roof  of  the 
mouth . 

With  such  devices  the  alveolar  processes 
can  be  positioned  through  screw,  spring,  or 
combined  mechanism,  witli  or  without  ad- 
hesions or  complete  repair  of  the  lip.  With 
palatal  bar,  only  stabilization  of  the  palatal 
segments  was  accomplished,  whereas  with 
the  expandable  acrylic  pin-retained  prosthesis, 
expansion,  rotation,  and  even  retraction,  of 
segments  is  possible.  The  bearing  surface  of 
the  palatal  bar  was  relatively  small,  resulting 
in  a high  concentration  of  pressure  per  unit 
area.  With  the  palatal  prosthesis  pressure  is 
greatly  disseminated  and  thereby  at  each 
point  reduced.  After  satisfactory  alignment  of 
the  maxillary  segments,  they  can  be  retained 
in  their  relative  positions  by  the  prosthesis, 
until  the  segments  are  permanently  held  in 
position  by  bone  graft.  Positive  continuing 
control  of  dental  arch  alignment  is  thus  ob- 
tained, rather  than  merely  the  preservation  of 
a static  situation.  Since  the  prosthesis  can  be 
removed  from  the  mouth  by  the  surgeon  only, 
the  cooperation  of  the  child  or  parent  is  not  so 
necessary  in  its  daily  use. 

The  potentially  valuable  influence  of  the 
pin-retained  expandable  prosthesis  on  early 
speech  development  cannot  be  overempha- 
sized. According  to  Irwin’s2"  research,  in  the 
first  few  months  of  infancy  the  consonantal 
output  consists  mainly  of  glottal  and  velar 
sounds.  These  sounds,  consisting  of  (h),  (?), 
(k),  and  (g),  comprise  over  98%  of  the 
phonemic  repertory  in  the  first  two  months  of 
life.  Although  this  preponderance  of  back  con- 
sonants continues  to  be  asserted  through  the 
first  nine  or  ten  months,  use  of  post-dental, 
labial,  and  labio-dental  consonants  increases 
markedly  during  the  latter  half  of  the  first 
year.  Bv  the  first  birthday,  these  sounds  repre- 
sent the  majority  of  the  infant’s  articulatory 
output. 


Undoubtedly,  this  normal  shift  from  back- 
mouth  to  front-mouth  articulation  is  the  natu- 
ral result  of  sucking  behavior  and  eruption  of 
deciduous  dentition.  Because  the  size  and  con- 
figuration  of  the  normally  growing  hard  palate 
keeps  apace  with  a growing  and  active  tongue, 
there  is  an  easy  transference  to  these  new 
lingual-palatal  and  other  antero-oral  articula- 
tory explorations.  In  fact,  the  activity  of  the 
tongue  in  these  contacts  conributes  to  the 
maturational  expansion  of  the  dental  arch. 

On  the  other  hand,  many  cleft  palate  chil- 
dren present  problems  of  dental  arch  con- 
figuration and  speech  that  are  markedly  vari- 
ant with  normal  maturational  characteristics. 
Dental  arch  collapse  is  relatively  common 
among  these  patients.  In  a study  of  pre-school 
cleft  palate  children,  Bzoch2”  found  that  the 
glottal  stop  and  pharyngeal  fricative  ac- 
counted for  over  57%  of  their  substitutional 
errors.  Sherman,  Spriestersbach,  and  Noll2" 
found  more  glottal  stops  and  greater  articula- 
tory defectiveness  among  cleft  palate  children 
than  among  children  possessing  functional 
articulation  errors.  In  many  cleft  palate  chil- 
dren there  appears  to  be  a mutually  negative 
influence  between  palatal  size  and  tongue  tip 
articulation.  Typical  dental  arch  collapse  does 
not  invite  intra-arch  tongue  tip  exploration  be- 
cause of  increasing  spatial  limitation.  Con- 
sonant with  this  fact,  the  lack  of  a counter- 
active lingual  force  on  the  intra-arch  aspect 
fails  to  contribute  toward  prevention  of  arch 
collapse  from  extra-arch  muscular  forces. 

This  prosthesis  helps  the  infant  to  learn  to 
make  normal  speech  sounds.  Pilot  observation 
of  infants  fitted  with  the  pin-retained  expand- 
able prosthesis  lends  convincing  proof  of  its 
excitatory  effect  on  tongue  tip  activity.  Not 
only  is  normal  sucking  behavior  achieved  by 
means  of  tongue  tip  elevation  during  feeding, 
but  considerable  exploratory  tongue  tip  be- 
havior is  observed  aside  from  feeding  periods. 
There  is  also  an  impressive  use  of  babbling 
sounds  in  the  infants  we  have  observed.  Im- 
plications of  such  early  pre-verbal  vocalization 
for  later  speech  and  language  are  fairly  ob- 
vious. According  to  Bzoch,2"  50%  of  the  cleft 
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palate  children  that  he  studied  were  described 
by  their  parents  as  having  been  delayed  in 
such  pre-verbal  speech  behavior  as  ciying, 
babbling,  and  comfort  sound.  It  seems  reason- 
able that  early  cooing  and  babbling  will  en- 
hance language  development.  Moreover,  the 
early  tongue  tip  activity  displayed  by  our 
prosthethically  fitted  infant  patients  should 
pay  rich  dividends  in  later  articulatory  de- 
velopment. Although  sounds  such  as  (t), 
(d),  (s),  (z),  (sh),  (zh),  (ch),  and  (j),  nor- 
mally require  reasonably  adequate  velo- 
pharyngeal valving,  they  also  require  contact 
between  the  tongue  tip  or  tongue  blade  and 
the  alveolar  ridge  or  hard  palate.  Mature 
articulation  of  these  sounds  is  at  least  partly 
explained  by  the  extent  to  which  lingua- 
alveolar  and  lingua-palatal  contacts  are  exer- 
cised. The  pin-retained  expandable  prosthesis 
appears  to  enhance  this  kind  of  motor  exercise. 

The  pin-retained  expandable  prosthesis  has 
now  been  used  in  a number  of  our  cleft  palate 
patients  of  different  types  and  age  groups. 
One  such  patient  is  reported  in  detail  in  order 
to  demonstrate  the  efficacy  of  this  mode  of 
therapy. 

Baby  G.,  a white  female,  was  admitted  to  the 
Medical  College  Hospital  at  four  days  of  age.  Im- 
pressions of  the  maxillary  and  mandibular  arches 
were  taken  without  anesthesia,  using  dental  modeling 
compound.  From  these  dental  study  models  the 
acrylic  expandable  prosthesis  was  fabricated.  A re- 
movable non-expandable  prosthesis  was  utilized  for 
about  two  weeks  to  acclimate  the  child.  At  the  end  of 
this  period  of  time  the  expandable  pin-retained  pros- 
thesis was  inserted  under  endotracheal  nitrous  oxide 
oxygen  with  fluorothane  general  anesthesia.  The  post- 
operative course  was  uneventful,  the  child  experi- 
encing no  difficulties.  After  insertion  of  the  pin-re- 
tained prosthesis,  it  was  immediately  recognized  that 
the  child  was  better  able  to  take  nourishment.  It  was 
no  longer  necessary  to  utilize  the  Asepto  syringe  with 
soft  rubber  catheter  in  feeding,  but  the  child  was 
readily  able  to  make  use  of  a nipple  with  an  en- 
larged opening.  During  the  post-operative  course 
there  was  no  evidence  that  the  prosthesis  was  asso- 
ciated with  an  irritant  effect  of  any  kind. 

This  expandable  pin-retained  prosthesis  contained 
two  jack  screws,  one  incorporated  into  its  anterior 
aspect,  and  the  other  in  the  posterior.  By  expand- 
ing the  anterior  jack  screw  more  than  the  posterior 
jack  screw  the  alveolar  segment  on  the  cleft  side  was 
rotated  laterally.  Thus,  expansion  and  rotation  were 
obtained  simultaneously. 


Fig.  4:  Tracings  of  the  alveolar  ridge  of  a patient 
treated  with  the  pin-retained  expandable  acrylic 
prosthesis. 


The  screws  were  adjusted,  that  is,  expanded,  ap- 
proximately one-half  a revolution  per  day  (one  revolu- 
tion expands  one  mm ) until  the  segments  were  moved 
into  the  desired  position. 

This  was  accomplished  in  about  two  weeks.  At  the 
end  of  this  period  of  time,  under  endotracheal  nitrous 
oxide  oxygen  with  fluorothane  general  anesthesia,  the 
expandable  prosthesis  was  removed  and  a non-ex- 
pandable pin-retained  prosthesis  inserted.  A lip  ad- 
hesion involving  the  floor  of  the  nostril,  for  the  most 
part,  was  carried  out  at  this  time  to  bring  a light 
compressive  force  to  bear  on  the  arch.  The  patient 
was  discharged  from  the  hospital  and  returned  about 
a month  later  for  examination  and  the  taking  of 
dental  impressions.  The  dental  study  models  taken  at 
three  months  of  age  were  compared  with  those  taken 
at  two  months  and  three  weeks.  The  results  of  these 
comparisons  are  shown  in  graphic  form  in  Illus.  IV. 
Other  patients  treated  in  almost  identical  fashion 
followed  a similar  course  with  no  evidence  of  irrita- 
tion or  infection  about  the  retaining  pins. 

Discussion 

As  a result  of  our  experience  it  has  become 
evident  that  the  pin-retained  expandable 
prosthesis  is  most  versatile  in  its  application  to 
cleft  palate  treatment.  The  advantages  of  this 
prosthesis  may  be  listed  as  follows: 

( 1 ) Rapid  positioning  of  the  maxillary  seg- 
ments. 

(2)  Mechanical  closure  of  the  cleft,  permit- 
ting more  facility  in  taking  nourishment 
and  decreasing  the  amount  of  food 
entering  the  nasal  cavity  and  naso- 
pharynx. 
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(3)  Mechanical  closure  of  the  cleft,  permit- 
ting anterior  tongue  thrust  which  bal- 
ances the  compressive  forces  of  the  lip 
musculature  and  also  stimulates  growth. 

(4)  Mechanical  closure  of  the  cleft,  permit- 
ting anterior  tongue  tip  explorations  to 
stimulate  the  early  development  of 
articulated  speech. 

(5)  The  pushing  compressive  effect  of  the 
tongue  on  the  appliance,  stimulating 
growth  at  the  cleft  margins  and  there- 
fore reducing  the  size  of  the  cleft. 

(6)  A more  normal  facial  contour  resulting 
from  more  anatomical  positioning  of 
the  maxillary  segments  and  vomer. 

(7)  A reduction  in  responsibility  on  the 
part  of  both  patient  and  parents  for  the 
insertion  and  use  of  the  device. 

(8)  Constant  maintenance  of  the  prosthesis 
in  the  desired  position,  eliminating  dis- 
placement into  a non-functional  posi- 
tion. 


(9)  Reduction  of  the  nasal  quality  of  the 
speech. 

(10)  Elimination  of  parental  anxiety  asso- 
ciated with  external  retention  and  fixa- 
tion devices,  insertion  and  maintenance 
of  bite  plates,  feeding  difficulties,  and 
general  appearance  of  the  child. 

Conclusions 

From  our  experience,  it  is  evident  that  the 
pin-retained  expandable  prosthesis  moves  the 
maxillary  segments  much  more  rapidly, 
especially  in  the  infant,  and  reduces  the  num- 
ber of  prostheses  found  necessary  with  pre- 
vious methods.  In  addition,  with  this  regimen, 
a mechanical  repair  of  the  palate  is  instituted, 
permitting  the  child  to  suck  and  eat  better. 
Also,  food  is  prevented  from  entering  the 
nasal  cavity  until  the  palate  is  repaired,  there- 
by reducing  the  incidence  of  ear  infection. 
This  course  of  treatment  adds  to  the  comfort 
of  both  the  baby  and  the  parents. 
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Renal  disease  is  the  most  common  of  all 
the  known  causes  of  hypertension. 
While  hypertension  occurs  most  fre- 
quently in  the  advanced  stages  of  kidney  dis- 
ease, it  may  appear  early  when  no  signs  of 
renal  insufficiency  are  present.  It  is  necessary 
to  determine  whether  hypertension  is  caused 
by  bilateral  or  unilateral  kidney  disease,  for 
only  unilateral  kidney  disease  can  be  cured 
by  nephrectomy  or  by  correction  of  the  vascu- 
lar abnormality  bv  arterial  surgery.  The  pur- 
pose of  this  paper  is  to  present  a small  series 
of  cases  and  to  discuss  unilateral  kidney  dis- 
ease as  a cause  for  hypertension.  It  is  often 
overlooked  since  simple  tests  for  kidney  func- 
tions rarely  show  abnormalities. 

Though  Janeway1  in  1909  observed  that 
hypertension  followed  experimental  narrow- 
ing of  the  lumen  of  the  renal  artery  in  a dog, 
credit  for  the  great  interest  in  the  subject 
rightly  falls  to  the  classical  and  exhaustive  ex- 
periments of  Goldblatt."  It  was  not  long  after 
Goldblatt’s  first  report  that  Butler'  induced  his 
surgical  colleagues  to  remove  a pyelonephritic 


kidney  from  each  of  two  hypertensive  chil- 
dren, with  prompt  restoration  of  normal  blood 
pressure.  A wild  flurry  of  nephrectomies  fol- 
lowed, with  operations  being  performed  on 
hypertensive  patients  who  had  the  slightest 
evidence  of  anatomical  aberrations  of  one  kid- 
ney. Even  in  carefully  controlled  groups,  less 
than  one-third  of  the  patients  were  benefited 
by  any  lowering  of  their  blood  pressure.6  The 
procedure  came  into  disrepute  and  as  recently 
as  1956,  Homer  Smith"  estimated  that  prob- 
ably less  than  two  per  cent  of  the  hypertensive 
population  had  renal  vascular  hypertension. 
However,  with  improvement  in  our  diagnostic 
techniques  and  with  proper  screening  of 
hypertensive  patients,  current  reports  suggest 
that  its  true  incidence  is  somewhere  between 
five  and  fifteen  per  cent  of  the  hypertensive 
population.  The  lesions  leading  to  renal 
hypertension  have  included  atheromatous 
changes  in  the  renal  artery,  aneurysms, 
pyelonephritis,  periarteritis  nodosa,  emboli, 
thrombosis  of  the  renal  artery  and  fibromuscu- 
lar  hyperplasia. 
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apparatus  and  its  relationship  to  the  renin-aldosterone  system. 


The  initiating  factor  in  unilateral  renal 
hypertension  is  not  completely  clear.  It  has 
been  suggested  by  Skinner* 2 3 * * * * 8 *  that  the  trigger 
mechanism  is  a reduction  of  mean  arterial 
pressure  of  the  kidney  which  in  turn  affects 
the  juxtaglomerular  apparatus.  It  is  known 
that  the  juxtaglomerular  apparatus  contains 
renin  and  it  has  been  speculated  by  Tobian 
that  these  cells  are  pressure  sensitive."’10  If 
this  is  so,  a cycle  is  then  established  in  which 
renin  is  produced  and  is  converted  into  angio- 
tensin. This  is  the  most  active  pressor  sub- 
stance known  and,  in  turn,  stimulates  aldo- 
sterone production.  Aldosterone  causes  the 
kidney  to  reabsorb  more  sodium  thereby  per- 
petuating the  hypertension. 

The  main  clinical  features  which  in  the  past 
have  suggested  this  disorder  are:  1.  The  onset 
of  hypertension  at  an  inappropriate  age, 

2.  A sudden  unexplained  worsening  or  ac- 
celeration of  previously  benign  hypertension, 

3.  A history  suggesting  a possibility  of  renal 

vascular  accident  such  as  unexplained  pain  in 

the  flank  or  the  abdomen,  peripheral  artery 

emboli  or  renal  trauma,  and  4.  An  upper 

abdominal  bruit.  However,  as  more  hyper- 

tensive patients  are  being  screened  by  ap- 

propriate tests,  it  is  apparent  that  unilateral 

renal  hypertension  simulates  all  types  of 

hypertension  and  even  primary  aldosteron- 

ism.11 It  is  clinically  impossible  at  the  bedside 
to  detect  which  patients  may  or  may  not  have 

renal  hypertension.  It  has  been  stated  that  the 

onset  of  hypertension  before  the  age  of  35  or 
after  the  age  of  55  suggests  a renovascular 
basis.  However,  this  statement  is  somewhat 


misleading  in  that  most  of  De  Bakey’s12 *  pa- 
tients have  been  between  35  and  55  years  old. 
Most  of  our  patients  have  also  fallen  into  this 
age  category.  We  have  also  yet  to  find  our 
first  case  in  the  Negroid  race. 

Numerous  techniques  have  been  devised  in 
order  to  find  a simple  screening  test  for  the 
diagnosis  of  renal  hypertension.  No  one  test 
in  itself  is  sufficiently  accurate  to  act  as  a 
screening  test  for  renal  hypertension.  The  use 
of  the  intravenous  pyelogram,  differential 
renal  function  studies  and  aortography  have 
been  the  most  helpful.  There  is  a great  deal  of 
current  work  being  done  in  an  effort  to  im- 
prove the  intravenous  pyelogram  as  a screen- 
ing device.  This  has  been  helpful  in  over  80 
per  cent  of  our  cases.  A difference  in  kidney 
size  of  1 to  1.5  cm  may  suggest  unilateral  dis- 
ease, taking  into  consideration  that  the  left 
kidney  usually  appears  0.5  cm  larger  than  the 
right.  An  irregularity  or  a notching  of  the 
upper  ureter  may  also  suggest  unilateral  dis- 
ease.11 In  order  to  use  the  intravenous  pyelo- 
gram as  a screening  test,  it  is  necessary  to 
modify  the  technique.  We  employ  the  tech- 
nique of  Amplatz14  as  a routine  screening  de- 
vice. Fifty  ml  of  75%  sodium  diatrizoate 
(Hvpaque)  is  injected  rapidly  through  a large 
needle  and  films  taken  at  15  seconds,  30  sec- 
onds and  1,  2 and  3 minutes.  In  the  kidney 
with  renal  artery  stenosis  there  will  be  a de- 
layed appearance  of  the  nephrogram.  Follow- 
ing a 10  minute  film,  8%  urea  is  infused  over  a 
15  minute  period  in  which  the  normal  kidney 
will  clear  the  dye  and  delayed  emptying  will 
be  noted  on  the  abnormal  side.  A positive  urea 
washout  test  usually  suggests  a curable  dis- 
ease.1' This  technique  requires  minimal  equip- 
ment and  will  lend  itself  to  use  in  any  hospital. 

The  use  of  differential  renal  function  studies 
first  described  by  Howard  in  19541'1  has  been 
a great  asset  in  the  study  of  physiology  and 
renal  hypertension.  If  properly  earned  out,  the 
study  of  urine  derived  simultaneously  from 
each  kidney,  gives  very  precise  information 
when  the  main  renal  artery  of  one  kidney  is 
sufficiently  stenosed  to  induce  hypertension. 
The  involved  kidney  produces  less  urine  with 
a lower  concentration  of  sodium  and  chloride 
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an  elevation  of  the  creatinine  whereas  the 
urine  sodium  concentration  may  be  equal  or 
even  greater  on  the  diseased  side.18  In  bilateral 
stenosis  of  the  renal  artery,  one  kidney  is 
usually  found  to  excrete  much  less  urine  and 
a lower  sodium  concentration  than  its  partner, 
however,  the  difference  is  not  as  great  as  in 
unilateral  disease.10'21  The  interpretation  of  a 
split-function  test  must  be  approached  with 
caution  in  the  cases  with  pyelonephritis.  The 
well  known  propensity  of  the  pyelonephritic 
kidney  to  waste  sodium  and  chloride  might 
readily  obscure  the  effect  of  ischemia  to  re- 
absorb and  thus  conserve  sodium  and  chlor- 
ide.22 

The  technique  for  differential  renal  func- 
tions which  we  have  used  recentlv  as  de- 
scribed by  Birchall2 ' uses  a urine  sodium 
creatinine  ratio  therefore  eliminating  the  prob- 
lem of  ureteral  leakage.  The  clearances  are 
carried  out  with  a provocative  infusion  of 
hypertonic  saline  solution  which  exaggerates 
the  difference  in  the  comparative  urine 
sodium — urine  creatinine  ratio  in  the  presence 
of  renal  artery  stenosis.  The  use  of  aorto- 
graphy has  been  an  enormous  boon.  To  visual- 
ize an  exact  site  of  arterial  stenosis  lends  con- 
fidence but  more  especially,  often  permits  pre- 
operative decision  that  plastic  arterial  surgery 
will  be  possible  with  preservation  of  the  kid- 
ney. It  also  may  give  warning  of  previously 
unsuspected  bilateral  disease.  However,  sur- 
gery alone  should  not  be  performed  for  cor- 
rection of  hypertension  on  the  basis  of  renal 
arteriographs  because  one  may  have  renal 
artery  stenosis  without  hypertension  and 
aortography  gives  us  only  an  anatomical  fact 
and  nothing  of  the  functional  status. 

We  have  used  both  the  translumbar  aorto- 
gram  and  the  Seldinger-Odman  retrograde 
femoral  approach.24*26  The  retrograde  ap- 
proach appears  to  be  more  accurate  for  diag- 
nosing renal  artery  lesions  whereas  it  may  be 
necessary  to  use  the  translumbar  approach  on 
patients  with  peripheral  artery  disease.  The 
upright  position  for  renal  arteriography  has 
recently  been  introduced  in  that  it  allows 
gravity  to  straighten  the  renal  artery  and  its 
branches  so  that  narrow  lesions  hidden  by  a 
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and  a higher  concentration  of  creatinine.18’1. 
This  is  based  on  the  fact  that  an  ischemic  kid- 
ney tends  to  reabsorb  more  water  and  sodium. 
In  segmental  ischemia,  the  volume  may  be 
slightly  diminished  on  the  diseased  side  with 


Fig.  2.  Three  minute  intravenous  pyelogram. 
The  film  shows  good  pyelographic  filling  on  the 
left  with  delayed  function  on  the  right  suggestive 
of  right  renal  artery  stenosis. 

Fig.  3.  Ten  minute  intravenous  pyelogram 
shows  equal  function  bilaterally.  The  diagnosis  of 
right  renal  artery  stenosis  would  not  have  been 
suspected  on  this  routine  film. 

Fig.  4.  Twenty-four  minute  intravenous  pyelo- 
gram, nine  minutes  following  an  infusion  of  8% 
urea  showing  washout  of  dye  in  a normal  left 
kidney  with  retention  of  pyelographic  media  in 
the  right  kidney  with  renal  artery  stenosis. 
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coil  of  the  artery  will  be  revealed.2"  In  over  50 
aortograms  done  in  the  past  two  years,  we 
have  had  no  major  complications  and  fewer 
than  two  per  cent  minor  complications  such  as 
hematoma. 

Renal  biopsy  may  be  of  some  help  in  diffi- 
cult cases  in  that  it  may  give  some  idea  of  the 
degree  of  nephrosclerosis  in  the  opposite  kid- 
ney or  point  to  some  unsuspected  entity  such 
as  latent  glomerulonephritis.  The  use  of  the 
renogram  and  renal  scan  has  not  been  of  great 
help  to  us  although  our  experience  with  it  has 
been  limited.  Techniques  now  have  been  de- 
veloped by  Morris''  in  which  angiotensin  can 
be  measured  and  assayed  and  it  is  our  hope  in 
the  future  that  the  problem  of  diagnosing  renal 
hypertension  may  be  simplified  by  hormonal 
studies. 

The  treatment  of  unilateral  renal  hyper- 
tension is  surgical.  However,  treatment  will 
depend  upon  the  general  status  of  the  patient, 
the  severity  of  his  hypertension  and  the  func- 
tional evaluation  of  both  kidneys.  Renal  in- 
sufficiency is  not  necessarily  a contraindica- 
tion to  removal  of  a kidney.2'  In  the  presence 
of  severe  hypertensive  cardiovascular  disease, 
it  must  be  also  realized  that  patients  with 
renal  hypertension  can  be  treated  with  anti- 
hypertensive medication.28  There  has  been 
demonstrated  some  correlation  between  the 
duration  of  the  hypertension  and  the  cure  rate. 
Although  surgical  cures  have  been  reported 
after  hypertension  of  up  to  17  years  duration,2" 
the  chance  of  a cure  is  greatly  lessened  after 
several  years.  This  may  be  because  the  hyper- 
tension itself  might  cause  vascular  changes  in 
the  uninvolved  kidney,  thus  perpetrating  the 
disorder.30’31  An  effort  should  be  made  to  con- 
serve renal  tissue  and  as  surgical  techniques 
improve,  this  becomes  more  possible.  It  has 


been  suggested  by  Schlegel32  that  hyper- 
tension may  become  accelerated  following  a 
nephrectomy  if  there  is  secondary,  com- 
pensatory hypertrophy  of  the  opposite  kidney 
in  the  presence  of  bilateral  renal  artery  dis- 
ease. However,  in  a series  recorded  by  Dustan 
which  was  large  enough  to  reflect  the  benefit 
of  surgical  experience  with  reconstructive  pro- 
cedures. No  difference  could  be  found  in 
hypertensive  effectiveness  of  nephrectomy  and 
arterial  reconstruction.28  There  are  numerous 
types  of  angioplastic  procedures  and  no  single 
one  is  universally  adaptable  because  of  the 
numerous  forms  and  locations  of  stenotic 
lesions.  Although  there  are  many  reported 
cases  of  renal  artery  repair12’33’ 34  the  small 
size  of  the  renal  artery  and  the  location  of 
some  lesions  in  many  cases  thwart  surgical 
effort  at  revascularization.  The  types  of  re- 
pairs which  have  been  used  most  often  have 
been  endarterectomy  with  a vein,  or  dacron 
patch,  resection  and  reanastomosis,  or  aorta- 
renal  bypass. 

In  the  past  three  years,  we  have  seen  14 
cases  of  hypertension  secondary  to  unilateral 
renal  disease.  Five  have  had  renal  artery  re- 
vascularization and  one  required  a secondary 
nephrectomy.  Nephrectomies  were  carried  out 
on  the  other  patients.  Seven  of  the  patients 
had  good  blood  pressure  response.  There  were 
two  in  whom  blood  pressures  did  not  return 
to  what  was  considered  normal  but  these  two 
showed  considerable  improvement. 

In  conclusion:  renal  ischemia  is  one  of  the 
etiological  factors  in  producing  hypertensive 
cardiovascular  disease.  This  possibility  should 
never  be  overlooked  in  a hypertensive  work- 
up since  renal  hypertension  is  frequently  re- 
versible by  nephrectomy  or  revascularization. 

A LIST  OF  REFERENCES  MAY  BE  OBTAINED  FROM  THE 
AUTHOR. 
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GEORGE  C.  SMITH,  M.  D. 
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The  development  of  corticosteroids  has 
probably  done  more  to  promote  the  in- 
crease of  local  therapy  than  any  single 
material  in  the  history  of  dermatology.  With 
this  surge  of  topical  therapy  has  been  a similar 
increase  in  the  search  for  a topical  base  which 
would  meet  the  criteria  demanded  of  “the 
ideal  base,”  such  as  the  attributes  listed  by 
Olansky.  The  corticosteroids  have  a direct 
anti-inflammatory  effect  on  the  tissues  and 
have  been  shown  to  act  on  various  dermatoses. 
Since  these  have  been  reported  to  include  the 
chronic  as  well  as  the  acute  dermatoses,  a 
single  base  which  would  be  adequate  for  all 
types  would  seem  to  be  highly  desirable. 
Petrolatum-like  bases  have  been  accepted  for 
use  in  the  dry  chronic  dermatoses;  however, 
because  of  their  occlusiveness  in  the  acute, 
exudative  and  intertriginous  cases,  their  use  is 
limited.  Similarly,  the  creams  and  lotions  have 
been  found  effective  in  the  subacute  and  acute 
cases,  but  cannot  support  the  lubricant  effect 
desired  in  the  dry,  scaly  dermatoses. 

Suggesting  the  “happy-medium”  is  a new 
topical  base  which  approaches  the  fulfillment 
of  the  attributes  mentioned  above.  Estergel®  is 
such  a base. 

Since  this  was  a clinical  study,  there  has 
been  no  effort  to  compare  scientifically  the 
base  as  such  but,  rather,  to  show  its  ac- 
ceptance from  the  clinical  evaluation  of  the 
writer  and  the  impression  of  the  patient  re- 
lated to  its  cosmetic  effect,  ease  of  application, 
and  comparison  to  other  medicaments  used. 
Associated  with  this  last  statement  was  a sepa- 
rate study  in  which  the  patient  compared  the 
Estergel’  base  with  several  other  bases  pre- 
viously used. 

Estergel®  is  a product  of  Merck,  Sharp  and  Dohme. 


Study  Plan 

Estergel  in  three  forms  was  used  in  the 
study;  with  0.1%  dexamethasone,  with  0.1% 
dexamethasone  plus  0.35%  neomycin,  and 
with  4%  thiabendazole.  They  were  used  in  a 
variety  of  dermatoses  seen  in  private  practice. 
Although  neomycin  has  been  reported  as 
effective  in  pyodermas,  this  advantage  was  not 
depended  upon  in  evaluating  the  effect  of  the 
preparation.  In  the  case  of  the  thiabendazole 
preparation,  the  cases  chosen  were  clinically 
proven  cases  of  tinea  ( KOH  positive  for  my- 
celia  or  on  Sabouraud  culture  or  both).  The 
results  here  were  adequate  enough  to  suggest 
a later  report  on  this  effectiveness.  This  report 
pretends  to  show  the  acceptance  of  Estergel®, 
from  the  clinical  standpoint,  and  to  report  its 
ability  to  serve  as  a vehicle  for  the  above  men- 
tioned drugs. 

Results 

Of  the  100  cases  reported,  55  comprised  the 
general  cases  seen  in  dermatologic  practice, 
i.e.  neurodermatitis,  atopic  dermatitis,  lichen 
chronicus  simplex,  contact  dermatitis,  and 
psoriasis.  (Cases  of  psoriasis  and  lichen 
chronicus  simplex  were  also  treated  with  the 
occlusive  dressing  of  plastic. ) The  remainder 
of  the  cases  were  tinea.  There  were  no  treat- 
ments stopped  because  of  irritation  and  none 
seen  with  evidence  of  contact  dermatitis  due 
to  the  base  or  the  drugs.  The  base  was  ac- 
ceptable for  the  acute  cases  and  the  inter- 
triginous cases  without  evidence  of  occlusive- 
ness, such  as  seen  in  the  petrolatum-like  bases. 

Discussion 

The  use  of  Estergel"  in  this  study  supported 
the  assumption  that  it  can  be  used  in  the 
acute  and  chronic  cases,  producing  no  occlu- 
sive irritation  in  the  acute  and  intertriginous 
cases  and  giving  the  desired  lubricating  effect 
in  the  dry  and  scaly  cases. 
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The  good  to  excellent  response  seen  in  these 
cases  warrants  the  assumption  that  the  medi- 
cations are  released  adequately. 

No  tables  are  given  since  the  writer  feels 
that  there  are  too  many  details  involved  in  the 
individual  cases  to  give  support  to  accurate 
evaluation  by  simply  stating  the  circumstance 
of  improvement  or  no  improvement  noted. 
Suffice  it  to  say  the  impression  of  the  writer 
was  supported  by  the  results  tabulated  in  the 
study,  showing  a majority  improving  and 
clearing  in  all  three  categories. 

Conclusions 

A need  for  a base  clinically  acceptable  for 


acute  and  chronic  dermatoses  is  suggested. 
Estergel®  has  been  found  to  meet  the  require- 
ments of  such  a base  without  the  disadvan- 
tages of  the  petrolatum-like  bases  and  the 
cream  and  lotion  bases. 

It  has  been  shown  that  the  release  of  corti- 
costeriods  and  thiabendazole  has  been  ade- 
quate. 

Estergel®  can  be  used  in  intertriginous  cases 
without  fear  of  occluding  and  subsequentlv 
irritating  the  area. 

Patient  acceptance  of  the  base  was  high. 
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The  traffic  accident  takes  a toll  in  maimed 
bodies,  human  lives,  and  property 
damage  unequaled  by  war  or  natural 
calamity.  In  the  crucial  age  group  of  5 to  24 
years  it  is  America’s  No.  1 killer.  Annually  it 
injures  five  million  people  and  puts  nearly  a 
million  in  the  hospitals. 

If  a disease  were  to  threaten  with  incapacity 
or  extinction  the  same  number  of  persons  in 
the  country,  particularly  among  the  young, 
the  medical  profession  would  be  promptly 
pressured  to  shoulder  the  responsibility  of 
studying  the  cause  and  checking  the  havoc. 
Plagues  like  tuberculosis,  diphtheria  and 
malaria  have  been  met  by  concerted  national 
efforts  in  which  physicians,  researchers  in 
many  disciplines,  governmental  and  private 
agencies,  the  press  and  civic  organizations 
combined  for  vast  educational  and  preventive 
programs.  We  know  now  that  accidents  don’t 
just  happen.  They  are  caused;  consequently 
they  can  be  prevented.  Since  this  is  so,  we 
must  all  marshall  our  forces  in  much  the  same 
manner  as  was  done  recently  so  successfully 
against  infectious  diseases,  such  as  polio.  While 
there  has  already  been  much  research  done 
as  to  cause  and  prevention  of  traffic  accidents 
much  more  will  be  required. 

In  the  meantime  the  epidemic  on  the  high- 
ways, which  has  destroyed  one  and  a third 
million  lives,  permanently  crippled  four  mil- 
lion, robbed  the  nation  of  $90  billion  in  prop- 
erty value,  and  forebodes  another  million 
fatalities  in  the  next  15  years,  continues  un- 
abated. Factors  which  result  in  the  present 
slaughter  on  our  highways  include  failure  of 
the  driver,  failure  of  the  vehicle,  or  some  en- 
vironmental factor  such  as  a defective  road- 
way or  sign.  Analysis  of  the  causes  of  accidents 
has  shown  that  generally  there  is  not  a single 
cause,  but  a combination  of  these  factors  re- 
sults in  an  accident.  Much  attention  is  being 


given  to  the  safety  of  our  highways  and  motor 
vehicles.  Billions  of  dollars  are  being  spent  to 
improve  highways,  freeways,  streets,  signs  and 
vehicles.  This  effort  is  vital,  but  it  is  also 
essential  that  we  devote  much  attention  to  the 
driver,  that  we  determine  what  factors  in- 
fluence his  performance,  and  that,  insofar  as 
is  practical,  we  institute  measures  to  insure 
that  only  those  capable  of  safe  driving  are  per- 
mitted on  our  highways. 

Human  failures  overshadow  all  other  factors 
in  the  production  of  highway  accidents.  The 
human  mechanism  must  be  in  good  condition 
to  cope  with  the  split-second  timing  needed 
to  maneuver  responsive  high  speed  motor 
vehicles.  There  is  no  doubt  that  poor  judge- 
ment, impaired  reaction  time,  faulty  attitudes, 
emotional  disturbances  and  physical  disabili- 
ties are  basically  responsible  for  many  acci- 
dents. Thus,  the  key  to  ultimate  success  in 
automobile  accident  prevention  lies  in  the 
driver — his  intelligence,  his  sense  of  personal 
and  social  responsibility,  his  reaction  to  vari- 
ous stimuli  in  normal  conditions  and  under 
stress  and  his  driving  ability  in  good  health 
and  in  illness. 

The  physical  and  mental  demands  of  the 
task  of  driving  vary  greatly  with  the  type  of 
vehicle  and  the  type  of  driving.  The  driver  of 
a commercial  or  passenger  transport  vehicle 
cannot  usually  choose  the  hours  he  will  drive 
nor  the  route  he  will  take.  The  driver  of  the 
private  vehicle  may  in  many  cases  select  both 
time  and  route  of  his  travel.  Also  there  is  little 
similarity  between  the  demands  on  the  in- 
dividual who  drives  half  a mile  to  the  store 
on  a rural  road  with  no  intersections  and  the 
person  who  drives  in  rush  hour  traffic  in  a 
metropolitan  area. 

In  general,  the  individual  should  be 
assessed  medically  to  determine  the  answers 
to  the  following  questions: 
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( 1 ) Has  he  the  physical  and  mental  ability 
to  manipulate  the  controls? 

(2)  Is  he  likely  to  suffer  excess  fatigue  that 
will  impair  his  driving  ability? 

(3)  Does  he  have  the  required  vision  for 
safe  driving? 

( 4 ) Has  he  any  physical  or  mental  disorder 
likely  to  cause  sudden  confusion  or  sud- 
den loss  of  consciousness  while  driving? 

(5)  Is  he  likely  to  suffer  a temporary  im- 
pairment of  mental,  physical  or  func- 
tional capacity  due  to  alcohol,  drugs, 
infection,  or  medical  treatment  making 
it  unsafe  for  him  to  drive? 

( 6 ) Does  he  have  good  emotional  control  or 
has  he  signs  of  antisocial  behavior  or 
emotional  disturbances  making  it  un- 
safe for  him  to  drive? 

It  would  be  impossible  in  this  short  paper 
to  cover  all  of  the  diseases  and  physiological 
disorders  that  might  impair  driving  ability  but 
among  these  are  metabolic  disorders  such  as 
diabetes,  visual  deficiencies,  cardio-vascular 
disease,  epilepsy,  mental  illness,  mental  re- 
tardation, alcoholism  and  use  of  certain  drugs. 
Many  patients  with  the  above  conditions  can 
under  proper  treatment  and  control  drive 
safely  with  or  without  restrictions  depending 
upon  individual  evaluation. 

Automobile  engineers  have  made  modifica- 
tions on  cars  that  have  compensated  for  cer- 
tain earlier  driving  handicaps  — outstanding 
among  these  are  ears  that  can  be  operated  by 
a person  who  has  lost  both  legs. 

Few  people  realize  the  small  amount  of 
alcohol  required  to  impair  driving  ability 
dangerously  or  know  that  alcohol  is  involved 
in  about  50%  of  automobile  accidents  result- 
ing in  fatalities.  The  combined  effects  of  cer- 
tain drugs  and  alcohol  are  much  more  danger- 
ous to  health  and  highway  safety  than  the 
effects  of  either  alcohol  or  the  drugs  alone. 

Drugs  involved  in  undesirable  reactions  for 
safe  driving  range  from  narcotics  to  stimu- 
lants, tranquilizers,  sleeping  pills,  and  even 
some  cold  remedies  containing  antihistamines. 
Some  of  these  drugs  are  widely  used  in  com- 
mon ailments  as  headaches,  nervousness,  over- 
weight, high  blood  pressure,  asthma,  and  hay 


fever.  Individual  reactions  to  the  same  drug 
differ  and  produce  more  side  effects  at  one 
time  than  another  and  in  a varying  degree. 
These  reactions  range  from  reduced  alertness 
and  extreme  drowsiness  to  the  opposite,  such 
as  restlessness,  tremor,  apprehension  and 
jittery,  uncertain  feeling,  impatience,  impaired 
judgement,  and  poor  sense  of  perception.  The 
latter  reactions  frequently  occur  when  taking 
weight-reducing  or  stay-awake  pills. 

Patients  should  heed  the  admonishment  of 
their  physicians  about  driving  when  such 
drugs  are  prescribed.  A great  danger,  however, 
lies  in  the  individual  who  medicates  himself 
bv  purchasing  over-the-counter  a cold  or  pain 
remedy  containing  antihistamine.  He  may  be 
ignorant  of  the  reactions  which  may  follow, 
such  as  drowsiness  and  diminished  sensory 
perception,  but  he  is  still  responsible  for  his 
impaired  driving  skill  which  may  result  in  the 
loss  of  his  life  as  well  as  others  innocently  in- 
volved. 

Emotional 

Although  emotions  are  more  intangible  than 
are  the  physical  abnormalities,  they  cover  a 
broad  field  of  driver  participation  in  accidents. 
Emotions  have  urged  man  to  the  greatest  and 
most  cherished  of  accomplishments  and  on  the 
other  hand,  emotions  have  blocked  and  dis- 
torted man’s  thinking  and  judgments,  causing 
heartbreaking  and  awful  tragedies  as  seen  in 
many  highway  accidents. 

Emotional  disturbances  may  be  temporarv 
or  continuous,  mild,  or  aggravated.  The  mild 
temporary  emotional  reactions  may  not  inter- 
fere or  alter  driving  skills.  The  deep-seated 
reactions  may  block  attention  and  alertness  to 
road  conditions  and  travel,  rendering  the 
driver  unfit  to  assure  the  safety  of  himself  and 
others. 

Some  of  the  causes  for  the  milder  reactions 
are  depressions  and  disappointments,  a quar- 
rel, a grief  from  the  loss  of  a loved  one, 
anxiety  and  fears  or  reprimands  from  the  boss. 

The  young  and  inexperienced  may  be  suffer- 
ing from  psychological  hurts,  inferiority  re- 
actions, fear  of  driving  when  passing  cars  or 
fear  of  being  run  into  bv  other  drivers  or  fear 
of  crowded  highways. 
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There  are  drivers  who  say,  “I  don’t  remem- 
ber how  I drove  the  car  home  and  don’t  re- 
member passing  through  a red  light  signal”  or 
“how  closely  I followed  the  car  ahead.  These 
drivers  may  be  preoccupied,  paying  no  at- 
tention to  constantly  changing  traffic  condi- 
tions. Some  are  daydreaming,  others  thinking 
of  an  absorbing  event,  past  or  present.  Others 
are  talking  and  gesticulating  without  the 
thought  of  driving,  and  others  are  sick. 

There  are  also  those  who  have  become 
angered  by  incidents  such  as  a car  cutting  in 
ahead,  blowing  of  horns,  racing  in  and  out; 
such  happenings  on  occasions  seem  to  upset 
driving  abilities  in  some  unstable  drivers. 

Some  latent  or  hidden  factors  of  instability 
may  not  be  detected  by  examination  and  only 
become  apparent  by  the  driver’s  being  fre- 
quently involved  in  accidents  or  violations. 
Drivers  given  repeated  summons  even  for  mild 
violations  or  minor  accidents  belong  in  the 
class  of  the  hazardous  driver.  The  need  for 
driver  re-examination  is  therefore  apparent. 

A study  was  made  of  100  of  the  worst  pupil 
drivers  in  Michigan  high  schools.  The  criteria 
for  selection  included  such  things  as  reckless 
and  careless  driving,  showing  off,  burning  rub- 
ber, frequent  violations,  and  repeated  acci- 
dents. In  this  group  90%  were  identified  as 
having  emotional  problems  involving  home  re- 
lationship. They  included  broken  homes,  fami- 
lies where  the  parents  had  serious  conflicts, 
over-authoritarian  fathers,  and  cases  in  which 
parents  did  not  accept  the  responsibility  of 
maintaining  a suitable  relationship  with  the 
youngsters.  In  general,  they  felt  rejected  by 
their  parents.  They  had  problems  in  adjusting 
to  school  and  to  their  own  group.  They  were 
overly  aggressive  in  their  driving,  self-cen- 
tered, and  frequently  hostile  toward  others.  A 
few  were  submissive  and  somewhat  with- 
drawn when  not  in  a car. 

This  type  of  individual  is  not  limited  to 
teen-agers.  Other  studies  were  reported  of 
adults  who  behaved  in  a similar  manner.  They 
had  not  grown-up  emotionally  and  were  de- 
scribed as  irresponsible,  frequently  changing 
jobs,  irritable,  and  sorry  for  themselves. 


Attitudes 

Attitudes  which  are  also  responsible  for 
many  traffic  accidents  are  expressions  of  our 
personality.  The  man  behind  the  wheel  is 
acting  out  the  story  of  his  personality,  reflect- 
ing even  problems  of  his  childhood. 

An  individual’s  attitude  toward  life  begins 
at  birth.  Babies  born  in  a hostile  atmosphere 
with  inadequate  parents  who  neglect  or  mis- 
treat their  off-spring  develop  strong  feelings  of 
insecurity.  As  the  youngster  grows,  his  relation 
with  his  parents,  his  playmates,  and  with  other 
adults  can  either  improve  or  weaken  these 
feelings.  A youngster  interprets  lack  of  control 
as  lack  of  concern  and  hence  feels  rejected. 
His  relationship  with  his  classmates  also  forms 
a part  of  his  security  pattern.  If  he  learns  to  fit 
into  the  large  group  of  his  peers,  he  will  have 
a satisfactory  base  for  compliance  with  social 
requirements.  If  he  feels  rejected  by  the  large 
group,  he  will  join  others  of  his  kind  in  a small 
group  which  will  set  its  own  standards  of  be- 
havior which  most  likely  will  be  defiant  and 
poorly  adjusted.  Repeated  accidents  may  be 
symptoms  of  poor  social  adjustment  appearing 
along  with  other  failures  in  meeting  the  physi- 
cal and  social  demands  of  life. 

Since  our  personality  characteristics  and  at- 
titudes determine  to  a great  extent  the  way  we 
drive,  satisfactory  attitudes  should  be  de- 
veloped. Community  promotion  and  education 
including  driver  training  in  high  schools  have 
and  can  continue  to  develop  favorable  atti- 
tudes. 

Our  aim  is  to  help  develop  traffic  citizens 
rather  than  just  steerers  of  cars.  We  must  get 
youngsters  and  others  to  think  of  driving  as  a 
social  relationship  between  people  rather  than 
a competitive  race  to  get  somewhere  first.  For 
young  people,  driving  represents  a new  free- 
dom and  they  should  be  taught  that  with  each 
new  freedom  there  is  a responsibility. 
Courtesy  and  regard  for  other  drivers  and 
pedestrians  should  also  be  stressed. 

Driving  is  not  the  right  of  every  person  but 
a privilege  granted  by  the  State.  When  this 
privilege  becomes  a hazard,  producing  grave 
danger  to  the  individual  and  to  others,  it 
should  be  denied. 
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Conclusion 

In  conclusion,  the  public  must  realize  that 
certain  medical  disabilities  can  adversely 
affect  safe  driving  and  the  public  must  under- 
stand that  safe  driving  rests  primarily  with  the 
individual.  Those  whose  driving  ability  is  in 
question  must  realize  that  they  have  an  indi- 
vidual responsibility  both  to  themselves  and  to 
others. 

I feel  that  the  time  has  come  when  the 
people  of  South  Carolina  must  not  “just  talk” 
about  the  rising  toll  of  highway  deaths  and  in- 
juries, but  they  must  support  the  enactment 
and  enforcement  of  highway  safety  measures 


dedicated  to  the  solution  of  the  accident  prob- 
lem. 

Driving  privileges  must  be  denied  the  drink- 
ing, speeding,  reckless  driver.  Also  we  need 
better  laws  providing  for  examinations  to 
screen  the  physical,  mental  and  emotional  im- 
pairments affecting  so  many  of  our  drivers. 

Driver  education  must  be  provided  and 
stressed.  Driver  education  could  well  be  the 
keystone  to  the  long  range  program  for  high- 
way safety. 

South  Carolina’s  fine  highways  offer  a 
driver  the  best  chance  of  any  state  in  the 
Union  of  being  involved  or  killed  in  highway 
accident.  This  inexcusable  condition  must  be 
changed. 


Sociologic  aiul  personal  effects  of  oral  contra- 
ceptives— C.  A.  D.  Ringrose  ( 10830  Jasper  Ave., 
Edmonton,  Alta)  Canad  Med  Assoc  J 92:1207  (June 
5)  1965. 

The  impressions  of  100  women  taking  oral  contra- 
ceptives were  recorded  concerning  personal  and  socio- 
logic effects  of  tliis  completely  reliable  method  of 
conception  control.  Fifty-three  percent  reported  im- 
proved coital  satisfaction  while  4%  noted  the  opposite 
effect.  Libido  was  increased  in  22%  and  decreased  in 
13%.  One  woman  in  five  predicted  an  increase  in 
premarital  and  extramarital  sexual  relations  as  a 
residt  of  tablet-induced  infertility.  The  magnitude  of 
the  problem  of  irresponsible  procreation  is  discussed 
and  factors  contributing  to  alteration  of  sexual  customs 
are  reviewed.  It  is  paradoxical  that  the  incidence  of 
unplanned  pregnancies  continues  to  increase  danger- 
ously at  home  and  abroad  despite  the  availability  of 
completely  reliable  conception  control.  This  reflects 
our  present  inability  to  effectively  teach  responsible 
use  of  the  reproductive  organs  and  to  communicate 
contraceptive  knowledge  and  motivation  to  the  appro- 
priate people.  A good  program  of  health  education 
centering  upon  the  use  of  reproductive  organs  is 
needed. 


Pathogenesis  of  pulmonary  tuberculosis  among  older 
persons — W.  W.  Stead  ( Milwaukee  County  General 
llosp.,  Wauwatosa,  Wis.)  Amer  Rev  Resp  Dis  91:811 
(June)  1965. 

Evidence  is  presented  that  even  the  first  clinical 
episode  of  chronic  pulmonary  tuberculosis  among 


adults  is  due  to  reactivation  of  scars  left  by  a previous 
encounter  with  tuberculosis,  and  not  from  reinfection. 
It  is  postulated  that  such  scars  arise  from  self-limited 
and  unrecognized  involvement  of  the  apical  area 
( Simon  foci ) at  the  time  of  the  primary  infection 
( Ghon  lesion).  Scars  were  found  to  have  been  present 
for  1 to  20  years  in  72 %■  of  66  older  patients  with 
their  first  episode  of  bacteriologically  proved,  active 
pulmonary  tuberculosis.  The  significance  of  apical 
scars  should  be  reassessed  because  they  can  give  rise 
to  active  tuberculosis  in  older  persons  without  the 
necessity  of  reexposure  to  the  disease.  This  informa- 
tion should  be  of  particular  interest  and  importance  to 
physicians  caring  for  elderly  patients  whose  general 
health  is  impaired,  thus  affording  an  opportunity  for 
dormant  scars  to  reactivate  and  cause  destructive  lung 
disease  and  possibly  spread  to  tuberculin-negative 
personnel. 

A rapid  screening  test  for  intelligence  in  children — 
I.  R.  Pless  et  al  ( Massachusetts  General  Hosp.  Bos- 
ton) Amer  J Dis  Child  109:533  (June)  1965. 

Fifty  children,  ages  6 through  16  years,  were  each 
administered  the  WISC  by  a psychologist  and  the 
Quick  Test  by  a pediatrician.  The  correlation  coeffi- 
cient between  the  two  sets  of  results  was  + .84.  An 
analysis  of  the  data  indicates  that  in  two-thirds  of  the 
cases  the  Quick  Test  will  predict  the  results  of  a cor- 
responding full-scale  WISC  within  8.8  points  and  in 
95%  within  17.6  points.  It  is  concluded  that  the  Quick 
Test  is  a reliable  screening  test  for  intelligence,  suit- 
able for  use  as  a pediatric  office  procedure. 
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J.  RICHARD  ALLISON,  JR.,  M.  D. 
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Epidemiological  treatment  is  the  sine  qua 
non  in  syphilis  eradication.  It  must  be 
understood.  It  must  be  preached  if  good 
medicine  is  to  be  carried  out.  There  must  be 
no  basic  compromise  widi  its  tenets. 

What  then  are  its  requirements? 

1.  It  presupposes  that  all  known  cases  of 
syphilis  must  be  brought  to  treatment  as  soon 
as  possible  and  proper  public  health  authori- 
ties notified.  This,  in  turn  means  that  all  sex 
contacts  of  infectious  syphilis  within  the  in- 
fectious period  must  be  quickly  brought  to  ex- 
amination and,  if  infected,  treated. 

2.  The  epidemiological  treatment  itself  con- 
cerns all  above  contacts  within  a 3 months 
period  who  have  no  evidence  of  syphilis. 
These  must  be  treated  prophylactically  for 
syphilis. 

3.  Prophylactic  treatment  of  all  negative 
sex  contacts  within  a 3 months  period  with  2.4 
million  units  of  benzathine  penicillin. 

Study  after  study  has  shown  the  need  and 
necessity  for  this.  Experience  with  outbreaks 
or  epidemics  of  syphilis  has  shown  it  to  be  the 
only  reliable  way  to  stop,  or  control,  or  eradi- 
cate the  problem.  Appropriate  references  are 
cited  and  further  details  can  be  provided 
upon  request.  The  aim  of  all  of  us  is  to  prac- 
tice the  best  medicine and  we  feel  that 

epidemiological  treatment  is  essential  if  syphi- 
lis is  to  be  wiped  out. 

In  this  group  in  which  we  advise  such  treat- 
ment almost  10%  will  become  infected  if  not 
treated  and  of  those  who  are  contacts  within 
30  days,  15%  will  become  infected.  Re- 
member, it  takes  only  one  case  to  start  an  epi- 
demic. Let  us  illustrate  the  problem  by  sup- 

Paper  given  as  part  of  A Symposium  On  Venereal 
Disease,  University  of  California  Extension,  Los 
Angeles  and  UCLA  School  of  Medicine,  Feb.  6,  1965. 
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posing  that  on  any  one  day  in  this  country 
treatment  is  not  carried  out  on  50  cases  of 
infectious  syphilis.  With  a known  average  of 
5 contacts  per  case,  250  contacts  would  be 
involved.  Of  these,  approximately  25  would 
be  found  to  have  syphilis.  But  if  treatment 
were  not  carried  out  on  the  remaining  225 
cases  at  least  22  would  develop  syphilis  and 
have  multiple  chances  to  spread  the  disease 
over  a wide  geographical  area,  and  through 
all  age  groups,  before  they  were  treated.  A 
geometrical  increase  in  syphilis  is  then  started 
that  cannot  be  stopped  without  epidemio- 
logical treatment.  Once  you  have  had  the  ex- 
perience of  trying  to  stop  an  epidemic,  you 
soon  find  this  treatment  your  chief  weapon. 

Why  a 3 Month’s  Period? 

Six  weeks  would  seem  a more  logical  cut  off 
period  but  repeated  experience  has  shown 
that  cases  of  syphilis  would  develop  beyond 
this  time  and  3 months  is  a more  logical  and 
more  workable  time  as  proven  and  re-proven 
by  experiences  over  the  country.  Perhaps  sub- 
sequent infection,  “ping-pong  infection,”  un- 
known antibiotic  therapy  and  individual  host- 
parasite  relationships  account  for  this.  We 
and  others  have  seen  syphilis  not  develop  for 
as  long  as  three  months  as  determined  by 
interview  dating  of  the  exposure.  Here  again, 
we  can  get  help  from  the  interviewer  in  the 
reliability  of  his  contact  dating  information 
and  if  there  is  any  question,  we  would  urge 
the  error  to  be  on  the  side  of  over-treatment 
rather  than  under-treating. 

We  have  been  greatly  aided  in  our  patient 
acceptance  of  this  program  by  offering  them 
the  concept  of  epidemiological  treatment  as 
insurance.  We  try  to  let  them  know  the  danger 
they  have  encountered  can  be  taken  care  of  by 
the  “insurance  shot.”  We  tell  them,  that  we 

239 


1 


TREATMENT  OF  SYPHILIS 


give  this  injection  to  insure  that  they  won’t  get 
syphilis  from  the  recent  exposure  that  we 
know  they  have  had.  Along  these  lines,  it  has 
been  of  great  interest  to  those  of  us  who 
work  in  venereal  disease  clinics  to  note  that 
we  have  never  known  a physician  who  did 
not  want  to  take  epidemiological  or  prophy- 
lactic treatment  whenever  he  had  been  in- 
advertently or  accidentally  exposed  to  the  dis- 
ease through  some  surgical  accident,  etc. 

Let  me  here  issue  a warning.  Beware  of 
thinking  that  you  can  follow  all  of  these  con- 
tacts with  repeated  serum  tests.  The  contact 
most  likely  to  develop  syphilis  is  not  in- 
frequently the  unreliable  peripatetic,  who 
won’t  return  and  who  is  more  sexually  pro- 
miscuous and  active.  This  is  the  “syphilis 
spreader.”  Frequently  he  has  had  syphilis 
repeatedly  and  lost  any  fear  he  may  have  had 
for  it.  He  gives  poor  interview  information, 
and  covers  a wide  geographical  area,  with 
both  homosexual  and  heterosexual  contacts. 
Therefore,  treat  him,  and  treat  with  2.4  mil- 
lion units  of  benzathine  penicillin  G at  one 
time.  This  is  adequate  treatment  for  all  early 
and  incubating  syphilis.  Less  treatment  is  not 
adequate,  from  our  knowledge  today,  and 
more  not  needed.  If  there  is  a concomitant  in- 
fection such  as  gonorrhea,  treat  both  problems 
separately.  Gonorrhea  demands  high  blood 
levels  for  a relatively  short  time,  syphilis 
relatively  low  levels  for  a long  time.  There  is 
good  evidence  to  show  that  2.4  million  units  of 
benzathine  penicillin  G will  not  only  fail  to 
cure  many  cases  of  gonorrhea  but  possibly 
serves  as  a source  for  the  development  of  re- 
sistant strains — an  increasingly  serious  prob- 
lem. 

Will  Anaphylactic  Reactions  to  Penicillin  be 
Produced? 

How  do  we  answer  this?  First  of  all  I 
symphathize  with  the  questioner.  But  we 
should  even  more  strongly  fear  syphilitic 
cardiovascular  or  CNS  damage  to  many 
others  if  we  don't  treat.  It  does  happen.  There 
is  enough  written  and  said  to  accept  epidemio- 
logical treatment  medico-legally  as  good  medi- 
cal practice.  In  a cooperative  clinic  study, 
allergic  anaphylactic-like  reactions  were  found 


in  less  than  0.1%  and  many  of  these  were 
likely  neurogenic  syncope.  There  were  no 
deaths  in  this  3 months’  study.  This  does  not 
mean  that  treatment  should  be  given  without 
proper  precautions.  The  doctor  should  not 
only  order  all  treatments,  but  be  on  hand  for 
emergency  treatment  should  it  be  needed.  All 
patients  should  be  kept  under  close  observa- 
tion for  20  minutes  after  injection  and  an  ap- 
propriate emergency  kit  for  treatment  of 
anaphylaxis  should  be  on  hand. 

But  I Don’t  Believe  In  Treating  Without 
A Diagnosis! 

We  are  basically  taught  to  always  make  a 
diagnosis,  but  there  are  notable  and  important 
exceptions  where  we  do  treat  prophylactically 
and  syphilis  should  join  this  group.  As  ex- 
amples, it  is  considered  good  and  necessary  to 
treat  all  contacts  of  meningococcal  meningitis. 
Rheumatic  fever  patients  are  usually  treated 
prophylactically.  Household  contacts  to  tuber- 
culosis are  usually  given  isoniazid.  Anti- 
malarials  are  given  to  those  entering  an 
endemic  malaria  area  and  Penicillin  should  be 
given  to  all  who  have  had  contact  with  in- 
fectious syphilis  within  the  3 previous  months. 

In  closing,  I would  like  to  suggest  a broader 
definition  of  epidemiological  treatment  to 
mean  “all  those  treatment  ideas,  plans,  pro- 
cedures, etc.,  learned  from  the  study  of  disease 
to  be  necessary  or  helpful  in  wiping  out  the 
disease.  If  this  is  done,  then  in  addition  to 
listing  items  1 and  2 as  above,  we  would,  in 
my  opinion,  need  the  following  in  order  to 
eradicate  syphilis. 

3.  All  treated  cases  and  all  contacts  must 
be  educated  with  respect  to  the  disease,  its 
spread,  our  individual  and  public  responsibil- 
ity, and  the  necessity  of  follow-up  serological 
testing.  In  our  study  in  our  clinic,  we  found 
that  almost  10%  of  our  cases  became  re- 
infected within  one  year. 

4.  Already  covered  under  item  1 would  be 
the  interview  of  all  cases  by  a trained  V-D 
investigator,  but  with  the  addition  of  legisla- 
tion to  be  sure  that  the  occasional  physician  or 
patient,  who  does  not  cooperate,  will  have  to 
do  so  by  law.  We  still  have  a few  physicians 
too  narrowly  educated  to  see  responsibility  be- 
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yond  their  relationship  to  one  patient.  We 
also  find  some  few  patients  uncooperative  on 
interviewing  or  who  will  not  help  in  the  neces- 
sary and  important  later  interviews.  We  must 
be  aware  of  the  trained  special  qualifications 
of  the  interviewer,  especially  in  patients  with 
homosexual  and  heterosexual  contacts. 

5.  Education  of  the  medical  and  paramedi- 
cal groups  and  the  general  public,  especially 
teen  agers,  must  be  continuous  and  effective, 
especially  in  changing  our  attitude  toward 
syphilis  as  a tolerable  disease  to  an  intolerable 
one. 

6.  In  one  year  in  our  clinic  5%  of  all  cases 
of  infectious  syphilis  were  first  picked  up  be- 
cause of  positive  tests  found  on  routine  food 
handlers’  examinations.  This  would  seem  to 
indicate  the  need  for  serious  re-evaluation  of 
the  practice  of  dispensing  with  STS  examina- 
tions for  food  handlers  and  on  routine  hospital 
admissions. 

7.  Identification  cards  with  picture  and 
fingerprints  of  all  citizens  are  needed,  in  my 
opinion.  I can  see  the  immediate  objection 
plus  “invasion  of  our  rights,”  but  I can  see  no 
way  in  which  any  law  abiding  citizen  will  be 
harmed  by  this.  We  already  have  many 
precedents  along  this  line.  This  would,  how- 
ever, be  a serious  problem  to  the  person  who 


does  not  obey  the  law  if  properly  enforced.  It 
would  help  us  in  the  V-D  work  as  some  of  our 
patients  cannot  be  traced  and  a chain  of  svphi- 
lis  tracing  is  broken  because  we  are  given  a 
fictitious  name  and  address  by  the  infected 
individual. 

8.  Adequate  laws  would  have  to  be  passed 
to  allow  treatment  of  minors  without  parental 
permission  when  indicated  by  circumstances. 

9.  And  lastly,  since  one  case  is  a potential 
epidemic,  I do  not  see  a practical  plan  to 
“wipe  out  syphilis”  that  does  not  include  test- 
ing of  all  individuals  that  come  into  this 
country.  Certainly,  some  plan  for  examination 
or  repeated  tests  on  these  people  must  be  in 
our  total  approach  to  this  problem,  otherwise 
it  would  seem  poor  strategy  to  wait  until 
another  chain  starts  once  all  cases  of  syphilis 
in  this  country  are  found  and  cured.  Already, 
we  have  laws  such  as  those  requiring  smallpox 
vaccination,  and  perhaps  a STS  on  entrance 
and  six  weeks  later,  or  some  other  approach, 
could  be  effectively  added. 

In  closing  then,  I call  for  more  general  ac- 
ceptance of  epidemiological  treatment  and  a 
broadening  of  its  concept.  Remember!  All 
cases  of  CNS  syphilis  and  car dio -vascular 
syphilis  were  once  contacts  of  a case  of  syphi- 
lis. 
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LOMOTIL  Pharmacologic  Activii 

The  significant  pharmacologic  actk 
of  Lomotil  are  summarized  as  follov 

Evidence  indicates  that  Lomotil  a 
directly  on  the  intestinal  musculature 
inhibit  excess  peristalsis. 

Lomotil  is  not  known  to  inhibit  nonp 
pulsive  intestinal  movements. 

Roentgenograms  demonstrate  that  t 
activity  occurs  within  two  hours  al 
oral  administration  and  persists  for 
least  six  hours. 

Comparative  studies  in  the  rat  sh 
Lomotil  to  be  more  effective  in  inhil 
ing  fecal  excretion  than  either  code 
or  morphine. 

Analgesic,  anticholinergic,  mydrit 
and  gastric  secretory  effects  have 
been  significant. 

Reduction  of  propulsive  motility  v 
Lomotil  relieves  spasm  and  crampi 
allows  physiologic  absorption  of  fl 
and  reduces  frequency  of  evacuation 
provide  prompt,  symptomatic  contrc 
virtually  all  diarrheas. 


Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 


tablets  • liquid 


slows  propulsion 


relieves  distress 


stops  diarrhea 


Precautions:  Lomotil  is  an  exempt  nar- 
cotic preparation  of  very  low  addictive 
potential:  more  than  three  million  prescrip- 
tions have  now  been  written  for  Lomotil. 
Recommended  dosages  should  not  be  ex- 
ceeded. Lomotil  should  be  used  with  cau- 
tion in  patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs  or 
barbiturates. 

Side  Effects:  Side  effects  are  relatively  un- 
common but  among  those  reported  are  gas- 
trointestinal irritation,  sedation,  dizziness, 
cutaneous  manifestations,  restlessness  and 
insomnia. 

Dosage:  For  full  therapeutic  effect— Rx 
full  therapeutic  dosage.  The  recommended 
initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 

Children: 

3 to  6 months— 3 mg.  (V2  tsp.*  t.i.d.) 

6 to  12  months— 4 mg.  (V2  tsp.  q.i.d.) 

1 to  2 years-5  mg.  (V2  tsp.  5 times  daily) 

2 to  5 years-6  mg.  (1  tsp.  t.i.d.) 

5 to  8 years-8  mg.  (1  tsp.  q.i.d.) 

8 to  12  years-10  mg.  (1  tsp.  5 times  daily) 

Adults: 

20  mg.  (2  tsp.  5 times  daily  or 
2 tablets  4 times  daily) 

*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one 
fourth  the  therapeutic  dose. 

Lomotil  is  a brand  of  diphenoxylate  hydro- 
chloride with  atropine  sulfate;  the  subther- 
apeutic  amount  of  atropine  is  added  to 
discourage  deliberate  overdosage. 


S EARLE 


Research  in  the 
Service  of  Medicine 


President’s  Pages 


Editorial  in  The  Wall  Street  Journal: 

“As  a conscientious,  public-spirited  individual,  sup- 
pose you  are  given  a choice  of  two  alternatives.  Either 
you  can  take  part  in  a program  which  you  believe  is  con- 
trary to  the  nation’s  interest.  Or  you  can  abstain  from  the 
program  and,  by  so  doing,  quickly  make  it  worse. 

“That,  essentially,  was  the  dilemma  that  confronted 
representatives  of  the  medical  profession  when  they 
assembled  in  New  York  City  recently  to  consider  an  ap- 
proach to  medicare,  the  program  of  health  care  for  the 
aged  that  Congress  now  appears  all  but  certain  to  pass.” 

From  Resolution  Presented  by  House  of  Delegates  by  Several  States: 

“It  is  ethical,  proper  and  desirable  for  reputable  physicians  not  to  participate  in  the 
implementation  of  the  Medicare  Bill  and  similar  programs.” 

From  Address  of  Dr.  James  Appel,  President  of  The  AMA: 

“Every  individual  has  the  right  and  the  privilege  to  decide  whether  this  law  or  any  law 
is  good  or  bad,  right  or  wrong,  moral  or  immoral.  However,  regardless  of  our  personal  opinion, 
we  do  not  have  the  right — either  as  physicians  or  citizens — to  violate  a law,  or  to  violate  the 
spirit  of  the  law  or  its  intent. 

“Those  who  believe  they  have  such  a right,  and  who  act  accordingly,  only  encourage 
similar  attitudes  and  actions  by  others  in  respect  to  other  laws  which  interfere  with  their  de- 
sires, emotions,  or  ambitions.  Respect  for  law  and  order,  piece  by  piece,  is  broken  down. 
Eventually  this  leads  to  a lawless  society,  to  complete  anarchy.” 

From  Editorial  in  The  News  and  Courier: 

“In  saying  that  it  would  be  unethical  and  an  act  of  bad  citizenship  for  doctors  to  boycott 
the  Medicare  program.  Dr.  James  Z.  Appel,  new  head  of  the  American  Medical  Association, 
takes  a position  with  which  great  numbers  of  physicians  disagree.  Among  those  in  disagree- 
ment are  members  of  the  Charleston  County  Medical  Society.  They  voted  in  favor  of  ‘non- 
participation,’  leaving  to  the  individual  doctor’s  decision  ‘the  exact  interpretation  of  non-par- 
ticipation.’ 

“We  yield  to  the  doctors  any  further  discussion  of  medical  ethics.  Dr.  Appel’s  assertion  of 
bad  citizenship,  however,  calls  for  a lay  newspaper’s  reply.  Dr.  Appel  has  failed  to  understand 
the  issue  of  law  and  citizenship  in  the  case  of  Medicare. 

“Medicare  will  provide  a federal  program  for  financing  certain  kinds  of  medical  service. 
Medicare  contains  no  requirement  that  a doctor  participate.  It  is  no  more  an  act  of  bad  citizen- 
ship for  a doctor  to  refuse  to  participate  in  medicare  than  it  is  for  a city  to  refuse  to  arrange  for 
a federal  urban  renewal  program.” 

From  “Principles  of  Ethics”  of  The  AMA: 

“A  physician  should  not  dispose  of  his  services  under  terms  or  conditions  which  tend  to 
interfere  with  or  impair  the  free  and  complete  exercise  of  his  medical  judgment  and  skill  or 
tend  to  cause  a deterioration  of  the  quality  of  medical  care." 

From  Resolution  Adopted  by  House  of  Delegates  in  New  York: 

“It  is  each  individual  physician’s  obligation  to  decide  for  himself  whether  the  conditions 
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of  a case  for  which  he  is  about  to  accept  responsibility  permit  him  to  provide  his  own  highest 
quality  of  medical  care. 

“The  physicians  of  the  United  States  of  America  pledge  themselves  to  continue  their 
search  and  activity,  in  whatever  social  environment  may  develop,  to  secure  or  to  restore  the 
freedom,  high  quality  and  availability  of  medical  care  which  has  been  traditional  in  our  coun- 
try. 

“When  the  fate  of  the  pending  medicare  legislation  is  determined,  this  House  will  review, 
in  special  session  if  necessary,  the  effect  of  the  law  and  take  whatever  action  is  deemed  neces- 
sary.” 

From  Editorial  in  The  Wall  Street  Journal: 

“In  the  doctor’s  unfortunate  dilemma,  most  of  them  seem  to  be  steering  a sensible  course. 
Though  some  continue  to  talk  of  ‘strikes’  or  ‘boycotts’  against  medicare,  there  was  little  sup- 
port for  such  action  from  the  leadership  at  the  meeting  of  the  American  Medical  Associa- 
tion’s House  of  Delegates.  On  the  contrary,  while  in  no  way  weakening  in  their  opposition  to 
the  program,  AMA  leaders  offered  to  confer  with  Administration  officials  in  an  effort  to  re- 
move some  of  its  more  patent  flaws. 

“The  members  of  the  medical  profession  cannot  be  expected  to  make  a silken  satchel  out  of 
a politician’s  ear,  but  they  might  be  able  to  help  make  medicare  half-way  manageable — and 
perhaps  do  some  preventive  surgery  against  monstrous  future  growth.” 

Julian  P.  Price,  M.  D. 


Army  Reserve  Program  For  The  Medical  Profession 


There  appeared  in  a recent  issue  of  this  Journal  an 
article  entitled  “Army  Reserve  Program  for  the  Medi- 
cal Profession.”  Subsequently  there  has  been  consider- 
able information  and  discussion  concerning  the  pro- 
posed merger  of  the  U.  S.  Army  Reserve  and  the 
Army  National  Guard;  therefore,  it  is  thought  appro- 
priate to  give  at  this  time  some  additional  clarification 
as  to  the  status  of  the  U.  S.  Army  Reserve  Medical 
Service  units  in  South  Carolina. 

It  should  be  emphasized  that  the  merger  of  the 
U.  S.  Army  Reserve  and  the  Army  National  Guard  is 
entirely  tentative  at  the  present  time,  its  implementa- 
tion being  entirely  dependent  on  action  by  Congress. 
However,  planning  for  possible  action  by  the  Depart- 
ment of  Defense,  the  U.  S.  Army  Reserve,  the 
National  Guard  Bureau,  and  the  S.  C.  National  Guard 
has  been  rather  extensive  and  it  has  been  definitely 
established  that  should  merger  occur,  the  U.  S.  Army 
Reserve  Medical  Service  Units  in  South  Carolina 
would  be  transferred  into  the  National  Guard  struc- 
ture without  their  unit  structures  being  altered.  The 
need  for  medical  officers  in  the  Reserve  components 
Medical  Service  Units  exists  and  will  continue  to  exist 
in  either  eventuality. 

To  reiterate,  there  exists  in  Columbia,  the  3270th 
US  Army  Hospital,  in  Charleston  the  3271st  US 
Army  Hospital,  and  in  Greenville  the  3273rd  US 
Army  Hospital  (US  Army  Reserve).  Vacancies  for 
physicians,  nurses,  and  medical  and  surgical  techni- 
cians exist. 

Any  physician  who  is  a graduate  of  a recognized 
school  of  medicine  and  is  licensed  to  practice  in  the 
state  is  eligible.  His  rank  will  depend  on  age  and 


qualifications;  he  may  expect  periodic  promotions.  For 
the  younger  physician  who  is  subject  to  the  draft, 
active  reserve  assignment  fulfills  his  obligation  without 
further  action,  provided  he  attends  48  training 
assemblies  and  2 weeks  summer  camp  each  year  for  a 
period  of  six  years.  For  each  drill  attended  the  officer 
receives  one  ( 1 ) day’s  base  pay  and  for  each  day  at 
summer  camp  he  receives  a day’s  base  pay  with  all 
allowances.  Normally,  there  are  48  authorized  drills 
(meetings)  and  15  days  summer  camp  for  the  12 
month  period,  but  for  the  medical  officer,  who,  be- 
cause of  exigencies  of  his  private  practice  cannot  meet 
all  of  these  drills  there  is  a mandatory  minimum  of 
only  12  meetings  each  year.  Furthermore,  for  the 
medical  officer  who  lives  in  a community  some  dis- 
tance from  the  hospital  unit  to  which  he  may  be 
assigned,  he  may  be  attached  to  any  type  of  Army 
Reserve  Unit  (for  instance  Infantry,  Artillery,  etc), 
for  attendance  at  its  drills  for  both  retirement  credit 
and  pay. 

For  further  information  physicians  in  the  Columbia 
general  area  may  contact  Robert  E.  McCall,  M.  D., 
VA  Hospital,  Columbia,  S.  C. — Telephone  787-6000; 
Horace  M.  Kaiser,  Hawthorne  Pharmacy,  1447  Hamp- 
ton St.,  Columbia,  S.  C. — Telephone  AL  2-2161.  In 
Charleston,  contact  may  be  made  with  Captain 
James  V.  Redd,  Telephone  RAymond  39411,  Ext.  388, 
and  in  Greenville  by  contacting  Captain  Allen  W. 
Jones,  Telephone  232-6116,  or  CWO  Charles  V. 
McKittrick  at  Telephone  235-0403. 

Robert  E.  McCall,  Jr. 

Col.,  MC,  USAR 
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Editorials 


Charleston  Pediatricians  Balk  at 
“Head  Start” 

Believing  that  Operation  Head  Start  was 
poorly  conceived  and  developed,  that  no  medi- 
cal advice  was  sought  in  its  planning,  and 
that  its  objectives  are  impractical  and  costly,  in 
July  the  group  of  Charleston  pediatricians  ex- 
pressed its  displeasure  at  the  whole  proposal. 
Feeling  that  the  proposed  arrangement  for 
mass  examination  of  the  children  concerned 
was  a step  backward  from  the  accepted  stand- 
ard of  personal  medical  attention  to  the  in- 
dividual child,  members  of  the  Society  de- 
clined to  participate.  Their  feeling  was  that 
proper  examinations  could  be  done  in  the 
established  clinics  of  the  Medical  College  and 
of  the  Charleston  County  Health  Department, 
and  that  pediatricians  could  continue,  as  al- 
ways, to  examine  indigent  children  in  their 
offices  without  fee,  and  by  appointment,  up  to 
a practical  limit  of  time.  Furthermore,  they 
felt  that  there  was  no  need  to  lessen  the  value 
of  the  examinations  by  insistence  on  a 
“crash”  program,  when  a gradual  approach 
would  yield  so  much  more  real  value.  Perhaps 
by  now  the  result  of  this  stand  may  be  evident, 
though  at  this  time  it  seems  unlikely  that  the 
administrators  of  the  Poverty  Program  will  see 
the  light. 

Women  in  Pastel 

If  the  experience  gained  in  a Florida  Pedi- 
atric Unit  is  borne  out  by  further  develop- 
ment, it  may  be  that  the  nurse  in  white  will 
now  be  the  woman  in  a variety  of  colors. 

For  some  four  years  the  experiment  has 
been  tried  of  garbing  pediatric  nurses  with 
clothing  in  color,  including  hose  and  shoes.  To 
the  observers  of  the  trial  this  change  in  custom 
and  appearance  seemed  to  make  a great  differ- 
ence in  the  rapport  of  the  nurse  and  the  child. 
The  hypothesis  that  children  are  afraid  of 
people  in  white  uniforms  was  put  to  the  test 
by  this  new  arrangement.  The  impression  was 
gathered  that  children  cried  less,  ate  better 
and  were  more  ready  to  be  held  by  a nurse  in 


a colored  dress  than  a white  uniform. 
Especially  was  this  true  on  the  first  day  after 
admission  when  the  child  was  most  likely  to 
be  disturbed  by  his  new  surroundings  and 
spooky  people  in  white.  Whether  similar  feel- 
ing of  comfort  will  be  achieved  by  the  adult 
remains  to  be  investigated. 


Home  at  Home 

On  a shelf  of  old  medical  books  before  us 
there  are  two  volumes  by  Everard  Home, 
M.  D.,  one  entitled  “Practical  Observations  on 
the  Treatment  of  the  Diseases  of  the  Prostate 
Gland,”  the  other  similarly  named  “Practical 
Observations  on  the  Treatment  of  Strictures  of 
the  Urethra  . . .”  The  shorter  and  more  vivid 
titles  stamped  on  the  spines  of  the  books  are 
simply — “Home  on  the  Urethra”  and  “Home 
on  the  Prostate  Gland.”  If  only  he  had  written 
on  another  subject,  he  might  have  had  another 
volume  labelled  “Home  on  the  Range.”0 

°For  the  less  well  informed,  until  recently  certain 
patients  in  the  clinics  referred  to  gonorrhea  as  the 
“running  range”  (reins). 


It  Says  So  In  The  Paper 

Two  weeks  ago  Mrs.  Yuile  and  her  husband,  Wil- 
liam, got  word  that  their  daughter  was  suffering 
from  a rare  disease  called  gaulliam  barre. 

The  young  mother  was  paralyzed  from  the 
shoulders  down  . . . 


The  Good  Old  Ones 

LIQUOR  AND  LONGEVITY0 

Tlie  horse  and  mule  live  thirty  years,  but  nothing 
know  of  wine  or  beers. 

The  goat  and  sheep  at  twenty  die,  and  never  tasted 
scotch  or  rye. 

The  cow  drinks  water  by  the  ton,  and  at  eighteen  is 
mostly  done. 

The  dog  at  fifteen  cashes  in  without  the  aid  of  rum 
or  gin. 

The  cat  in  milk  and  water  soaks,  and  then  in  twelve 
short  years  it  croaks. 

The  modest,  sober,  bone-dry  hen,  lays  eggs  for  nogs; 
then  dies  at  ten. 

But  sinful,  ginful,  rum-soaked  men,  survive  for  three 
score  years  and  ten. 

Anonymous. 

“From  Madison  County  (Ind.)  Medical  Society 

Bulletin. 
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REPLY  BY  A PITTSBURGH  COLLEAGUE 
Now,  Hark!  ye  garglers  of  vermouth. 

And  listen  to  the  sober  truth. 

The  turtle,  elephant  and  whale 
Eschew  the  use  of  beer  and  ale, 

Yet  you  and  I shall  never  know 

The  age  at  which  they’re  doomed  to  go. 

The  crocodile,  that  tearful  beast, 

Is  ignorant  of  brewers  yeast, 

But  Cleopatra’s  childhood  pet 
For  all  we  know  is  living  yet. 

The  parrot,  swan,  and  other  bird 
Of  ethanol  has  never  heard, 

Yet  lives  a century  or  more 
( If  any  one  would  keep  the  score ) . 

This  is  no  Prohibition  screed: 

I drain  the  cup  and  smoke  the  weed. 

And  point  a moral  to  this  wheeze, 

“Pray,  who  would  be  as  one  of  these.” 

JAMA 


No  Comment 

“Your  chance  for  a moral  commitment. 

Doctors  urgently  needed  in  Southern  States  this 
summer  to  act  as  a Medical  Presence  for  Civil  Rights 
Workers. 

Call  the  Medical  Committee  for  Human  Rights, 
New  York  City.” 

From  Neiv  York  Medicine,  June  20,  1965 


Three-fourths  of  all  drugs,  antibiotics  and  vaccines 
in  hospital  use  in  1965  were  unknown  10  years  ago, 
according  to  the  American  Hospital  Association. 


The  U.  S.  prescription  drug  industry  budgeted  $313 
million  for  research  and  development  in  1964. 


American  pharmaceutical  firms  spent  $43,483,900 
on  charitable  causes  during  1963. 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
Minutes  Of  The 
117th  Annual  Session 
House  of  Delegates 
May  4,  5,  1965 


The  Association  met  at  Myrtle  Beach  at  the  Ocean 
Forest  Hotel.  The  following  account  is  an  abstract  of 
the  minutes.  The  original  minutes  are  in  the  hands 
of  the  Secretary  and  may  be  consulted  for  detail. 

At  the  opening  of  the  meeting  after  an  invocation 
by  Dr.  Roderick  Macdonald,  Dr.  Julian  Price,  presi- 
dent-elect, was  presented.  Reference  committees  were 
then  announced.  A number  of  resolutions  were  intro- 
duced and  were  referred  to  the  reference  committees. 

Dr.  Frank  C.  Owens,  president,  then  made  his 
report,  discussing  the  threat  of  socialized  medicine 
and  the  shortage  of  physicians.  He  spoke  of  the  threat 
of  “medicare”  and  the  efforts  which  have  been  made 
in  opposition. 

( Dr.  Owens’  report  is  published  in  full  in  this 
journal. ) 

Dr.  Julian  Price,  president-elect,  then  made  an  ad- 
dress which  had  to  do  chiefly  with  the  desirability  of 
a new  committee  structure  for  the  Association. 

The  House  was  then  favored  with  a visit  from  the 
officers  of  the  Woman’s  Auxiliary.  Mrs.  C.  B.  Burns, 
president,  gave  a resume  of  the  activities  of  the 
Auxiliary  over  the  preceding  year.  Mrs.  L.  H.  Taylor, 
Jr.,  president-elect,  made  some  remarks  on  the  pros- 
pects for  the  coming  year  in  the  work  of  the  Auxiliary. 

Mr.  M.  L.  Meadors,  executive  secretary,  made  a 
report  of  the  activities  of  his  office. 

( This  will  be  published  in  full  in  a later  issue. ) 

Dr.  Ben  Miller,  secretary,  made  a report  and  men- 
tioned efforts  at  placement  of  inrpiiring  physicians 
and  the  activities  of  his  office. 

Dr.  Howard  Stokes,  treasurer,  then  submitted  his 
report  for  1964.  An  audit  of  the  treasurer’s  book  was 
presented  and  is  included  in  the  original  minutes. 

(Dr.  Stokes’  report  appeared  in  the  July  Journal, 
page  207. ) 


Dr.  J.  I.  Waring,  editor  of  the  Journal,  made  a brief 
report  that  there  was  a slightly  better  prospect  of 
improved  income  for  the  Journal. 

Dr.  Norman  O.  Eaddy,  chairman  of  Council,  then 
submitted  several  matters  which  had  been  considered 
by  the  Council. 

1.  Council  recommended  that  the  House  authorize 
the  executive  secretary  to  include  SCALPEL  dues  on 
the  annual  billing,  to  be  marked  as  a voluntary  and 
non-deductible  contribution. 

2.  Council  recommended  vigorous  opposition  to  a 
bill  in  the  Legislature  which  would  allow  chiropodists 
to  extend  their  field  of  activity. 

3.  A resolution  by  Council  condemning  the  Osteo- 
pathic Bill  was  read  and  is  to  be  sent  to  the  Legisla- 
ture. 

After  due  process  a motion  to  that  effect  was 
passed  by  the  House. 

4.  Council  recommended  the  purchase  of  a lot  in 
Columbia  for  possible  use  as  a site  for  a central  office 
of  the  Association. 

To  these  items  Dr.  Ben  Miller  added  the  matter 
presented  to  Council  by  Dr.  O.  B.  Mayer  concerning 
the  promotion  of  a Medical  Advisory  Committee  to 
the  South  Carolina  Highway  Department  in  the  areas 
of  licensing. 

He  reported  also  that  Dr.  Hilla  Sheriff  had  ap- 
peared before  Council  and  asked  that  something  might 
lie  done  about  the  delay  in  the  reporting  of  maternal 
deaths. 

Dr.  George  Dean  Johnson,  delegate  to  the  AMA, 
made  a report  of  his  experiences  and  the  activities  of 
the  AMA. 

Dr.  Joseph  D.  Cain,  Jr.,  the  other  delegate  to  the 
AMA,  reported  on  the  actions  of  the  House  of  Dele- 
gates at  the  meeting  in  Miami  Beach,  November  29- 
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December  2,  and  also  the  actions  of  the  House  at  a 
special  meeting  in  Chicago  on  February  6-7. 

Then  followed  the  Annual  Meeting  of  the  Corpora- 
tion of  the  South  Carolina  Medical  Care  Plan,  Dr. 
John  A.  Siegling  presiding.  Dr.  Siegling  reported  con- 
tinued growth  and  improvement  in  contracts  and 
benefits.  Dr.  Siegling  had  requested  that  his  name 
not  be  put  in  nomination  to  succeed  himself  as  direc- 
tor. Dr.  Wendell  H.  Tiller  of  Spartanburg  was  elected 
to  fill  Dr.  Siegling’s  place.  Dr.  Sam  G.  Lowe  of  Rock 
Hill  was  elected  to  replace  Dr.  Cathcart  Smith,  re- 
signed, and  the  following  directors  were  re-elected: 
Nlr.  Frank  Adams,  Dr.  Joe  Cain,  Mr.  Wilton  F.  May, 
Mr.  M.  L.  Meadors,  and  Dr.  W.  West  Simmons. 

Dr.  Siegling  was  given  a rising  vote  of  apprecia- 
tion for  his  past  services. 

The  meeting  of  the  House  was  then  resumed.  Dr. 
Chapman  Milling  of  Columbia  presented  the  report 
of  the  Memorial  Committee. 

(This  has  already  been  published  in  the  June 
Journal,  page  178.) 

Dr.  W.  R.  Wallace  made  some  additional  comments 
on  the  report  of  the  Executive  Committee  of  the  State 
Board  of  Health. 

At  this  point  Dr.  Donovan  Ward,  president  of  the 
AMA,  entered  the  hall  and  was  introduced  by  the 
chairman.  Dr.  Ward  made  a short  talk  on  matters  of 
current  interest,  particularly  the  “Medicare”  Bill. 

Dr.  Thomas  Goldsmith  of  Greenville  made  a sup- 
plemental report  on  the  Benevolence  Fund. 

“Since  my  report  of  February  17,  we  have  added 
one  recipient  and  received  the  following  donations: 


Greenville  County  Medical  Society  $100.00 

Spartanburg  County  Medical  Auxiliary  25.00 

Lancaster  County  Medical  Auxiliary  10.00 

York  County  Medical  Auxiliary  25.00 

Newberry  County  Medical  Auxiliary  5.00 

Pee  Dee  County  Medical  Auxiliary  50.00 

Anderson  County  Medical  Auxiliary  50.00 

Charleston  County  Medical  Auxiliary  63.50 

Total  $328.50 

Disbursements: 


Recipient  B.  to  receive  $25.00  per  month  for  one 
year,  beginning  May  1.  (As  you  know,  recipient  A 
is  still  receiving  $100.00  a month  and  probably  will 
until  his  death.) 

Dr.  Roderick  Macdonald  of  Rock  Hill  then  pre- 
sented the  report  of  the  State  Board  of  Medical  Ex- 
aminers for  1964. 

STATE  BOARD  OF  MEDICAL  EXAMINERS 
OF  SOUTH  CAROLINA 
BOARD  REPORT  FOR  1964 
"During  1964  the  State  Board  of  Medical  Ex- 
aminers of  South  Carolina  held  meetings  on  May  6th, 
June  15th,  16th  and  17th;  November  9th,  10th  and 
11th. 

During  the  year  the  Board  licensed  83  physicians 
after  written  examinations  and  44  physicians  were 
licensed  by  endorsement  of  credentials.  Fifty-two  phy- 
sicians were  certified  to  other  state  boards.  Eighty- 
eight  temporary  certificates  were  issued. 

In  1964  eight  disciplinary  cases  were  heard  by  the 
Board,  along  with  15  reports  from  physicians  who 
were  called  before  the  Board  prior  to  1964.  No 
licenses  were  revoked  during  this  past  year. 

The  current  terms  of  Dr.  A.  Richard  Johnston  of 
Saint  George  (1st  District)  and  Dr.  William  P.  Turner 
of  Greenwood  (3rd  District)  expire  this  year.  Due  to 
the  death  of  Dr.  George  R.  Wilkinson  of  Greenville 
there  is  a vacancy  on  the  Board.  Dr.  Wilkinson  repre- 
sented the  4th  District  and  his  current  term  was  for 
1962-1966. 

Currently  there  are  1,835  physicians  in  South 
Carolina  registered  with  the  Board.  Copies  of  the 
Board  Directory  were  mailed  to  all  registered  physi- 
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cians  in  March  of  1965;  supplements  of  changes  for 
the  directory  will  be  mailed  in  August,  this  year. 

The  State  Board  of  Medical  Examiners  has  pre- 
sented some  proposed  changes  in  the  medical  practice 
laws  to  Council  of  the  South  Carolina  Medical  Asso- 
ciation for  consideration.  These  are  some  basic 
changes  prepared  by  the  attorney  general’s  office  to 
give  South  Carolina  more  up-to-date  medical  practice 
iaws.” 

Dr.  Thomas  Goldsmith  made  a suggestion  that  the 
arrangement  of  the  meeting  for  the  House  of  Dele- 
gates be  changed  back  to  the  morning  of  the  first  day 
of  the  session.  Dr.  Owens  took  note  of  this  suggestion 
and  it  will  be  passed  on  to  the  new  officers. 

Meeting  of  the  House  of  Delegates 
Morning,  May  5,  1965 

Following  the  reports  of  the  Reference  Committee 
on  Reports  of  Council  and  Officers,  Dr.  Robert  Wil- 
son, Chairman,  the  following  actions  were  taken. 

The  resolution  introduced  by  Dr.  Chappell  sugges- 
ting the  immediate  removal  of  the  headquarters  of  the 
Association  to  Columbia  was  not  approved  by  the 
Reference  Committee. 

Approval  of  the  proposal  to  purchase  a lot  in 
Columbia  was  given. 

The  Committee  recommended  that  dues  for 
SCALPEL  be  included  as  a voluntary  item,  not  tax 
deductible,  on  the  regular  bills  for  annual  Association 
dues. 

The  resolution  from  Charleston  County  concerning 
its  disapproval  of  the  practices  of  South  Garolina  Blue 
Shield  Plan  of  making  payments  for  services  of  non- 
physicians to  subscribers  was  referred  to  the  directors 
of  the  Blue  Shield  Plan. 

The  whole  report  of  the  Reference  Committee  was 
adopted  by  the  House. 

The  Reference  Committee  on  Legislation  and 
Public  Relations,  Dr.  Harrison  Peeples,  chairman,  re- 
ported that  it  advocated  pursuit  of  the  objectives  of 
the  ad  hoc  committee  on  membership. 

The  committee  recommended  that  all  medical  so- 
cieties be  advised  by  the  Association  of  the  need  for 
physicians  to  participate  in  the  Mental  Health  or- 
ganizations and  for  physicians  to  assume  leadership, 
beginning  at  the  local  level.  The  importance  of  having 
a physician,  preferably  a psychiatrist,  as  director  of 
the  Mental  Health  program  and  clinics  was  stressed. 

The  work  of  the  committee  to  cooperate  with  the 
Coaches’  Association  of  High  Schools  was  commended 
and  continued. 

The  committee  approved  the  proposal  that  a Medi- 
cal Advisory  Committee  as  requested  by  the  South 
Carolina  Highway  Department  be  appointed. 

The  committee  approved  the  recommendation  that 
the  sum  of  $300  be  appropriated  to  reimburse  the 
speakers  for  the  Student  American  Medical  Association 
for  mileage  expenses. 
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The  committee  endorsed  the  report  of  Council  that 
vigorous  opposition  be  given  to  the  bill  on  Podiatry. 

The  resolution  of  the  Greenville  County  Medical 
Society  concerning  non-participation  in  the  activities 
of  the  so-called  “medicare”  bill  was  approved  by  the 
Reference  Committee.  The  resolution  reads;  “NOW 
THEREFORE  BE  IT  RESOLVED  by  the  South 
Carolina  Medical  Association  in  regular  meeting 
assembled  this  fifth  day  of  May,  1965,  that  it  is 
ethical,  proper  and  desirable  for  reputable  physicians 
not  to  participate  in  the  implementation  of  the  Medi- 
care Bill  and  similar  programs;  and 

“BE  IT  FURTHER  RESOLVED  that  the  South 
Carolina  Medical  Association  request  the  American 
Medical  Association  to  adopt  a similar  position.  ” 

After  considerable  discussion  of  the  import  and  the 
timeliness  of  this  resolution,  a motion  to  table  was 
supported  by  a large  majority.  With  this  exception  the 
report  of  the  Reference  Committee  on  Legislation  and 
Public  Relations  was  approved. 

The  report  of  the  Reference  Committee  on  amend- 
ments to  the  Constitution  and  By-Laws,  Dr.  George 
Durst,  chairman,  was  presented.  Following  a favorable 
recommendation,  a motion  was  passed  that  a com- 
mittee be  appointed  to  bring  the  Constitution  and 
By-Laws  up  to  date. 

The  recommendation  of  the  president-elect,  Dr. 
Julian  Price,  concerning  changes  in  by-laws  relative  to 
the  formation  of  committees  was  considered  and  a 
number  of  changes  proposed.  The  committee  recom- 
mended the  changes  after  much  discussion  by  Drs. 
Eaddy,  Price,  Robert  Wilson,  and  Gressette.  The  pro- 
posal was  referred  by  the  House  to  Council  for  fur- 
ther consideration. 

A proposal  was  submitted  by  Dr.  Jowers  that  the 
Constitution  be  amended  to  provide  that  “All  past 
presidents  will  constitute  an  executive  advisory  com- 
mittee to  serve  the  president  when  needed,  and  the 
five  immediate  past  presidents,  if  their  legal  residence 
is  in  South  Carolina,  shall  be  members  of  the  House 
of  Delegates.”  This  was  placed  on  the  table  for  con- 
sideration at  the  next  Annual  Meeting. 

The  proposed  amendment  to  the  Constitution  made 
in  1964  was  then  considered.  After  lengthy  discussion 
and  some  changes  in  the  wording  of  the  proposal,  a 
motion  was  passed  in  the  following  form: 

“Amend  Article  IX,  Section  4 of  the  Constitution, 
by  adding  immediately  following  the  comma  after 
the  word  “years”  on  the  second  line  and  before  the 
word  “but,”  the  following:  ‘as  may  be  provided  in 
the  By-Laws,’  so  that  said  Section  when  so  amended 
shall  read  as  follows: 

“ ‘Sec.  4.  Councilors  shall  he  elected  for  a term  of 
three  years,  as  may  be  provided  in  the  By-Laws,  but 
no  Councilor  shall  serve  for  more  than  three  con- 
secutive terms.’ 

Amend  Article  IX,  Section  5 of  the  Constitution, 
by  adding  a comma  and  the  words  ‘except  the 
Councilors,’  immediately  after  the  word  ‘officers,’ 
on  the  first  line,  so  that  said  section  when  so 
amended  shall  read  as  follows: 

“ ‘Sec.  5.  The  officers,  except  the  Councilors,  of 
the  Association  shall  be  elected  by  the  House  of 
Delegates  during  the  final  session  of  its  annual 
meeting.  No  person  shall  be  eligible  to  election  to 
any  office  who  has  not  attended  at  least  two  annual 
meetings  of  the  Association.’  ” 

After  this  action,  the  following  changes  in  the 
By-Laws  were  passed. 

“Amend  Chapter  V,  Section  2 of  the  By-Laws,  by 
striking  out  the  words,  ‘that  for  the  office  of  on 
lines  one  and  two  of  said  Section,  and  inserting  in 
their  place  the  words,  ‘those  for  the  offices  of 
Councilor  and,’  so  that  said  sentence  when  so 
amended  shall  read  as  follows: 


“ ‘Section  2.  Nominations  for  office  except  those 
for  the  office  of  Councilor  and  treasurer  shall  be 
made  from  the  floor.’ 

“Amend  said  Chapter  further  by  adding  a new7 
Section  immediately  after  Section  2 to  be  numbered 
Section  3,  and  by  renumbering  the  following  sec- 
tions of  said  Chapter  to  conform,  the  new  Section  3 
to  read  as  follows: 

“The  Councilor  for  each  District  shall  be  elected 
by  the  county  societies  comprising  such  District,  in 
meeting  assembled,  at  least  two  months  prior  to  the 
Annual  Meeting  of  the  South  Carolina  Medical 
Association,  at  which  the  term  of  office  of  the  in- 
cumbent Councilor  expires.  Each  county  society  in 
such  election  shall  have  one  vote  for  each  member 
of  the  House  of  Delegates  to  which  it  is  entitled.” 

And  the  committee  recommends  that  this  follow- 
ing Section  be  deleted. 

'The  office  of  Councilor  shall  be  rotated  through 
each  County  in  each  District.  In  event  that  an 
eligible  county  has  no  candidate,  it  would  pass  to 
the  next  eligible  County.’ 

The  recommendation  of  Dr.  Pope  that  the  nine 
districts  of  the  South  Carolina  Medical  Association 
be  redefined  and  changed  to  coincide  with  the  fifteen 
judicial  districts  of  the  State  of  South  Carolina  was 
approved  by  the  Reference  Committee.  However,  a 
motion  to  table  was  supported  by  the  House. 

Dr.  Durst  also  proposed  the  name  of  Dr.  Thomas 
Goldsmith  for  a vacancy  on  the  Benevolence  Fund 
Committee. 

The  Committee  on  Public  and  Industrial  Health, 
Dr.  R.  L.  Crawford,  chairman,  supported  the  resolu- 
tion of  Dr.  Hilla  Sheriff  concerning  the  reporting  of 
maternal  deaths.  The  motion  was  passed. 

The  reports  of  the  Infant  and  Child  Health  and 
Maternal  Health  Committee  and  of  the  Industrial  Fee 
Schedule  Committee  were  approved,  as  published  in 
the  Journal.  So  were  the  reports  of  the  Emergency 
Medical  Care  Committee  and  the  Public  Information 
Committee.  The  report  of  the  Executive  Secretary  of 
the  State  Board  of  Health  was  approved  with  a re- 
quest for  a statement  from  the  State  Board  of  Health 
on  tests  for  phenylketonuria  to  be  published  in  the 
Journal.  The  report  of  the  Committee  on  Nursing 
Education  was  likewise  approved. 

The  Reference  Committee  on  Insurance,  Blue  Cross- 
Blue  Shield,  Dr.  J.  K.  Owens,  chairman,  recommended 
continued  support  of  the  Association  for  these  activi- 
ties. It  was  also  recommended  that  the  “short  form” 
insurance  blank  be  approved  by  the  Association. 


The  Committee  on  Miscellaneous  Business,  Dr. 
Charles  May,  chairman  approved  the  reports  of  the 
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activities  of  the  Committee  to  Review  Economic  and 
Professional  Practices  and  Policies  of  Hospital  and 
State  Institutions  and  Agencies  Whose  Work  Deals 
with  the  Practice  of  Medicine,  the  Medical  Advisory 
Committee  to  the  Crippled  Children  Society,  the  Ad- 
visory Committee  to  Selective  Service,  the  Accident 
Prevention  Committee,  and  the  AMA-ERF  Com- 
mittee and  they  were  adopted. 

It  was  reported  that  the  Mediation  Committee  had 
little  to  do  during  the  year. 

The  report  of  the  Woman’s  Auxiliary  to  the  South 
Carolina  Medical  Association  was  commended  and  ap- 
proved as  was  that  of  the  Memorial  Committee. 

The  resolution  of  Dr.  Tom  Parker  concerning  the 
report  of  the  President’s  Commission  on  Heart  Disease, 
Cancer  and  Stroke  was  discussed  at  some  length.  Dr. 
John  Hawk  offered  a substitute  motion  for  Dr. 
Parker’s  proposal  that  the  Association  oppose  the 
report  in  principle;  the  substitute  motion  was: 

“RESOLVED,  That  the  South  Carolina  Medical 
Association  in  regular  session  this  5th  day  of  May, 
1965  does  hereby  oppose  in  principle  this  report 
( President’s  Commission  Report  on  Heart  Disease, 
Cancer,  and  Stroke),  and  further  be  it 
RESOLVED,  That  the  South  Carolina  Medical 
Association  instruct  its  Delegation  to  the  American 
Medical  Association  to  introduce  a similar  resolu- 
tion to  this  program  to  the  House  of  Delegates  of 
the  American  Medical  Association  at  its  June 
meeting." 

Dr.  Hawk’s  substitute  motion  was  passed  almost 
unanimously. 

Dr.  Joseph  Cain  made  a motion  that  the  two 
agencies  of  the  state  which  have  filed  briefs  for  these 
centers  be  requested  to  also  file  a covering  letter 
stating  that  these  briefs  should  in  no  way  indicate 
that  they  are  pushing  for  this  legislation.  This  motion 
was  passed. 

Following  the  report  of  this  committee  Dr.  Edward 


Parker  made  a motion  that  the  matter  of  non-par- 
ticipation be  referred  to  a special  meeting  of  the 
House  of  Delegates  to  be  called  by  the  president  at 
his  discretion  at  the  earliest  opportunity.  This  was 
passed. 

The  election  of  officers  then  followed  with  these 
results:  President-Elect,  Dr.  George  Dean  Johnson  of 
Spartanburg;  Vice-President,  Dr.  William  H.  Hunter 
of  Clemson;  Secretary,  Dr.  Ben  Miller;  Treasurer,  Dr. 
Howard  Stokes;  Delegate  to  the  AMA,  Dr.  Joe  Cain 
( re-elected ) ; Alternate  Delegate  to  the  AMA,  Dr. 
Joel  W.  Wyman  (re-elected);  Councilor  for  the  tliird 
district.  Dr.  Martin  Teague  of  Laurens;  Councilor  for 
the  sixth  district,  Dr.  William  L.  Perry  ( re-elected ) ; 
Councilor  for  the  ninth  district,  Dr.  Harold  P.  Hope  of 
Union. 

Mediation  Committee,  3rd  District,  Dr.  Robert  S. 
Clark,  Jr.,  6th  District,  Dr.  Swift  C.  Black,  9th 
District,  Dr.  Francis  P.  Owings;  Benevolence  Fund 
Committee,  Dr.  Thomas  G.  Goldsmith,  (2  years). 

Dr.  Harold  Pettit  (3  years);  State  Board  of  Medical 
Examiners,  1st  Congressional  District,  Dr.  A.  R. 
Johnston;  3rd  Congressional  District,  Dr.  William  P. 
Turner,  4th  Congressional  District,  Dr.  Charles  N. 
Wyatt  (to  fill  unexpired  term  of  Dr.  Wilkinson);  Hos- 
pital Advisory  Council  to  the  State  Board  of  Health, 
Dr.  Halsted  M.  Stone  and  Dr.  T.  C.  McFall;  Com- 
mittee on  Emergency  Medical  Care,  Dr.  Robert  S. 
Solomon;  Committee  on  Legislation  and  Public  Re- 
lations, Dr.  Harold  Pettit  and  Dr.  John  Gilland  were 
re-elected. 

Following  these  elections  Dr.  Ben  Miller,  secretary, 
made  a brief  presentation  of  certificates  of  apprecia- 
tion for  their  services  to  Dr.  Swift  Black,  vice-presi- 
dent, for  the  preceding  year  and  to  Dr.  Frank  Owens, 
outgoing  president. 

Myrtle  Beach  was  selected  as  the  place  of  meeting 
in  1966.  The  meeting  then  adjourned. 
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The  two  most  important  problems  facing  the  Ameri- 
can Public  today  in  the  field  of  medicine  are  the 
threat  of  socialized  medicine  and  the  shortage  of  phy- 
sicians. You  have  but  to  look  at  the  lengthening  life 
span  of  the  man  and  woman  of  today,  from  a life 
expectancy  of  50  years  at  the  turn  of  the  century  to 
72  today,  to  see  the  efficiency  and  success  of  Ameri- 
can Medicine  under  the  free  enterprise  system  and  the 
private  practice  of  medicine.  You  have  but  to  look  at 
the  list  of  diseases  that  are  all  but  marked  off  the 
morbidity  statistics  and  the  ever  decreasing  instances 
of  the  death  certificate  earning  the  word  tuberculosis 
or  diphtheria  or  pneumonia  or  pellagra  or  malaria,  to 
know  that  we  have  been  winning  the  battle  of  the 
germs  and  maintaining  a solid  front  of  research  to 
overcome  any  new  troops  they  might  throw  into  the 
battle  or  any  new  armor  with  which  the  embattled 
germ  might  surround  itself. 

Perhaps  the  greatest  crisis  to  develop  in  American 
Medicine  since  the  inception  of  the  American  Medi- 
cal Association  was  the  Medicare  crisis.  This  term, 
borrowed  from  the  medical  aid  to  military  dependents’ 
program,  is  a misnomer  witli  a catch  title  appeal.  Had 
it  been  labeled  the  Partial-Medicare  Program  it  would 
have  been  more  accurate  though  no  more  acceptable 
to  the  medical  profession  as  a whole.  While  the  AMA 
opposed  all  Medicare  type  bills  it  did  not  go  into  high 
gear  in  its  opposition  until  the  December  meeting  of 


the  AMA  in  Miami.  Opposition  up  until  that  time  has 
been  more  or  less  on  the  negative  side,  but  at  that 
meeting  it  was  decided  to  present  a positive  program 
in  opposition  to  the  King-Anderson  legislation.  Active 
support  of  the  AMA  had  been  seen  in  the  Kerr-Mills 
legislation,  but  drawbacks  in  the  operation  of  this  act, 
lack  of  full  participation  by  the  states  and  evidence  of 
sabotage  in  some  areas  prevented  the  act  from  fully 
answering  the  problem  of  medical  care  for  the  aged. 
At  the  Miami  meeting,  a resolution  was  passed 
recognizing  the  duty  of  various  echelons  of  govern- 
ment to  furnish  some  financial  aid  to  those  unable  to 
meet  their  medical  needs.  The  resolution  ended" — of 
all  ages.  The  Trustees  of  the  AMA  were  instructed 
to  form  a plan  to  combat  the  impending  King-Ander- 
son legislation  and  come  up  with  a program  of  our 
own. 

There  was  also  some  voiced  criticism  of  the  AMA 
for  embarking  on  over  a million  dollar  advertising 
campaign  on  the  Kerr-Mills  Act  without  consulting  the 
constituent  state  associations. 

In  accordance  with  this  the  AMA  set  up  a meet- 
ing of  two  representatives  from  each  state  to  report  on 
the  activity  and  implementation  of  the  Kerr-Mills 
Act  in  their  respective  states  and  offer  any  suggestions 
as  to  what  the  AMA  program  should  comprise.  While 
this  meeting  was  in  session  the  President  of  the  AMA 
announced  the  Eldercare  program  as  adopted  by  the 
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Trustees  and  outlined  its  provisions.  You  are  all 
familiar  with  the  provisions  which  were  largely  an 
expansion  of  the  Kerr-Mills  Act  with  some  changes  in 
administration  and  provisions.  Two  weeks  later  there 
was  a call  meeting  of  the  House  of  Delegates  to  get 
nationwide  backing  of  the  program.  This  was  readily 
concurred  in  and  machinery  was  put  in  action  to 
have  the  bill  introduced  in  Congress.  In  the  mean- 
time, Representative  Mills,  who  had  long  opposed 
King-Anderson  legislation,  announced  that  his  com- 
mittee, which  had  bottled  up  the  late  Administration’s 
version  of  the  King-Anderson  Bill,  would  come  out 
with  a bill  that  was  substantially  what  the  Administra- 
tion desired.  The  work  of  the  AMA  did  have  some 
effect  on  the  final  bill,  as  the  version  coming  out  of 
committee  did  include  an  optional  feature  of  payment 
of  some  doctor  bills. 

The  scarcity  of  physicians  is  not  only  nationwide 
but  particularly  is  there  a scarcity  in  this  state  of  ours. 
Whereas  the  nation  has  146  doctors  per  100,000 
population  there  are  only  77  per  100,000  in  South 
Carolina.  Not  only  is  there  an  actual  shortage,  but 
there  is  an  inequality  of  distribution  that  works  to  the 
detriment  of  the  smaller  communities  of  this  state. 
That  we  need  all  type  doctors  is  known,  but  the  cate- 
gory most  needing  additions  is  that  of  the  general 
practitioner.  There  appear  to  be  fewer  men  going 
into  general  practice  every  year,  yet  someone  must  do 
the  general  practitioner’s  work,  and  it  should  be  the 
general  practitioners.  Our  medical  college  does  a 
good  job  in  graduating  about  85  men  a year,  but  this 
does  not  answer  the  need.  We  must  support  the  medi- 
cal college  to  the  fullest  capacity  but  we  must  realize 
that  there  is  a limit  to  the  number  of  medical  students 
that  can  properly  be  educated  by  any  given  medical 
school.  As  the  men  go  through  our  medical  school,  I 
think  it  is  incumbent  upon  the  authorities  of  the 
school  to  stress  to  the  men  the  need  for  general  prac- 
titioners and  the  width  of  the  field  open  to  them.  The 
plight  of  the  smaller  communities  is  brought  into 
focus  when  the  Selective  Service  System  calls  up  men 
who  contemplated  settling  in  small  communities. 
There  are  numerous  communities  in  this  state  which 
would  furnish  offices  for  any  good  doctor  who  would 
locate  in  that  area.  It  behooves  us  to  lend  our  in- 
fluence and  support  to  solving  the  problem  of  the 
shortage  of  physicians — particularly  general  prac- 
titioners— in  South  Carolina. 

In  reviewing  our  State  Association  constitution,  I 
find  that  the  last  time  it  was  printed  was  in  1957. 
Since  that  time  there  have  been  several  amendments 
to  the  constitution  or  by-laws  that  should  properly  be 
included  in  a new  edition.  There  are  perhaps  one  or 
two  modifications  or  changes  advisable  in  that  docu- 
ment. I recommend  that  a committee  be  appointed  to 
recodify  the  constitution  and  by-laws,  bringing  them 
up  to  date  and  making  any  recommendations  as  to 
changes  in  the  constitution  and  by-laws  in  accordance 
to  the  usual  procedure  of  amending  that  document. 

I wish  to  commend  our  Executive  Secretary  and  his 
efficient  secretarial  force  on  the  accurate  and  full  re- 
port of  the  minutes  of  our  annual  meetings.  This  is  a 
stupendous  job  and  it  is  well  done.  In  order  that  im- 
mediate transcribing  of  such  voluminous  notes  might 
be  somewhat  postponed,  I would  suggest  that  a short 
resume  of  the  actions  of  the  House  of  Delegates  be 
prepared  and  sent  to  the  Delegates  as  soon  as  practi- 
cal after  the  meeting,  such  a report  to  carry  the  bare 
reporting  of  action.  Time  might  then  be  taken  in 
preparing  fuller  minutes  for  publication  in  the 
Journal. 

Business  concerns  and  organizations  are  taking 
more  interest  in  the  future  of  their  employees  and 
properly  so.  While  Social  Security  is  a help,  it  would 
be  difficult  for  any  employee  of  the  Medical  Associa- 


tion to  exist  on  that  income  alone.  I therefore  would 
recommend  that  Council  consider  a retirement  pro- 
gram for  employees  of  our  Association  and  make  a 
recommendation  to  our  next  annual  meeting  as  to  the 
advisability  and  feasibility  of  such  a program  together 
with  their  recommendation  in  this  matter. 

I wish  to  commend  the  Chairmen  of  the  various 
committees  and  their  members.  There  are  35  com- 
mittees. Some  have  been  called  upon  to  do  a great 
deal  of  work,  some  have  had  little  presented  to  them. 
The  functioning  of  these  committees  relieved  the 
president  of  much  work  and  brings  in  a wider  point  of 
view.  The  reports  of  the  various  committees  will  give 
you  a good  picture  of  the  activities  of  the  Associa- 
tion. 

It  is  pleasing  to  note  that  several  societies  have 
carried  out  a program  for  tetanus  toxoid  administra- 
tion. This  was  in  keeping  with  resolutions  passed  at 
tlie  1964  House  of  Delegates  meeting.  It  is  hoped  that 
additional  programs  will  result  in  the  coverage  of  the 
entire  state.  This  is  a program  designed  to  help  the 
people  of  the  state  who  all  too  often  forget  the  ever 
present  danger  of  tetanus  in  the  punctured  or  dirty 
wound.  It  is  another  instance  of  the  medical  profes- 
sion using  their  knowledge  to  protect  the  public. 

We  are  ever  thankful  for  the  Medical  Auxiliary — 
whether  it  be  local  or  statewide.  These  ladies  are 
often  individually  disappointed  by  us  so  that  we 
sometimes  wonder  how  they  put  up  with  us.  Not  only 
are  they  helpful  to  us  individually  but  the  organiza- 
tions are  invaluable.  The  report  of  the  President  of  the 
Woman’s  Auxiliary  will  give  you  a resume  of  their 
activities  but  I must  call  your  attention  to  the  fact 
that  the  contribution  from  the  Woman’s  Auxiliary  to 
the  AMA-ERF  this  year  was  almost  a seven  fold 
increase  over  last  year.  My  congratulations  to  Mrs. 
William  Barr  and  to  Mrs.  Benton  Burns,  President  of 
the  Woman’s  Auxiliary.  I would  like  to  add 
parenthetically  that  of  all  the  meetings  I attended 
during  the  year  that  none  surpassed  in  enthusiasm  the 
Sumter  meeting  of  the  state  Woman’s  Auxiliary. 

We  live  in  a changing  world,  and  medicine  is  play- 
ing its  part  in  changing  the  world  for  the  better.  As 
we  develop  so  develop  the  complexities  of  life  and  the 
interrelationship  of  agencies  and  organizations  having 
to  do  with  the  health  of  mankind.  There  was  a time 
when  medicine  operated  as  an  independent  agency 
with  little  outside  liaison.  But  today  the  matter  of 
preservation  of  a high  standard  of  medicine,  and  of 
safety,  and  of  medical  aid  to  the  indigent  and  the 
operation  of  health  facilities  and  the  public  healtli 
problems  and  crime  and  its  detention,  all  create 
problems  that  directly  affect  the  practice  of  medicine. 
There  are  many  inter-related  problems.  To  meet  these 
and  other  ever  increasing  activities  of  the  state  Medi- 
cal Association  it  appears  that  the  time  has  come  to 
keep  pace  with  other  similar  organizations  and  make  a 
start  toward  establishing  a centrally  located  head- 
quarters in  our  own  building.  This  should  be  in  a 
location  convenient  to  the  doctors  of  the  state  and 
easily  accessible  to  the  various  state  agencies  with 
which  we  have  related  problems  and  more  particu- 
larly with  the  state  legislature  which  each  year  pre- 
sents more  and  more  problems  affecting  the  health  of 
the  people  of  this  state  and  the  medical  profession  as 
a whole. 

Among  the  programs  participated  in  during  the 
past  year  were  National  Poison  Prevention  Week. 

On  November  19,  we  spoke  to  the  Fifth  District 
Pharmaceutical  Association  on  the  King-Anderson  Act. 

On  January  28  the  Ladies  of  the  Providence  Hos- 
pital listened  to  your  president  explain  the  virtues  of 
Kerr-Mills  and  the  dangers  of  King-Anderson. 

In  January,  we  spoke  to  the  Columbia  Medical  So- 
ciety and  that  same  day  to  the  Veterans  Hospital 
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Medical  Staff  at  the  Veterans  Hospital  in  Columbia, 
on  the  Kerr-Mills  Act  and  King-Anderson  Bill. 

Among  meetings  attended  as  your  President  were 
an  excellent  meeting  in  Greenwood  at  the  Self  Mem- 
orial Hospital  on  August  12,  and  on  October  2,  1964 
we  represented  you  at  the  annual  Diploma  Presenta- 
tion Dinner  of  the  South  Carolina  Chapter  of  Char- 
tered Underwriters.  On  October  20,  1964,  the  sixth 
Governors'  Conference  was  held.  This  was  sponsored 
by  the  S.  C.  Association  of  School  Boards.  Your 
President  was  asked  to  participate  as  one  of  the 
group  leaders.  An  interesting  morning  was  spent  lead- 
ing a lively  discussion  of  educational  problems. 

On  October  27  and  28,  the  S.  C.  Health  Mobiliza- 
tion Training  Course  was  held  in  Columbia.  This  had 
to  do  with  emergency  health  service  in  South  Carolina 
and  your  president,  at  the  request  of  the  Regional 
Health  Director,  conducted  one  section  of  the  meet- 
ing. 

We  attended  the  annual  Founders  Day  at  the 
Medical  College  of  South  Carolina.  On  November  5, 
1964  we  attended  the  S.  C.  Mental  Health  Associa- 
tion’s Tenth  Anniversary  meeting. 

On  November  9,  1964,  we  attended  a meeting  of 
the  South  Carolina  Hospital  Association,  a well 
attended  and  interesting  meeting. 

We  enjoyed  a most  interesting  meeting  at  Bennetts- 
ville  where  the  oyster  pie  vies  with  the  scientific  pro- 
gram for  praise. 

The  McLeod  Memorial  Meeting  in  Florence  has  be- 
come an  institution.  This  well  attended  meeting  was 
much  enjoyed  and  the  latest  from  President-Elect  of 
the  AMA,  Dr.  Appel,  was  heard. 

The  Charleston  County  Medical  Society  was  very 
kind  in  extending  an  invitation  to  address  that  body. 
We  enjoyed  the  activities  before,  during  and  after  the 
meeting.  In  the  annual  appearance  of  the  president  of 
the  state  Medical  Association  at  the  Columbia  Medical 
Society  joint  meeting  with  the  Auxiliary  we  were 
pleased  to  see  so  many  out  of  town  visitors,  as  well  as 
a full  attendance  of  doctors  and  their  wives. 

We  regret  that  a suitable  date  could  not  be 
arranged  for  an  appearance  before  the  South  Carolina 
General  Assembly  of  Dr.  Edward  Annis.  In  accordance 
with  a resolution  passed  by  the  1964  House  of  Dele- 
gates we  wrote  and  consulted  with  the  Speaker  of  the 
House  and  the  Lt.  Governor  and  they  were  very  co- 
operative. We  arranged  for  the  introduction  of  a 
resolution  asking  Dr.  Annis  to  speak.  The  first  date 
was  not  suitable  for  the  Legislature  and  the  second 
was  not  suitable  for  Dr.  Annis.  The  third  date  decided 
upon  appeared  to  be  satisfactory  but  it  was  found 
that  Dr.  Annis  was  to  speak  in  Chicago  the  night  be- 
fore and  could  not  make  it  to  Columbia  in  time  to 
appear  before  the  Legislature  the  next  day.  Therefore, 
the  Legislature  was  denied  the  pleasure  of  hearing 
one  of  the  foremost  orators  of  our  present  time. 

It  has  been  our  good  fortune  to  attend  as  your 
President  the  AMA  meetings  in  San  Francisco,  Miami 
and  called  meetings  in  Chicago.  To  those  of  you  who 
are  not  Delegates  to  the  AMA,  I cannot  urge  too 
strongly  that  you  not  only  attend  the  national  meetings 
of  the  AMA  but  that  you  take  time  out  of  a full 
schedule  to  attend  a meeting  of  the  House  of  Dele- 
gates of  the  AMA.  Here  lies  the  heart  of  the  Associa- 
tion, from  the  scientific  activities  to  research,  to  pub- 
lic relations  and  the  many  facets  of  diversified  though 
connected  activities.  Here  we  see  the  inside  workings 
of  our  great  organization.  One  has  but  to  attend  a 
meeting  of  a reference  committee  to  know  that  action 
of  the  House  of  Delegates  is  well  thought  out  and  well 


discussed.  Any  member  of  the  AMA  can  appear  be- 
fore such  reference  committees  and  make  himself 
heard. 

It  is  amazing  how  many  state  medical  associations 
have  the  same  problems — or  perhaps  it  is  not  so 
amazing  after  all.  Most  of  the  problems  just  differ  in 
size. 

At  the  annual  conventions  of  the  A.M.A.  there  is 
held  a meeting  of  the  Association  of  State  Presidents. 
1 found  them  most  interesting,  particularly  in  discuss- 
ing mutual  problems  with  other  state  presidents.  In 
order  to  get  a rough  idea  as  to  how  other  states  op- 
erated and  their  problems,  this  Association  of  State 
Presidents  under  the  direction  of  Dr.  Oliver  B. 
McGillicuddy,  President  of  the  Michigan  State  Medi- 
cal Society,  sent  out  a questionnaire.  That  report  is  a 
little  too  long  to  quote  in  full  but  a few  of  the  find- 
ings are  of  interest. 

The  returns  were  analyzed  in  accordance  with  size 
of  associations: — There  were  11  returns  from  associa- 
tions under  1000  members;  14  from  Associations  from 
1000  to  3000,  and  17  from  over  3000.  Forty-two,  or 
50  states  answered. 

Here  are  some  of  the  answers: 

The  average  percentage  of  members  taking  an  active 
part  in  the  organization  was  20%.  (A  large  majority 
of  the  presidents  of  medium  and  large  associations 
were  concerned  because  young  doctors  were  not 
taking  enough  interest.) 

Number  of  Committees  Appointed  by  The  President — 
Average. 

Small — 22.  Medium — 34  (We  have  35).  Large — 
44. 

Budgets  of  State  Associations:  (Average). 

Small — $47,000.00.  Medium  (our  group)  $160,- 
000.00.  (ours  last  year  was  $72,000.00.)  Large — 
$420, 000.00. 

Size  of  State  Society  Staff — 

Small — 4.  Medium — 10  (We  have  3%).  Large — 
19. 

Retirement  Program  for  Employees — 

Small — 4 of  11  had  one. 

Medium — 9 had  one,  5 did  not. 

Large — all  had  a retirement  program  for  em- 
ployees. 

Does  Your  Society  Have  Its  Own  Building  as  Head- 
quarters? 

Small — 3 yes,  8 no. 

Medium — 10  yes,  4 no. 

Large — 11  yes,  6 no. 

Dues: 

Small  from  $50  to  $100,  Average  $77.00. 

Medium  from  $35  to  $125,  Average  $61.00  (Ours 
is  $35.00) 

Large  from  $35  to  $100,  Average  $58.00. 

The  result  of  this  survey  is  of  interest  and  furnishes 
a basis  for  comparison  with  other  States. 

Medical  knowledge  and  medical  skill  in  this  state 
compare  favorably  with  that  in  any  other  state.  Some 
comedians  seek  to  get  a laugh  by  extolling  the  bulging 
pocketbooks  of  the  doctor.  In  so  doing  they  fail  to  tell 
of  the  weary  doctor  exhausted  from  a long  day’s  work, 
who  is  awakened  from  a needed  sleep,  who  goes  to  an 
emergency  room  or  some  home  in  the  middle  of  the 
night.  No  inducement  in  dollars  and  cents  would  get 
him  to  answer  such  a call — but  he  gets  up  and  goes — 
pay  or  no  pay — because  he  is  needed,  and  because  he 
is  a dedicated  doctor. 

We,  in  medicine  in  South  Carolina,  can  and  do 
answer  the  challenge. 
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Dr.  Robert  E.  Foster  To  Practice  With 
Dr.  N.  J.  Knoy 

Dr.  Robert  E.  Foster  lias  arrived  in  Bamberg  from 
Lancaster,  Pa. 

Dr.  Foster  will  be  associated  with  Dr.  N.  J.  Knoy 
and  Dr.  H.  J.  Stuckey  in  the  practice  of  general  medi- 
cine. He  is  a graduate  of  Franklin  and  Marshall  Col- 
lege in  Lancaster,  where  his  late  father  was  profes- 
sor of  Biology,  and  Temple  University  Medical  School 
in  Philadelphia.  Dr.  Foster  did  his  internship  in  the 
Lancaster  General  Hospital,  also  had  two  years  of 
experience  as  a general  practitioner  while  serving  in 
the  army,  and  one  year  of  army  service  in  obstetrics 
in  Midigan  General  Hospital,  Tacoma,  Wash.  A part 
of  Dr.  Foster’s  army  service  was  as  a flight  surgeon 
with  the  Second  Armored  Division  in  Nurnburg  and 
Bamberg,  Germany,  as  was  a residency  in  Letterman 
General  Hospital  in  San  Francisco. 

Dr.  Foster  is  a member  of  the  Lambda  Chi  Alpha 
fraternity.  Phi  Chi  Medical  fraternity,  American 
Medical  Association,  the  American  Academy  of  Gen- 
eral Practice,  the  Pennsylvania  Academy  of  General 
Practice,  and  the  Association  of  Military  Surgeons. 


Dr.  W.  F.  Fairey  Honored 

Dr.  William  Fletcher  Fairey  of  Orangeburg  was 
recognized  at  the  Medical  College  of  South  Carolina 
graduation  exercises  as  showing  the  most  potential  in 
his  profession. 

The  Board  of  General  Practitioners  of  South  Caro- 
lina honored  him  with  this  opinion,  as  did  the  gradu- 
ating class  and  the  school’s  faculty. 

Dr.  Fairey  was  a member  of  the  State  House  of 
Representatives  before  resigning  from  the  legislature 
during  his  freshman  year  in  medical  college. 

There  is  a possibility  Dr.  Fairey  will  open  practice 
in  Orangeburg. 


Dr.  Samuel  D.  Reid,  Jr.  of  Chesnee  was  named 
first  honor  graduate  of  the  School  of  Medicine.  Dr. 
John  A.  Kinard,  Jr.  of  Walterboro  was  second  honor 
graduate. 


Dr.  Jenkins  Cited  By  PHS 

On  July  8 Dr.  Margaret  Quante  Jenkins  was  pre- 
sented a Public  Health  Service  citation  for  “out- 
standing service”  in  a poison  prevention  pilot  project 
carried  on  in  Charleston  during  the  past  four  years. 

The  award,  a regional  director’s  citation,  is  the 
highest  which  can  be  made  from  the  regional  office 
in  Atlanta. 

Dr.  Jenkins,  who  has  directed  the  Poison  Control 
Center  at  the  Medical  College  Hospital  since  1959, 
is  one  of  three  persons  being  so  honored  this  year  by 
the  PHS  regional  office  in  Atlanta.  She  is  the  only 
recipient  outside  the  Public  Health  Service  field. 


Dr.  Fewell  Given  Award 

Retired  Greenville  physician  Dr.  Will  S.  Fewell, 
well  known  for  his  work  with  Alcoholics  Anonymous, 
was  the  surprised  recipient  of  the  Sertoma  Service  to 
Mankind  Award,  as  the  entry  of  the  local  clubs. 

Meeting  in  joint  luncheon  session  at  Jack  Tar 
Poinsett  Hotel  to  make  the  annual  presentation  were 
the  Greenville,  Sunriser  and  Blue  Ridge  Sertoma 
Clubs. 

When  AA  formed  a chapter  in  Greenville  in  1945, 
Dr.  Fewell  was  one  of  the  first  to  attend  an  open 
meeting.  He  devoted  his  free  time  to  the  organiza- 
tion and  made  himself  available  day  and  night  to 
accompany  members  on  calls  to  alcoholics  and  their 
families. 

In  1963,  after  years  of  planning  and  persuading, 
he  succeeded  in  establishing  the  Information  Center 
on  Alcoholism,  located  in  the  County  Office  Building. 
The  center  is  supported  entirely  through  private 
donations  and  is  connected  neither  with  AA  or  with 
any  organized  charity. 

Since  its  beginning.  Dr.  Fewell  has  served  as  full- 
time counselor. 


Duke  Medical  Center  Advisers 

Two  South  Carolinians  are  members  of  a newly 
formed  Development  Advisory  Committee  for  the 
Duke  Medical  Center.  They  are  Dr.  C.  Warren  Irvin, 
Jr.,  of  Columbia  and  Dr.  Ralph  Baker  of  Newberry. 


Dr.  Barham  Re-Elected 

Dr.  James  R.  Barham,  Jr.,  was  re-elected  chairman 
of  the  Anderson  County  Red  Cross  at  the  chapter’s 
annual  meeting. 


Dr.  McShane  in  Greeleyville 

Dr.  R.  A.  McShane  of  Nebraska  has  opened  the 
office  occupied  by  the  late  Dr.  L.  M.  Keach,  in 
Greeleyville. 


Dr.  Snyder  To  Rock  Hill 

Dr.  Howard  Snyder,  native  of  Greenwood,  has 
gone  to  Rock  Hill  to  be  associated  with  Dr.  William 
B.  Ward,  Jr.  in  the  practice  of  radiology. 

Dr.  Snyder  has  just  completed  three  years  of  special 
training  in  radiology  at  the  Medical  College  of  South 
Carolina  and  hospital  in  Charleston.  He  formerly 
was  in  general  medical  practice  at  Summerville. 


Dr.  Hard  Moves  To  Camden 

Dr.  Julian  A.  Hard,  Jr.,  who  has  been  practicing 
medicine  in  Kershaw  since  1963  has  moved  to  Cam- 
den where  he  will  take  over  the  office  being  vacated 
by  Dr.  Robert  Crube  in  Burndale  Shopping  Center. 
Dr.  Grube  is  moving  to  Clinton. 
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ACTION  OF  THE  AMA  HOUSE  OF 
DELEGATES,  JUNE  1965 

Health  Care  Legislation 

Most  controversial  issue  before  the  House  was  that 
of  nonparticipation  under  any  so-called  “Medicare” 
law  that  might  be  passed  by  Congress.  This  subject 
came  up  in  various  ways  in  nine  resolutions  and  in 
portions  of  Dr.  Appel’s  inaugural  address. 

The  House  recommended  that  “the  members  of 
the  American  Medical  Association  be  reminded  that 
it  is  each  individual  physician’s  obligation  to  decide 
for  himself  whether  the  conditions  of  a case  for  which 
he  is  about  to  accept  responsibility  permit  him  to  pro- 
vide his  own  highest  quality  of  medical  care.” 

In  adopting  a substitute  resolution,  the  House  de- 
clared that  “the  physicians  of  the  United  States  of 
America  pledge  themselves  to  continue  their  search 
and  activity,  in  whatever  social  environment  may  de- 
velop, to  secure  or  to  restore  the  freedom,  high  qual- 
ity and  availability  of  medical  care  which  has  been 
traditional  in  our  country. 

“When  the  fate  of  the  pending  medicare  legisla- 
tion is  determined,  this  House  will  review,  in  special 
session  if  necessary,  the  effect  of  the  law  and  take 
whatever  action  is  deemed  necessary. 

“In  keeping  with  the  testimony  before  your  Com- 
mittee, anti  the  expressed  policies  of  this  House,  this 
action  should  in  no  way  be  interpreted  as  a change  in 
Section  6 of  the  “Principles  of  Ethics”  of  the  Ameri- 
can Medical  Association  which  plainly  states:  “A  phy- 
sician should  not  dispose  of  his  services  under  terms  or 
conditions  which  tend  to  interfere  with  or  impair  the 
free  and  complete  exercise  of  his  medical  judgment 
and  skill  or  tend  to  cause  a deterioration  of  the  qual- 
ity of  medical  care”;  and  that  this  House  of  Dele- 
gates reaffirm  the  principles  of  the  Bauer  amendment 
adopted  in  1961. 

“The  House  of  Delegates  reaffirm  the  nine  prin- 
ciples for  standards  of  health  care  programs  as 
adopted  by  the  House  of  Delegates  in  its  special  meet- 
ing February  7,  1965,  and  amended  to  read  as  follows: 

‘ ( 1 ) No  person  needing  health  care  shall  be  denied 
such  care  because  of  the  inability  to  pay  for  it. 

‘(2)  It  is  appropriate  that  government  revenues  be 
used  to  finance  health  care  when  other  re- 
sources have  been  found  to  be  inadequate. 

‘ ( 3 ) Every  level  of  government,  municipal,  county, 
state  and  federal,  shoidd  assume  a responsible 
share  in  the  financing  of  such  programs. 

‘(4)  Tlie  health  care  provided  by  such  programs 
should  be  adequate  and  should  be  equal  to 
that  available  to  those  who  can  afford  to  pay. 

‘(5)  Maximum  use  should  be  made  of  voluntary 
prepayment  and  insurance  mechanisms. 

‘(6)  Administration  of  such  program  should  be  the 
responsibility  of  the  state  government.  Partici- 
pating states  should  be  required  to  meet  ade- 
quate standards  of  administration  in  order  to 
qualify  for  federal  funds. 

‘(7)  Eligibility  requirements  for  benefits  should  be 
fair,  realistic,  uncomplicated  and  practical. 


‘(8)  Any  such  health  care  programs  should  proside 
funds  only,  and  not  direct  services. 

‘(9)  Funds  for  such  programs  may  come  from  gen- 
eral tax  revenues  and  not  from  social  security 
taxes’  ” 

Offer  to  President  Johnson 

In  a related  action,  urging  that  government  seek  the 
advice  of  the  medical  profession  on  health  legislation, 
the  House  adopted  a resolution  which  included  the 
following  statements: 

“This  House  of  Delegates  restate  its  offer  to  meet 
with  the  President  of  the  United  States  through  our 
Legislative  Task  Force  to  discuss  proposed  medical 
care  legislation  with  a view  to  safeguarding  the  con- 
tinued provision  of  the  highest  quality  and  availability 
of  medical  care  to  the  people  of  the  United  States. 

“The  House  of  Delegates  of  the  American  Medical 
Association  instruct  the  Board  of  Trustees  of  the 
American  Medical  Association  to  embark  immediately 
on  an  active  campaign  to  inform  the  membership  of 
the  American  Medical  Association  of  the  grave  con- 
siderations in  adhering  to  our  principles  of  ethics 
posed  by  legislation  now  pending  before  Congress. 

“The  American  Medical  Association  strongly  urge 
those  branches  of  the  government  interested  in  the 
formulation,  the  enactment,  and  the  implementation 
of  laws  which  deal  with  the  provision  of  professional 
medical  services  to  the  public  to  seek  and  utilize  the 
advice  and  assistance  of  the  physicians  who  will  ren- 
der such  services.  Such  advice  and  assistance  should 
be  received  through  our  chosen  representatives,  the 
officers  of  the  American  Medical  Association. 

“The  American  Medical  Association  intensify  its 
efforts  to  modify  all  such  pertinent  legislation,  em- 
ploying the  necessary  means  and  appropriate  actions 
to  the  end  that  the  health  of  the  public  and  the  pur- 
suit of  excellence  in  medicine  be  unimpaired  by  such 
legislation. 

“The  American  Medical  Association  make  every 
effort  to  continue,  and  where  necessary,  to  expand 
its  communications  activities  so  that  all  physicians  as 
members  of  component  medical  societies  will  be 
promptly,  continuously  and  completely  informed  of 
developments  in  this  critical  area  during  the  coming 
months.” 

The  DeBakey  Commission  Report 

In  considering  seven  resolutions  involving  the  report 
and  recommendations  of  the  President’s  Commission 
on  Heart  Disease,  Cancer  and  Stroke,  the  House 
adopted  a substitute  statement  which  resolved  that: 

“The  American  Medical  Association  point  with 
pride  to  the  immense  strides  made  in  the  approaches 
to  the  conquest  of  heart  disease,  cancer,  and  strokes 
under  existing  patterns  of  research  and  medical  prac- 
tice; strongly  favoring  the  use  of  available  financial 
support  for  extension  of  these  patterns  rather  than 
replacement  by  a complex  of  medical  control  centers 
and  satellites. 

“The  American  Medical  Association  oppose  those 
particular  Commission  recommendations  which  call  for 
and  have  stimulated  proposals  for  hastily  contrived 
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and  unproven  sweeping  changes  in  the  pattern  of 
medical  research,  education,  and  patient  care. 

“The  component  state  medical  associations  be  urged 
to  conduct  conferences  with  medical  educators  and 
scientists,  medical  staffs  of  hospitals,  medical  society 
representatives  and  other  interested  parties,  for  the 
purpose  of  exchanging  information  and  for  the  de- 
velopment of  such  recommendations  as  may  be  ap- 
propriate for  the  continued  improvement  of  medical 
education,  research  and  patient  care. 

“The  state  medical  associations  be  urged  to  report 
findings  and  recommendations  resulting  from  these 
conferences  to  the  A\1  A Board  of  Trustees,  for  the 
information  of  the  Board,  its  councils,  and  the  Associa- 
tion members.” 


Accreditation  Is  Extended  For  S.  C.  State 
Hospital 

South  Carolina  State  Hospital  received  a three- 
year  extension  of  its  accreditation  in  June. 

The  Columbia  institution  was  the  first  state  mental 
hospital  in  the  Southeast  to  receive  accreditation  last 
year. 

Dr.  Denver  M.  Vickers,  acting  director  of  the  Joint 
Commission  on  Accreditation  of  Hospitals,  com- 
mended S.  C.  State  Hospital  “for  maintaining  stand- 
ards deserving  of  accreditation  and  for  your  constant 
efforts  to  improve  the  quality  of  patient  care. 

The  accreditation  does  not  extend  to  the  State  Hos- 
pital’s residency  program  in  psychiatry,  which  is  ac- 
credited by  the  American  Medical  Association.  AMA 
told  hospital  administrators  last  month  that  the  resi- 
dency program  will  be  removed  from  the  accreditation 
list  by  June  30,  1966,  unless  “certain  weaknesses”  are 
corrected. 

Dr.  William  S.  Hall,  State  Commissioner  of  Mental 
Health,  said  supervising  psychiatrists’  salaries  were  the 
key,  and  he  was  meeting  with  the  State  Budget  and 
Control  Board  to  discuss  salary  ceilings. 

Horry  Health  Board  Named 

Chosen  to  serve  on  the  board  of  health  for  Horry 
County  are  Dr.  William  Delia  and  Dr.  J.  D.  Gilland. 

Dr.  Hicklin  Moves 

Dr.  Cloud  Hicklin,  who  has  been  a practicing  phy- 
sician in  Chester  for  the  past  year,  will  be  associated 
with  Dr.  R.  E.  Summer  and  Dr.  F.  W.  Kiser  in  Rock 
Hill. 


New  Members  of  SCMA 

Dr.  William  P.  Kay,  Belton 
Dr.  Charles  W.  Brice,  Jr.,  Chester 
Dr.  W.  H.  Siddon,  Chester 
Dr.  Eugene  M.  Baker,  Columbia 
Dr.  David  E.  Tribble,  Columbia 
Dr.  William  W.  Goodlett,  Greenville 
Dr.  Elliott  W.  Tucker,  Greenwood 
Dr.  Melvin  B.  Nickles,  Jr.,  Ilartsville 
Dr.  James  L.  Suggs,  Ilartsville 
Dr.  Jerry  B.  Perry,  Chesterfield 
Dr.  E.  L.  McPherson,  Greenville 


Dr.  Lowman  Honored 

On  June  30  the  community  of  Denmark  and  many 
friends  from  elsewhere  honored  Dr.  A.  Wells  Low- 
man  for  his  long-standing  services  to  the  community. 
At  a dinner  meeting  sincere  testimonials  to  his  dedi- 
cated and  valued  services  to  the  community  were 
given.  A sketch  of  his  career  was  presented  and 
several  of  his  friends  and  classmates  in  medical  school 
made  brief  remarks.  A gift  from  the  city  of  Denmark 
was  presented  by  Dr.  J.  D.  Thomas  and  a proclama- 
tion by  the  mayor  of  the  city  was  read  at  the  meeting 
indieating  Dr.  Lowman’s  keen  sense  of  civic  duty 
and  long  public  service. 


Blue  Shield  News 

Blue  Shield  membership  and  benefit  payments  both 
reached  record  highs  during  1964  according  to  the 
National  Association  of  Blue  Shield  Plans. 

The  number  of  Blue  Shield  members  at  the  end  of 
1964  reached  56,256,776,  a gain  of  almost  three  mil- 
lion over  1963.  Benefit  payments  for  services  rendered 
Blue  Shield  members  increased  by  almost  $200  million 
to  a record  $1.2  billion,  with  the  expense  ratio  held 
to  a new  low. 

Five  new  Plans  with  membership  totaling  1,036,484 
joined  the  National  Association  of  Blue  Shield  Plans 
in  1964.  Three  of  the  new  Blue  Shield  Plans  are 
located  in  Washington  state — Seattle,  Spokane,  and 
Tacoma.  Another  is  in  Edmonton,  Alberta,  Canada 
and  the  fifth  is  situated  in  Santuree,  Puerto  Rico.  This 
brought  to  84  the  number  of  Blue  Shield  Plans  at  the 
end  of  1964. 

Enrollment  gains  were  posted  by  66  Plans,  in- 
cluding South  Carolina  which  now  has  a membership 
of  over  268,000. 

Blue  Shield  Plans,  which  took  in  $1,359  billion  in 
subscription  income  in  1964,  paid  back  $1,242  billion 
in  benefits  to  subscribers.  The  operating  expense  ratio 
of  subscription  income  was  a record-low  8.72  per  cent 
nationally,  down  .24  percentage  points  from  1963. 

Fifteen  Blue  Shield  Plans  provide  coverage  to  more 
than  40  per  cent  of  the  population  in  the  areas  they 
serve.  This  includes  the  Plans  headquartered  in  New 
Haven,  Connecticut;  Wilmington,  Delaware;  Boston, 
Massachusetts;  Detroit,  Michigan;  Honolulu,  Hawaii; 
Camp  Hill,  PennsyKania;  Providence,  Rhode  Island; 
and  Washington,  D.  C. 

The  Plans  in  Buffalo,  Rochester,  New  York  City; 
Bremerton,  Washington;  Cleveland,  Ohio;  Edmonton, 
Alberta,  and  Winnipeg,  Manitoba,  Canada  also  pro- 
vide coverage  to  40  per  cent  of  the  population  in  the 
cities,  counties,  or  provinces  they  serve.  This  is  an  in- 
crease of  two  over  the  13  Plans  that  covered  40  per 
cent  of  the  population  in  the  areas  they  served  in 
1963. 

Blue  Shield  now  covers  almost  27  per  cent  of  the 
entire  United  States’  population,  providing  protection 
to  over  34  per  cent  of  those  with  some  form  of  health 
coverage  in  this  country.  Blue  Shield  coverage  is  also 
held  by  over  25  per  cent  of  the  Canadian  population. 
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Comings  and  Goings 

Dr.  C.  Edward  Floyd  has  opened  an  office  at  511  S. 
Dargan  Street  in  Florence  for  the  practice  of  general 
surgery. 

Dr.  Floyd,  a native  of  Fake  City,  is  a graduate  of 
the  Medical  College  of  South  Carolina.  He  recently 
completed  five  and  one  half  years  at  Charity  Hospital 
in  New  Orleans  on  the  LSU  Surgical  Service. 

During  the  past  year  he  was  chief  surgical  resident 
and  president  of  the  combined  FSU  and  Tulane  resi- 
dent corps  at  Charity  Hospital.  While  at  Charity  Hos- 
pital, he  had  17  articles  published  in  major  medical 
journals. 


Dr.  B.  F.  Sowell  plans  to  further  his  medical 
studies  in  internal  medicine  at  the  Medical  College  of 
South  Carolina. 

The  Sowells  have  been  in  Pageland  six  years,  Dr. 
Sowell  having  begun  his  practice  there  in  1959  in 
association  with  Dr.  D.  C.  Griggs.  In  February  of 
1954  he  was  joined  by  Dr.  J.  F.  Bozard,  a brother-in- 
law. 


medical  degree  in  1962  from  the  Medical  College  of 
South  Carolina  in  Charleston  and  followed  with  his 
internship  at  Columbia  Hospital. 

Dr.  Mclnnis  entered  active  military  service  as  a 
captain  in  the  U.  S.  Army,  taking  his  pre-service 
training  at  Brooke  General  Hospital  in  San  Antonio 
before  assignment  to  the  Armed  Services  Recruiting 
and  Induction  Center  in  Knoxville,  Tennessee.  He 
served  there  for  two  years  as  medical  examining 
officer. 


Dr.  H.  W.  Mole  left  Denmark  June  16,  for  the 
Bowman  Gray  School  of  Medicine  in  Winston-Salem, 
North  Carolina,  where  he  will  specialize  in  obstetrics 
and  gynecology. 


Dr.  Carl  H.  Strom  left  McCormick  to  begin  a resi- 
dency in  physical  medicine  and  rehabilitation  under 
the  Baylor  University  affiliated  residency  program  at 
Houston,  Texas.  Dr.  Strom  has  been  in  McCormick 
for  several  years. 


Dr.  James  Daniel  Mclnnis,  a Darlington  native  who 
has  just  completed  two  years  service  as  a captain  in 
the  U.  S.  Army,  has  joined  the  staff  of  Coleman-Aimar 
Clinic. 

He  received  his  pre-medical  training  at  The  Citadel, 
graduating  in  1958  with  a commission  in  the  U.  S. 
Army.  The  new  Darlington  physician  earned  his 


Dr.  W.  Gordon  Whitlock  and  Dr.  James  O.  Morphis 
this  week  announced  the  formation  of  a partnership 
for  the  practice  of  pediatrics  at  800  East  Carolina 
Avenue  in  Hartsville. 

Dr.  Morphis  has  been  in  Hartsville  for  the  past 
year  at  the  Pediatric  Medical  Center  and  Dr.  Whit- 
lock, who  has  just  been  released  from  active  duty 
with  the  U.  S.  Army  Medical  Corps,  will  be  asso- 


eiated  as  a medical  specialty  team  dealing  in  the  dis- 
eases of  children  and  adolescent  medicine. 

Dr.  Whitlock,  after  receiving  his  premedical  train- 
ing from  The  Citadel,  was  graduated  from  the  Medi- 
cal College  of  South  Carolina  in  1960.  While  at  the 
Medical  College,  he  received  a grant  from  the 
National  Institutes  of  Health  for  advance  studies  and 
research  in  pharmacology.  Upon  graduation  from  the 
Medical  College,  Dr.  Whitlock  then  completed  a 
rotating  internship  in  general  practice  at  the  Green- 
ville General  Hospital  in  Greenville,  then  attended 
Vanderbilt  University  Medical  Center,  where  he  re- 
ceived specialty  training  in  pediatrics.  This  specialty 
training  included  comprehensive  studies  in  the  be- 
havior problems  of  children  and  teenagers.  Dr.  Whit- 
lock took  further  training  in  infectious  diseases  and 
has  recently  published  professionally  an  article  on 
“Emergencies  in  the  New  Born  Infant.”  He  also  re- 
ceived intensive  training  in  pediatric  cardiology  under 
Dr.  Frank  Peyeau. 

Dr.  Whitlock  furthered  his  study  of  pediatrics  in 
Greenville  with  the  Christie  Pediatric  Group,  and 
while  there,  he  was  selected  as  consulting  pediatrician 
at  The  Shriners  Hospital  for  Crippled  Children.  Dr. 
Whitlock  completed  his  military  obligation  at  the 
United  States  Army  Hospital  at  Fort  Jackson  where  he 
rose  to  Chief  of  Pediatrics,  serving  as  Captain  in  the 
Medical  Corps. 


Dr.  B.  W.  Springs,  who  had  been  engaged  in  the 
general  practice  of  medicine  in  Bishopville  for  the 


past  two  years,  has  moved  his  office  to  Monroe, 
N.  C\,  where  he  will  continue  his  practice. 


Lucien  E.  Brailsford,  M.  D.,  has  completed  his 
residency  in  thoracic  surgery  at  the  Medical  College, 
and  will  be  associated  with  Drs.  Furman  Wallace  and 
Richard  Wilson  in  Spartanburg. 


Dr.  Davis  Receives  Honor 

The  man  who  developed  prostatic  resection  sur- 
gery — the  “bloodless  operation”  which  has  saved 
millions  of  lives — Greenville  native  and  resident,  Dr. 
Theodore  M.  Davis,  has  received  yet  another  laurel, 
this  one  the  Certificate  of  Honor  from  the  S.  C.  Medi- 
cal Association. 

. . . in  recognition  of  his  outstanding  pioneering 
work  in  urology  and  his  contribution  to  transurethral 
surgery,”  reads  the  award  to  the  retired  urologist.  The 
medical  association  honor  is  one  of  several  received 
lately  by  Dr.  Davis. 

In  March,  he  was  recognized  for  his  work  at  the 
Southeastern  Section  of  the  American  Urological 
Association  in  Miami,  Fla.  In  June,  he  received  the 
University  of  Maryland’s  Alumni  Award  for  1965,  of 
which  only  16  have  been  given. 

Dr.  Davis’  now  renowned  medical  breakthrough, 
a prostatic  operative  technique  which  employs  two 
electrodes,  one  cutting  and  the  other  coagulating  is 
performed  through  the  natural  passages,  requiring  no 
incision.  It  has  reduced  to  a fraction  the  percentage 
of  fatalities  once  associated  with  prostatic  surgery. 
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Rouble-strength  CVP) 


C.V.P.  and  duo-C.V.P.  are  believed  to  act  by  decreasing 
abnormal  permeability  and  fragility  of  capillaries,  and  thereby 
reducing  bleeding  or  diapedesis  from  these  vessels. 

C.V.P.  and  duo-C.V.P.  provide  the  original  and  exclusive 
bioflavonoid  compound  from  citrus,  which  is  a 
specially  processed  concentrate  of  the  biologically 
active  water-soluble  factors. 


Each  C.V.P.  capsule,  or  5 cc. 

(approx.  1 teaspoonful)  syrup  provides: 


CITRUS  BIOFLAVONOID 
COMPOUND . . . 


100  mg. 


ASCORBIC  ACID 
(vitamin  C) . 


100  mg. 


capsules— bottles  of  100  and  500 
syrup— bottles  of  4 oz.,  16  oz.  and  gallon 


Each  duo-C.V.P. 
capsule  provides: 


200  mg. 


200  mg. 


bottles  of  50,  100 
and  500 


samples  and  literature  from 

u.s.  vitamin  & pharmaceutical  corp. 

800  Second  Avenue,  New  York,  New  York  10017 


TREATMENT  OF  SYPHILIS 

Shown  below  is  a condensed  set  of  treatment 
schedules  for  the  venereal  diseases.  These  schedules 
coincide  very  closely  with  schedules  advocated  by 
the  U.  S.  Public  Health  Service.  Realizing  that  every 
physician  has  a right  to  his  own  professional  judgment 
in  the  handling  of  his  patient,  these  schedules  are 
presented  merely  as  guides  which,  of  course,  may  be 
modified  by  the  physician  concerned  if  he  feels  that 
it  is  so  indicated.  It  should  be  noted  that  the  amounts 
of  penicillin  and  Bicillin  in  the  treatment  of  syphilis 
and  the  amounts  of  penicillin  in  the  treatment  of 
gonorrhea  are  what  might  be  considered  by  many 


physicians  as  rather  conservative  or  perhaps  in- 
adequate. On  the  other  hand,  these  schedules  have 
been  worked  out  jointly  between  the  Public  Health 
Service  and  the  health  departments  of  various  states 
on  the  basis  of  considerable  research  and  have  been 
found  to  be  quite  satisfactory,  provided  the  total 
dosage  does  not  fall  below  what  is  shown  in  these 
schedules.  However,  massive  doses  are  not  necessary 
and  are  hardly  more  effective  than  those  shown. 
Furthermore,  massive  doses  would  necessarily  have  to 
be  broken  down  into  divided  doses  over  a period  of 
time.  This  in  itself  may  contribute  to  the  building  up 
of  penicillin  sensitiv  ity  in  the  patient  as  a result. 


CONDENSED  TREATMENT  SCHEDULES  FOR  THE  VENEREAL  DISEASES 
(Currently  in  use  by  the  S.  C.  State  Board  of  Health) 

June  1965 


DISEASE 


THERAPEUTIC  AGENTS 


SYPHILIS 

Primary,  secondary' 
& early  latent 


Penicillin  (PAM)* 

1st  day— 2,400,000  U (8cc) 
4th  day — 1,200,000  U (4ce) 
8th  day — 1,200,000  U (4  cc) 


Bicillin6  6 
2,400,000  U as 
single  injection 
( 4cc  in  each  buttock ) 


Other  syphilis — 

( Except  congenital ) 


1st  dav— 2,400,000  U (8cc) 
4th  dav— 2,400,000  U 
8th  day— 2,400,000  U 
12th  day— 2,400,000  U 


1st  day — 
2,400,000  U 
8th  day — 
2,400,000  U 


Congenital — Up  to  90  lbs. 

(Over  90  lbs.  & adults, 
see  ’’other  syphilis”  schedule  above ) 


100,000  U per  kg  body  weight 
as  total  dose,  but  in  divided 
doses 


50,000  U per  kg 
total  dose,  but  in 
divided  doses 


Contacts,  infectious  syphilis  ( primary  & 
secondary ) 


Some  as  for  primary, 

secondary',  and  early  latent  schedule 

above 


GONORRHEA 

Male — Including  contacts 
Female — Including  contacts 

CHANCROID  or 

LYMPHOGRANULOMA  VENEREUM 
GRANULOMA  INGUINALE 


1.200.000  U (4cc)  Not  recommended 

1.800.000  U (6cc)  Not  recommended 


Sulfadiazine — 4 grams 


initial  dose,  then  1 
gram  q.i.d.  for  5 days 

Streptomycin — 2.0  grams  daily 
in  divided  doses  over 
5-14  day  period 


PENICILLIN-SENSITIVE  PATIENTS 

SYPHILIS  Demethylchlortetracycline  HCl 

Early  (primary  & secondary)  — Orally  two  150  mg  caps  q.i.d.  for  4 days  (total  32  caps) 

Late  — Orally  two  150  mg  caps  cj.i.d.  for  8 days  (total  64  caps) 

GONORRHEA  a.  Demethylchlortetracyline  HCl 

b.  Oxytetracycline  Orally  two  150  mg  caps  q.i.d.  for  4 days 

OR 

I.M.  one  250  mg  injection  in  each  buttock  as  single  dose 
OR 

Orally  one  250  mg  cap  q.i.d.  for  5 days 


* Procaine  penicillin  G,  in  oil,  with  2%  aluminum  monostearate 
“"Benzathine  penicillin  G 
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Dr.  C.  P.  Artz  Will  Head  College  Surgery 
Department 

Dr.  Curtis  Price  Artz  of  Galveston,  Tex.,  became 
professor  of  surgery  and  head  of  the  Department  of 
Surgery  at  the  Medical  College  of  Soutli  Carolina  on 
July  1. 

He  was  recently  Shrine  Professor  of  Surgery  at  the 
University  of  Texas  Medical  Branch  of  Galveston, 
Tex. 

Dr.  Artz  will  succeed  Dr.  George  H.  A.  Clowes,  Jr. 
whose  resignation  was  effective  July  1.  Dr.  Clowes  has 
accepted  a professorship  of  surgery  at  Harvard  Uni- 
versity. 

A native  of  Ohio,  Dr.  Artz  received  his  B.  A.  and 
M.  D.  degrees  from  Ohio  State  University  and  his 
M.  S.  degree  from  Baylor  University. 

He  interned  at  the  Baltimore  City  Hospitals  and 
did  residency  training  in  Camden-Clark  Memorial 
Hospital  in  Parkersburg,  W.  Va. 

He  was  in  general  practice  in  Grantsville,  W.  Va., 
from  1941  to  1945  when  he  went  into  surgery  resi- 
dency at  Ohio  State  University.  He  took  further  sur- 
gical training  at  Brooke  Army  Medical  Center  at  Ft. 
Sam  Houston,  Tex. 

He  was  in  the  regular  Army  from  1948  to  1956. 
Among  his  positions  were  chief  of  surgical  section, 
Research  and  Development  Board,  Office  of  the  Sur- 
geon General,  Washington,  D.  C.,  and  assistant  direc- 
tor of  the  U.  S.  Army  Surgical  Research  Unit  of  the 
Brooke  Army  Medical  Center.  He  was  director  of  the 
U.  S.  Army  Surgical  Research  Team  in  Korea  from 
January  to  October,  1953. 

In  1956  he  accepted  a position  in  the  Department 
of  Surgery  at  the  University  of  Mississippi  where  he 
remained  until  1963,  having  reached  the  rank  of 
professor  of  surgery  and  director  of  the  clinical  re- 
search center. 

He  became  Shrine  Professor  of  Surgery  at  the 
University  of  Texas  in  1963. 

Dr.  Artz  has  done  a great  deal  of  research  in  burns, 
and  was  one  of  those  instmmental  in  encouraging  the 
Shrine  to  undertake  the  establishment  of  three  burn 
institutes  to  do  intensive  research  in  burn  care.  The 
first  of  these  institutes  is  nearing  completion  in 
Galveston,  with  Dr.  Artz  as  its  organizer  and  director. 
The  other  two  will  be  built  in  Boston  and  Cincinnati. 


Dr.  Artz  is  a member  of  21  professional  organiza- 
tions, among  them  the  American  College  of  Surgeons 
and  the  American  Board  of  Surgery.  He  is  on  the 
editorial  board  of  three  medical  journals  and  is  a 
member  of  Alpha  Omega  Alpha  honorary  medical 
society  and  is  certified  by  the  American  Board  of 
Surgery. 

He  is  president-elect  of  the  Southeastern  Surgical 
Congress. 


Dr.  Benet  Is  Honored 

In  ceremonies  at  the  VA  hospital.  Dr.  George 
Benet,  Columbia  surgeon,  was  honored  for  his  out- 
standing contributions  to  the  surgical  and  residency 
training  programs  of  the  VA  by  being  presented  an 
award  of  commendation  from  Dr.  Joseph  H.  McNinch, 
chief  medical  director.  Veterans  Administration. 

Presentation  was  made  on  behalf  of  Dr.  McNinch 
by  Dr.  Karl  Morgan  Lippert,  director  of  the  local  VA 
facility,  at  a joint  meeting  of  the  Columbia  Medical 
Society  and  the  VA  staff. 

Dr.  McNinch ’s  commendation  read:  “this  certificate 
is  awarded  to  George  Benet,  M.  D.,  in  recognition 
of  his  conspicuous  record  of  humanitarian  service  in 
time  of  peace  and  war.  He  served  the  government  of 
Great  Britain,  France  and  the  United  States  as  a mili- 
tary and  civilian  physician.  His  knowledge  and  skill  as 
a surgeon,  and  proficiency  as  a teacher,  have  enabled 
him  to  play  a distinguished  role  as  a consultant  in  de- 
veloping outstanding  surgical  and  residency  training 
programs.  . .” 

Dr.  Benet  is  a native  of  South  Carolina,  born  in 
Abbeville.  He  attended  both  the  University  of  South 
Carolina  and  the  University  of  Virginia,  and  gradu- 
ated cum  laude  from  Harvard  Medical  School  in  1913. 
He  began  private  practice  in  Columbia  in  1919,  where 
he  has  continued  to  the  present  time. 

Dr.  Benet  first  joined  the  Veterans  Administration 
as  attending  specialist  in  orthopedics  out-patient  de- 
partment in  1933.  He  was  reassigned  as  consultant  in 
general  surgery  to  the  Columbia  VA  hospital,  and  in 
the  absence  of  a chief,  surgical  service,  performed 
most  of  the  major  surgery  in  the  VA  hospital  at  that 
time.  His  service  was  interrupted  in  1942  to  enter  into 
active  duty  with  the  Army  Medical  Corps.  He  was  re- 
appointed consultant  in  surgery  at  the  VA  hospital  in 
March,  1945,  and  has  served  continuously  in  that 
capacity  since  that  time. 


Medical  Meetings 

TENNESSEE  VALLEY  MEDICAL  ASSEMBLY, 
Tivoli  Theater,  Chattanooga,  Tenn.,  Sept.  27-28,  1965. 
Frank  B.  Graham,  M.  D.,  Chr.,  109  Medical  Arts 
Bldg.,  Chattanooga,  Tenn. 


The  Annual  meeting  of  the  North  Carolina  and 
South  Carolina  Societies  of  Ophthalmology  and  Oto- 
laryngology will  be  held  jointly  at  Myrtle  Beach, 
South  Carolina  on  September  12,  13,  & 14,  1965  with 
Headquarters  at  the  Ocean  Forest  Hotel. 

The  guest  speakers  in  Ophthalmology  will  be  Doc- 
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tors  Richard  C.  Troutman,  M.  A.  Galin,  and  A.  S. 
Rosenberg.  Those  in  Oto-laryngology  will  be  Doctors 
John  Conley,  J.  Brown  Farrior,  and  Robert  E.  Priest. 

For  further  information  please  contact  Dr.  J.  David 
Stratton,  Secy.,  N.  C.  Society  O&O,  1012  Kings  Drive, 
Charlotte,  North  Carolina  or  Dr.  Roderick  Macdonald, 
Secy.,  S.  C.  Society  of  O&O,  330  E.  Main  St.,  Rock 
Hill,  South  Carolina. 


The  South  Carolina  Pediatric  Society  has  reserved 
The  Adventure  Inn  at  Hilton  Head  Island  for  its 
annual  scientific  meeting  beginning  noon,  September 
10th  and  continuing  through  Sunday,  September  12, 
1965. 


The  Seventh  National  Conference  on  the  Medical 
Aspects  of  Sports,  sponsored  by  the  American  Medical 
Association  under  the  auspices  of  the  AMA  Com- 
mittee on  the  Medical  Aspects  of  Sports,  will  he  held 
in  Philadelphia,  Pennsylvania,  at  the  Benjamin  Frank- 
lin Hotel  on  November  28,  1965. 

Those  interested  in  receiving  further  information 
concerning  the  Conference  should  address  the  Secre- 
tary, Committee  on  the  Medical  Aspects  of  Sports, 
American  Medical  Association,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610. 


Symposium  on  COMMON  PROBLEMS  IN  GEN- 
ERAL PRACTICE  — OFFICE  PROCEDURES. 
Mound  Park  Hospital  Foundation,  Florida  Academy 
of  General  Practice  — ( 16th  Annual  Scientific  As- 
sembly) — October  29  and  30,  1965  — registration, 
October  28th.  By  special  arrangement  — NO 
REGISTRATION  FEE.  14  Accredited  Hours  by  the 
American  Academy  of  General  Practice.  Address  — 
GENERAL  PRACTICE,  Mound  Park  Hospital 
Foundation,  Inc.,  701  Sixth  St.  South,  St.  Petersburg, 
Florida  33701. 


Influenza 

The  Public  Health  Services  Advisory  Committee  on 
Immunization  Practices  has  predicted  increased 
amounts  of  influenza  in  the  coming  season  ( 1965-  66 ). 

The  committee  again  recommended  immunization 
for  persons  in  groups  who  experience  high  mortality 
from  epidemic  influenza.  Vaccination,  the  committee 
said,  should  begin  about  Sept.  1,  and  ideally  be  com- 
pleted by  mid-December. 

“It  is  important  that  immunization  be  carried  out 
before  influenza  occurs  in  the  immediate  area  since 
there  is  a two-week  interval  before  the  development 
of  anti-bodies,”  the  committee  said. 

Groups  for  which  annual  immunization  were  recom- 
mended : 

Persons  at  all  ages  who  suffer  from  chronic  de- 
bilitating disease,  e.g.,  chronic  and  cardiovascular, 
pulmonary,  renal  or  metabolic  disorders;  in  particular: 

Patients  with  diabetes  mellitus  and  Addison’s  dis- 
ease. 

Persons  in  older  age  groups,  pregnant  women,  and 


patients  residing  in  Nursing  Homes,  Chronic  Disease 
Hospitals,  and  other  such  environments,  who  should 
be  considered  as  particular  risks  since  their  more 
crowded  living  arrangements  may  allow  for  greater 
spread  of  disease  once  an  outbreak  has  been  estab- 
lished. 

The  committee  reported  that  there  were  cases  of 
influenza  in  a majority  of  the  states  in  the  eastern 
two-thirds  of  the  country  during  last  season  ( 1964-65 ) 
hut  that  the  amount  of  the  disease  in  the  United 
States  as  a whole  was  limited.  There  was  no  major 
epidemic  anywhere  in  the  country  and  most  states  in 
the  far  west  were  unaffected. 

The  committee  said  that  Type  A influenza  viruses 
may  predominate  in  1965-  66  hut  that  Type  B out- 
breaks also  could  be  expected. 

As  to  vaccine  efficacy,  the  committee  said: 

“Influenza  vaccine  has  consistently  shown  a sub- 
stantial protective  value  when  the  viruses  incorporated 
in  the  vaccine  were  antigenically  similar  to  those 
causing  the  epidemic  disease.  Exceptions  to  the  vac- 
cines' apparent  effectiveness  have  occurred  in  in- 
stances when  the  prevalent  virus  underwent  a major 
antigenic  shift  after  vaccines  had  been  formulated. 
Careful  study  goes  into  the  annual  design  and  up- 
dating of  the  composition  of  influenza  vaccines.  The 
final  selection  of  components  reflects  the  best  judg- 
ment regarding  a potent,  contemporary  vaccine. 


Dr.  Hair  Named  President 

Dr.  Joseph  T.  Hair  of  Aiken  was  named  president- 
elect (1966-67)  of  the  South  Carolina  Public  Health 
Association  at  the  42nd  annual  meeting  at  Myrtle 
Beach. 


Dr.  Huggins  Receives  50-year  Pin 

Dr.  Errol  A.  E.  Huggins  of  Greenville  has  received 
a 50-year  pin  for  his  years  of  service  as  a practicing 
physician. 

Dr.  Woodward  Opens  Office 

Dr.  W.  McGill  Woodward  announces  the  opening 
of  his  office  at  8 Avondale  Center,  Charleston,  S.  C. 


Death 


Dr.  P.  F.  Barham 

Dr.  Paul  Franklin  Barham  died  June  12  in  New 
York. 

Dr.  Braham  attended  Duke  University,  the  Medical 
College  of  South  Carolina  and  interned  and  did  resi- 
dent work  at  St.  Lukes  Hospital  in  New  York  City. 
He  was  an  eye,  ear  and  nose  specialist. 
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Book  Review 


SURGERY  OF  THE  BILIARY  PASSAGES 
AND  THE  PANCREAS  by  Walter  Hess,  M.  D. 
Translated  by  Heinrich  Lamm,  D.  Van  Nostrand 
Company  Inc.  Princeton,  New  Jersey,  Pp.  638, 
$25. 

This  comprehensive  and  authoritative  text  on  bilio- 
pancreatic  surgery  has  been  prepared  and  translated 
from  the  German  edition.  While  well  documented 
from  statistics  taken  out  of  a study  of  1,654  patients 
suffering  such  diseases,  the  book  also  emphasizes  dis- 
cussion from  an  extensive  bibliography.  All  aspects  of 
bilio-pancreatic  surgery  are  considered  with  excellent 
discussions  of  surgical  anatomy  and  particular  empha- 
sis has  been  given  to  intra-operative  diagnostic  tech- 
niques which  include  cholangiomanometry  and  endo- 
scopy of  the  biliary  passages.  The  sections  on  path- 
ology and  clinical  states  of  related  disease  are 
thoroughly  discussed  and  well  illustrated  as  are  the 
chapters  on  radiological  examination  of  the  related 
anatomy.  Techniques  of  operation  are  discussed  in 
detail  but  the  illustrations  are  inadequate  for  a proper 
account  of  this  consideration.  Details  of  care  before 
and  after  operation  are  clearly  described.  The  trans- 


lation is  well  suited  for  the  American  reader  and 
should  prove  a useful  reference  text  for  those  particu- 
larly interested  in  bilio-pancreatic  surgery  but  is  too 
involved  for  student  use  except  for  specific  reference. 

H.  B.  Gregorie,  Jr.,  M.  D. 


Some  four  million  children  catch  measles  every 
year  in  the  United  States  with  about  500  deaths  re- 
sulting. Serious  complications  may  occur  once  in 
every  400  cases.  Vaccines  now  can  prevent  this  illness, 
even  for  babies  as  young  as  one  month. 


Because  of  new  drugs,  methods  of  treatment  and  a 
charged  public  attitude,  many  of  our  huge  mental 
hospitals  may  be  emptied  of  their  patients  within  the 
next  20  years,  according  to  Dr.  Luther  L.  Terry,  Sur- 
geon General  of  the  United  States. 


The  Firestone  Index  of  Wholesale  Prices  for 
Ethical  Pharmaceuticals  (those  advertised  only  to 
doctors ) declined  for  the  sixth  successive  year  in 
1964,  to  an  all-time  low  of  86  from  86.2  in  1963. 


FURNITURE,  SURGICAL  EQUIPMENT,  INSTRUMENTS,  LABORATORY 
SUPPLIES  ORTHOPEDIC  APPLIANCES  AND  SUPPLIES 


\ 
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NOW!  STEAM  AND  DRY  STERILIZATION  IN  A SINGLE  UNIT! 

OMNI-CLAVE 

THE  AMAZING  NEW  2-IN-l  AUTOCLAVE 
ANOTHER  REMARKABLE  INNOVATION 
BY  PELTON  & CRANE 

Let  us  demonstrate  these  features  to  you  ; 

• Single  knob  action  sets  pressure  and  temperature 

® Reaches  pressure  in  10  minutes  from  a cold  start;  in 
less  than  4 minutes  on  successive  cycles 

• Condenses  steam  returning;  it  to  reservoir  for  re-use 

• Accommodates  up  to  3 trays,  instruments  up  to  13 
inches  in  length  in  the  chamber  which  is  7”  x 14” 

• Forged  bronze  door  with  positive  locking:  action 

• OMNI-CLAVE  feet  are  adjustable  to  compensate  for 
varying:  cabinet  depths 

Distributors  of  KNOWN  BRANDS 
of  PROVEN  QUALITY 

WINCHESTER  SURGICAL  SUPPLY  COMPANY 


“CAROLINAS’  HOUSE  OF  SERVICE” 

$ 200  S.  TORRENCE  ST.  CHARLOTTE,  N.  C. 


August,  1965 
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Start  with  Serpasil 

• produces  a gradual,  sustained 
lowering  of  blood  pressure,  especial! 
in  the  neurogenic  type  of  hypertensk 

• relieves  anxiety  and  tension,  induct 
a sense  of  well-being  in  hypertensive 
patients  with  a low  reaction  threshol 
for  stressful  situations 

• slows  the  rapid  heart  and  maintain; 
the  slowed  rate 

Build  on  Serpasil 

• serves  as  baseline  therapy  for  cert; 
other  more  potent  antihypertensive  < 

• permits  lower  dosage  of  added  pol' 
antihypertensive  drugs,  minimizing 
incidence  and  severity  of  side  effec1 

• brings  about  increased  therapeutii 
response  when  combined  with 
certain  other  antihypertensives 


You  can  obtain  starter  samples  by  filling  out  and 
returning  this  coupon. 


CIBA  Pharmaceutical  Company  o S A 

P.O.  Box  608 
Summit,  N.J.  07901 

Gentlemen; 

Please  send  me  a complimentary  supply  of  starter 
samples  of  Serpasil®  (reserpine)  0.25-mg  Tablets. 


Name  , M.D. 


Street 

(PLEASE  PRINT) 

City 

State 

Zip  Code 

8 

D 

2/3274MBM 
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rpasil 

rpine  CIBA) 

IONS:  Mild  to  moderate 
ision.  CAUTIONS:  Severe 
epression  has  appeared  in 
jercentage  of  patients,  pri- 
a dosage  above  1 mg  daily, 
he  patient  had  a preexisting, 
endogenous  depression 
as  unmasked  or  accentuated 
Dine.  When  the  drug  is  dis- 
d,  depression  usually  disap- 
jt  hospitalization  and  shock 
are  sometimes  required, 
sage  above  0.25  mg  is  con- 
ited  in  patients  with  a history 
,1  depression  or  peptic  ulcer; 
ir  doses  with  caution.  Not 
ended  in  aortic  insufficiency, 
v reserpine  2 weeks  before 
if  possible.  For  emergency 
procedures,  give  vagal 
agents  parenterally  to  re- 
potension  and/or  bradycar- 
cautiously  with  digitalis, 
a,  or  guanethidine.  When 
on  reserpine  receive  electro- 
erapy,  use  lower  milliam- 
ind  a shorter  duration  of 
: initially.  Shock  therapy 
Jays  after  giving  the  drug  is 
qs.  SIDE  EFFECTS:  Occa- 
:;ssitude,  drowsiness,  nasal 
i,on,  looseness  of  stools, 
id  frequency  of  defecation, 
orexia,  headache,  bizarre 
snausea,  dizziness.  Nasal 
son  and  increased  tracheo- 
r I secretions  may  occur  in 
» babies  of  mothers  treated 
rpine.  AVERAGE  DOSAGE: 
-no 0.25-mg  tablets  p.c.  daily, 
li  nce-Reduce  daily  dosage 
*3  or  less  p.c.  SUPPLIED: 
M.25  mg  (white,  scored)  and 
i'hite). 

Vrmaceutical  Company 
iHew  Jersey 

5 A 


Important 

Information 

About 

MENTAL  ILLNESS 
that  Everyone 
Should  Know 


You  can  get  your  free  copy  from 
your  local  mental  health  asso- 
ciation. Other  services  of  the 
association  include: 

• Research. 


• Volunteer  services  for  the 
hospital  patients. 

• Rehabilitation  services  for 
the  returned  patient  to  help 
him  stay  well. 

• Treatment  and  schooling  for 
mentally  sick  children. 

Your  help  is  needed  to  carry  on 
these  programs.  Please  give  to 
your  local  mental  health  asso- 
ciation. an  affiliate  of  the 


N.A.M.H. 


02°% 


% 

For  free  leaflet  call 
your  local  mental 
health  association  or 
write  National  Asso- 
ciation for  Mental 
Health,  10  Colum- 
bus Circle,  New 
York  19,  N.Y. 


GERIATRIC 


when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people  may 
be  obliged  to  leave  their  familiar  surroundings.  Moving 
in  with  children  or  entering  a home  for  the  aged  may 
satisfy  practical  requirements  but  can  be  psychologi- 
cally traumatic  since  emotional  resilience  tends  to  dimin- 
ish with  age. 

Even  when  anxiety  reaches  overwhelming  proportions, 
you  can  counteract  it  promptly  with  the  potent  tran- 
quilizer—Atarax  (hydroxyzine  HCI). 

The  outstanding  systemic  safety  record  of  Atarax  makes 
it  particularly  suitable  for  geriatric  patients  whose  drug 
tolerance  is  often  low.  The  usual  initial  dosage  in  such 
patients  is  50  mg.  q.i.d.  However,  this  tranquilizer  is  so 
well  tolerated  that  dosage  can  be  adjusted  to  meet  in- 
dividual requirements.  The  wide  variety  of  dosage 
forms  allows  flexibility  of  administration  from  any 
standpoint  — convenience,  patient  preference,  or  emer- 
gency requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any  num- 
ber of  circumstances  can  unleash  it.  Keep  Atarax  in  , 
mind  for  all  your  emotionally  distressed  patients  — from  | 
under  6 to  over  60. 


for  any  age— for  any  stage  of  anxiety 

™ Rm 

(hydroxyzine  HCI) 


tablets 

syrup 

parenteral 


. . . In  any  condition  where  tissue  depletion  of  the  water-  | 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic  B 
complex  with  500  mg.  of  vitamin  C. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

New  York,  New  York  10017 
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neo  Bromth® 

in  premenstrual  tension 


Complete  information  and  clinical  samples  will  be 
sent  upon  request. 

Name 

Address 

City State Zip 


PHARMACEUTICAL 


CHATTANOOGA,  TENN.  37409 


CO. 


Dad’s  back 

on  the  home  team... 

for  good. 

He  is  cured  of  cancer.  His  fam- 
ily doctor  detected  an  early  sign 
of  the  disease  and  started  treat- 
ment promptly. 

There  are  1,300,000  Ameri- 
cans living  today  who  have  been 
cured  of  cancer.  Many  more 
could  be  saved  if  they  saw  their 
doctors  in  time. 

An  annual  checkup  is  your 
best  way  to  fight  cancer. 

Your  check  is  our  best 
way  to  help  defeat  it. 

Fight  cancer  with  a check- 
up and  a check. 

Send  your  check  to 
cancer,  c/o  Postmaster. 

AMERICAN  CANCER  SOCIETY 


Hygroton 

brand  of 
chlorthalidone 

the  long-acting 
diuretic 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

*Swartz,  C.,  et  al.:  Circulation 
28:1042,1963. 
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Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3515 


lavy  weight 


grotorv 

i of  chlorthalidone 


In  terms  of  sodium  excretion,  2 tablets  of  Hygrotoi 
brand  of  chlorthalidone,  are  significantly  more 
potent  than  4 tablets  of  chlorothiazide,  and  also 
more  potent-though  not  significantly-than  4 
tablets  of  hydrochlorothiazide."  Thus,  tablet  for 
tablet,  you  can  expect  more  from  Hygroton,  brand 
of  chlorthalidone.  Especially  since  it  acts  for  up 
to  72  hours.  You  can  prescribe  fewer  tablets  at 
wider  intervals  than  with  any  other  diuretic. 


Happily, 

not  all  your  patients 
are  overweight 


but 

for  those  who  are . . . 

Bamadex 

d-amphetamine  sulfate  (1  5 mg.)  and  meprobamate  (300  mg.) 

Sequels 

Sustained  Release  Capsules 


Most  overweight  patients  could  benefit  from  the  appetite  control  provided  by  the  prolonged  an- 
orexigenic-tranquilizing  action  of  BAMADEX  SEQUELS:  anorexigenic  action  through  the  central 
stimulant  effect  of  the  amphetamine;  tranquilizing  action  with  only  mild  sedation  through  mepro- 
bamate; prolonged  action  through  sustained  release  of  active  ingredients. 

Contraindications:  Hyperexcitable  and  prepsychotic  states;  patients  hypersensitive  to  meprobamate. 
Side  Effects:  Occasional  allergic  skin  reactions  may  occur  with  meprobamate,  accompanied 
by  fever,  nonthrombocytopenic  purpura,  angioneurotic  edema,  hypotension,  or  bronchial  spasm. 
Drowsiness  with  or  without  ataxia  and/or  alteration  in  visual  accommodation  may  occur.  Effects 
of  alcoholic  beverages  may  be  increased  by  meprobamate.  Use  with  caution  in  patients  with 
coronary  or  cardiovascular  disease  or  severe  hypertension.  Prolonged  use  may  result  in  dependence. 
Reactions  can  occur  if  drug  is  not  withdrawn  gradually. 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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Donnagel@controls  both  diarrhea  and  cramping  in  children 


Where  there's  diarrhea  you  often  find  painful  G-l  spasm.  But  a preparation 
containing  only  kaolin  and  pectin  has  “little  or  no  effect  on  cramps  simply 
because  it  does  not  include  an  agent  with  antispasmodic  action."1  Donnagel 
relieves  both  diarrhea  and  cramping  because  it  contains  the  classic  proportion 
of  the  belladonna  alkaloids  (as  in  Donnatal®)  plus  kaolin  and  pectin.  In 
Blanchard's  successful  pediatric  study,2  he  attributes  the  outstanding  results 
largely  to  Donnagel's  antispasmodic  properties.  Available  on  your  recom- 
mendation or  Rx.  Also  available:  Donnagel-PG  (with  paregoric  equivalent) 
and  Donnagel  with  Neomycin  in  6-oz.  bottles.  See  product  literature  before 
prescribing. 


Donnagel 


« 


Each  30  cc.  contains  Kaolin,  6.0 
Cm.;  Pectin,  142.8  mg.;  Hyos- 
cyamine  sulfate,  0.1037  mg.; 
Atropine  sulfate,  0.0194  mg.; 


Hyoscine  hydrobromide,  0.0065 
mg.;  Sodium  benzoate  (preserv- 
ative), 60  mg.;  Alcohol,  3.8  per 
cent. 


references:  1.  Winfield,  I W.: 
Am.  ).  Gastroent.,  31:438,  1959. 
2.  Blanchard,  K.:  Rocky  Mt. 
Med.  ).,  54:527,  1957. 


new  4-ounce  plastic  bottle 


A.  H.  Robins  Company,  Inc.  Richmond,  Virginia  23220 


Bettmann  Archive 


Robitussin  is  glyceryl  guaiacolate— 

long  recognized  as  a superior  expectorant  agent. 

It  produces  an  intense,  prolonged  increase  in 
Respiratory  Tract  Fluid  volume.*  Increased  R.T.F. 
improves  the  action  of  bronchial  and  tracheal  cilia, 
thins  mucus,  and  lubricates  the  bronchial  lumen 
to  help  the  cough  remove  its  cause. 

Acceptance  of  Robitussin  by  infants  and 
older  children  has  been  outstanding. 

for  your  recommendation  or  prescription 

Robitussin  is  available  in  the  4-ounce  bottle  at 
pharmacies  only,  on  your  prescription 
and  / or  recommendation. 


ROBITUSSIN® 

Each  5 cc.  tsp.  contains: 

Glyceryl  guaiacolate  100  mg. 

ROBITUSSIN®  A-C 
Robitussin  with 
antihistamine  and  codeine 

Each  5 cc.  tsp.  contains: 

Glyceryl  guaiacolate  100  mg. 
Pheniramine  maleate  7.5  mg 
Codeine  phosphate  10.0  mg. 
(warning  may  be  habit  forming) 
(exempt  narcotic) 

See  product  literature  for 
prescribing  information. 


Robitussirfm 


*Boyd,  E.M.,  and  Ronan,  A.K.:  Am.  J.  Physiol.,  135:383,  1942. 
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A.  H.  ROBINS  COMPANY,  INCORPORATED  RICHMOND,  VIRGINIA 


a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 


Dore  Illustration 
from 

Dante’s  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  "mental  pain’’— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg. /day- 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg. /day) 
should  be  sought. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


IN  BRIEF: 

Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  "bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 


Invest  in  the  future  health  of  the  nation  and  your  profession 


Give  to  medical  education  through  AMA-ERP 


AMERICAN  MEDICAL  ASSOCIATION 
EDUCATION  AND  RESEARCH  FOUNDATION 


535  N.  Dearborn  St. 
Chicago  10,  III. 


WAVERLEY  SANITARIUM,  INC. 

(FOUNDED  IN  1914  BY  DR.  AND  MRS.  J.  W.  BABCOCK) 

HOSPITAL  CARE  AND  TREATMENT  OF  NERVOUS  AND  MENTAL  DISORDERS 
ADMISSIONS  LIMITED  TO  WHITE  WOMEN 

INCLUDES  OUT-PATIENT  DEPARTMENT  FOR  BOTH  SEXES 
Dr.  Chapman  J.  Milling,  Medical  Director 
Dr.  James  B.  Galloway  — Dr.  Penrod  G.  Hepfer 
Dr.  Frank  E.  O'Sheal 


2727  FOREST  DRIVE 
COLUMBIA.  S.  C. 
FIRE  SPRINKLER  SYSTEM  THROUGHOUT  HOSPITAL 


FOR  RESERVATION  CALL 
SUPERINTENDENT  AL  2-4273 


Westbrook  Psychiatric  Hospital,  Inc. 

( formerly  Westbrook  Sanatorium,  Inc.) 

FOUNDED  1911 

Richmond,  Virginia 


A private  psychiatric  hospital  employing  modern  diagnostic  and  treatment  pro- 
cedures— electro  shock,  insulin,  psychotherapy,  occupational  and  recreational 
therapy — for  nervous  and  mental  disorders  and  problems  of  addiction. 


REX  BLANKINSHIP,  M.D. 
President 

THOMAS  F.  COATES,  JR.,  M.D. 
Assistant  Medical  Director 


JOHN  R.  SAUNDERS,  M.D. 
Medical  Director 

j.  McDermott  barnes,  m.d. 

Associate 


R.  H.  CRYTZER 
Administrator 


BROCHURE  OF  LITERATURE  AND  VIEWS  SENT  ON  REQUEST 

write  to: 


WESTBROOK  PSYCHIATRIC  HOSPITAL,  INC. 
P.  O.  Box  1514,  Richmond  27,  Virginia 
Telephone  353-6666 
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WHEN  MOTHER'S  IRON  ISN'T  UP  TO 

MOTHERHOOD 


IN  BRIEF:  ACTIONS  AND  USES:  A single  dose  of  Imferon  (iron  dextran  injection)  will 
measurably  begin  to  raise  hemoglobin  and  a complete  course  of  therapy  will  effectively 
rebuild  iron  reserves.  The  drug  is  indicated  only  for  specifically-diagnosed  cases  of  iron 
deficiency  anemia  and  then  only  when  oral  administration  of  iron  is  ineffective  or  imprac- 
tical. Such  iron  deficiency  anemia  may  include:  patients  in  the  last  trimester  of  preg- 
nancy; patients  with  gastrointestinal  disease  or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with  continual  and  extensive  iron  losses  not 
rapidly  replenishable  with  oral  iron;  patients  intolerant  of  blood  transfusion  as  a 
source  of  iron;  infants  with  hypochromic  anemia;  patients  who  cannot  be  relied 
upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well-tolerated  solution  of  iron  dextran 
complex  providing  an  equivalent  of  50  mg.  of  elemental  iron  in  each  cc.  The  solution  con- 
tains 0.9%  sodium  chloride  and  has  a pH  of  5. 2-6.0.  The  10  cc.  vial  contains  0.5%  phenol 
as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon  body  weight  and  Gm.  Hb./lOO  cc. 
of  blood,  ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or 
weekly.  The  total  iron  requirement  for  the  individual  patient  is  readily  obtainable  from 
the  dosage  chart  in  the  package  insert.  Deep  intramuscular  injection  in  the  upper  outer 
quadrant  of  the  buttock,  using  a 2-track  technique,  (with  displacement  of  the  skin 
laterally  prior  to  injection),  insures  absorption  and  will  help  avoid  staining  of  the  skin. 
A 2-inch  needle  is  recommended  for  the  adult  of  average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few.  Staining  of  the  skin  may  occur. 
Excessive  dosage,  beyond  the  calculated  need,  may  cause  hemosiderosis.  Although 
allergic  or  anaphylactoid  reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have  been  due  to  Imferon 
(iron  dextran  injection).  Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache, 
and  fever  have  occasionally  been  reported.  Initial  test  doses  of  0.5  cc.  are  advisable. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  administered  by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or  other 
exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is  contraindicated  in  patients 
sensitive  to  iron  dextran  complex.  Since  its  use  is  intended  for  the  treatment  of  iron 
deficiency  anemia  only,  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses,  Imferon  (iron  dextran 
injection)  has  been  shown  to  produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis,  if  any  in  man,  following 
recommended  therapy  with  I mferon  (iron  dextran  injection)  appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxesof  10;  5 cc.  ampuls,  boxes  of  4;  10  cc.  multiple  dose  vials. 


in  iron  deficiency  anemia  for  rapid  and 
predictable  replacement  of  iron  reserves 

imferon* 


FOR  PATIENTS 
TIED  UP  IIS 

EMOTIONAL 

KNOTS 

PHYSICAL  AIND  EMOTIONAL 
TRANQUILIZATION 

BELBARB 

Each  Tablet  or  5 cc  Elixir  contains  16  mg. 

( Vi  gr.)  phenobarbital  (Warning:  May  be 
habit  forming),  0.0072  mg.  hyoscine  HBr., 
0.024  mg.  atropine  sulfate,  and  0.128  mg.  hy- 
oscyamine  HBr.  Belbarb  No.  2,  same  as  Belbarb, 
except  with  32  mg.  ( % gr.)  phenobarbital. 
(Warning:  May  be  habit  forming.) 

Belbarb  calms  both  the  agitated  mind 
and  visceral  spasm  by  its  combined  sed- 
ative/antispasmodic  action.  Many  physi- 
cians prescribe  Belbarb  in  stress  induced 
anxiety  reactions,  nervous  tension  states, 
visceral  spasm,  peptic  ulcer,  irritable 
bowel  syndrome,  urinary  tract  spasm, 
and  hypertension. 

DOSE:  One  Tablet  or  one  tsp. 

Elixir  3 or  4 times  daily,  as 
required.  Children  M to  one 
tsp.  2 to  4 times  daily,  or  as 
prescribed. 


PRECAUTIONS:  Do  not  use  in  pa- 
tients with  glaucoma  or  in 
males  with  prostatic  hyper- 
trophy. 


The  G- 


tract 


is  the 


barometer 


of  the 


mind” 


ARNAR-STONE  LABORATORIES,  INC. 

CHARLES  C.  HASKELL  & COMPANY,  DIV. 

SUBSIDIARY  OF  AMERICAN  HOSPITAL  SUPPLY  CORPORATION 


MOUNT  PROSPECT,  ILLINOIS  60058 


(mepenzotate  bromide) 


helps  restore  normal  motility  and  tone 


Cantil  (mepenzolate  bromide)  works  in  the  colon. 
In  irritable  colon,  spastic  colon,  ulcerative  colitis 
and  other  functional  and  organic  colonic  disorders, 
it  acts  to: 

• control  diarrhea/constipation 

• relieve  spasm,  cramping,  bloating 

• make  patients  more  comfortable 

with  little  effect  on  stomach,  bladder  or  other  viscera. 

’In  40  of  44  cases  of  irritable  or  spastic  colon, 
Cantil  [mepenzolate  bromide]  or  Cantil  with  Pheno- 
barbital  reduced  or  abolished  abdominal  pain,  diar- 
rhea and  distention  and  promoted  restoration  of 
normal  bowel  function  . . . Cantil  [mepenzolate 
bromide]  proved  to  be  singularly  free  of  antichol- 
inergic side-effects.  Blurring  of  vision  or  dryness 
of  the  mouth  were  occasionally  seen  and  were  us- 
ually managed  with  a reduction  in  dosage.  Urinary 
retention,  noted  in  two  cases  was  eliminated  in  one 
by  reducing  dosage.”1 


IN  BRIEF: 

One  or  two  tablets  three  times  a day  and  one  or  two 
at  bedtime  usually  provide  prompt  relief.  Cantil 
with  Phenobarbital  may  be  prescribed  if  sedation 
is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may 
occur  but  it  is  usually  mild  and  transitory.  Urinary 
retention  is  rare.  Caution  should  be  observed  in 
prostatic  hypertrophy— withhold  in  glaucoma.  Can  til 
with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide) — 25  mg.  per 
scored  tablet.  Bottles  of  100  and  250. 

CANTIL  with  PHENOBARBITAL  — containing  in  each 
scored  tablet  16  mg.  phenobarbital  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 

1-Riase,  J.A.:  Amer.  J.  Gastroent.  28:541  (Nov.)  1957 

LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 


It  has  been  suggested  that,  with  the  addition  of  10  Mg.  of  B-6 
to  an  already  effective  formula,  the  Palminates  are  now 
especially  suited  to  nighttime  administration,  with  a resultant 
prevention  of  nausea. 


• Palminate  and  Palminate  F are  formulated  to  meet  100%  of 
the  minimum  daily  requirements  for  all  of  the  vitamin  and 
mineral  elements,  except  calcium,  recommended  by  the 
National  Institute  of  Health  for  the  prenatal  and  lactation 
periods.  They  contain  Ferrous  Fumarate,  a potent  source  of 
iron  with  remarkable  freedom  from  gastric  distress.  Palminate 
F contains  Sodium  Fluoride.  Warning:  Palminate  F should  not 
be  prescribed  where  water  supply  is  fluoridated  or  exceeds 
0.7  ppm  fluorine.  Write  for  complete  disclosure  information. 

Dosage:  one  to  two 
^ tablets  daily. 


PALMEDICO,  INC.  • BOX  3115  • COLUMBIA,  S.C. 
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more  complete  relief  for  the  "dyspeptic" 

DACTILASE8 


Dactilase  provides  comprehensive  therapy  for  a 
wide  range  of  digestive  disorders.  Its  antispas- 
modic  and  anesthetic  actions  rapidly  relieve  pain 
and  spasm.  Dactilase  decreases  hypermotility 
without  inducing  stasis.  In  addition,  it  supplies 
digestive  enzymes  to  help  reduce  bloating,  belch- 
ing and  flatulence.  Dactilase  does  not  interfere 
with  normal  digestive  secretions.  Very  often  it  can 
be  a most  useful  answer  to  the  dyspeptic’s  needs. 

DACTILASE:  Each  tablet  contains:  Dactil®  (pi- 
peridolate  hydrochloride),  50  mg.;  Standardized 
cellulolytic*  enzyme,  2 mg.;  Standardized  amylo- 


lytic  enzyme,  15  mg.;  Standardized  proteolytic 
enzyme,  10  mg.;  Pancreatin  3X**  (source  of  lipo- 
lytic activity),  100  mg.;  Taurocholic  acid,  15  mg. 

*Need  in  human  nutrition  not  established.  **As  acid  resistant  granules 
equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 

Side  Effects  and  Contraindications:  DACTILASE 

is  almost  entirely  free  of  side  effects.  However,  it  should 
be  withheld  in  glaucoma  and  in  jaundice  due  to  com- 
plete biliary  obstruction. 

Administration  and  Dosage:  One  tablet  with,  or 
immediately  following  each  meal.  Tablets  should  be 
swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 


LAKESIDE  LABORATORIES.  INC. 

Milwaukee,  Wisconsin  53201 
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Lactinex 

TABLETS  & 
GRANULES 


LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  bulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults.1' 2’ 3'  4 

Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin.4, 5' 6' 7 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 

(/)  Frykman,  H.M.:  Minn.  Med.,  Vol.  38,  Jan.  195 
Poth,  E.J.:  The  J.A.M.A.,  Vol.  163,  No.  15,  April  13, 
(3)  McGivney,  J. : Texas  Slate  Jour,  of  Med.,  Vol.  51, 
Jan.  1955.  (4)  Stern,  F.  H.:  Jour,  of  The  Amer.  Ger. 
Vol.  11,  No.  3,  Mar.  1963.  ( 5 ) fVeekes,  D.  J.:  N.Y. 
Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  (6)  Abbott, 
Jour,  of  Oral  Surg.,  Anes.  & Hosp.  Dental  Serv.,  Vi 
July  1961.  (7)  Weekes,  D.  J.:  E.E.N.T.  Digest,  Vt 
No.  12,  Dec.  1963. 


HYNSON,  WESTCOTT  & DUNNING,  II 
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BALTIMORE,  MARYLAND 


when  even  southern  sun 

fails  to  warm  cold  hands  and  feet 


provide  rapid,  sustained  vasodilation  for  warmth  and  relief  of  pain, 
dizziness  and  faintness  in  patients  with  impaired  peripheral  circulation 

geriliquid  warms  cold  hands  and  feet  impaired  peripheral  circulation,  geriliquid 
through  the  thermogenic  action  of  glycine  increases  the  ability  to  walk  farther  with 
and  through  sustained  vasodilation  by  gly-  less  pain.  Patients  particularly  like  the  pal- 
cine  and  niacin.  In  addition,  in  patients  with  atable,  sherry  wine  base. 


Geriliquid 


IN  BRIEF : Composition  : Each  5 ml.  contains  : niacin  75  mg.  and  aminoacetic  acid  (glycine)  750  mg.  in  a palatable  sherry  wine  base;  alcohol  5%. 
Side  Effects:  Occasional  lightheadedness  or  transient  itching  which  may  disappear  with  continued  use.  There  are  no  known  contraindications; 
however,  caution  is  advised  when  there  is  concomitant  administration  of  a coronary  vasodilator. 

Administration  and  Dosage : One  or  two  teaspoonfuls  3 times  a day  before  meals.  If  flushing  is  objectionable,  dosage  may  be  lowered.  How- 
ever, tolerance  to  flushing  usually  develops  without  loss  of  efficacy  in  regard  to  vasodilation. 

Supplied : Bottles  of  8 oz.  and  1 6 oz. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


to  help  relieve  pain 
in  common 
anorectal  disorders 

u 


Diothane 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon  — provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


DIOTHANE  OINTMENT 

COMPOSITION: 
diperodon  1.0%;  oxyquinoline 
benzoate  0.1%  in  a special  oint- 
ment base. 

INDICATIONS: 

Provides  temporary  palliation  of 
pain  that  may  result  from  hemor- 
rhoidectomy and  from  common 
anorectal  disorders  such  as  hemor- 
rhoids, anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 

COMPOSITION: 

Each  suppository,  weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%; 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Gncinnati,  Ohio  45215/Weston,  Ontario 


approximating  the  diuretic  efficacy  of  meralluride 


METAHYDRIN 

(trichlormethiazide) 


To  determine  the  relative  efficacy  of  thiazide 
diuretics  in  congestive  heart  failure,  Metahydrin 
(trichlormethiazide)  and  three  other  thiazides  were 
measured  against  Mercuhydrin11  (meralluride  injec- 
tion)— the  standard  diuretic.  "The  results  leave 
little  doubt  that  the  diuretic  efficacy,  that  is,  the 
'ceiling  effect’  in  these  terms,  is  not  the  same  for 
different  thiazides.”*  The  assays  ranged  from  about 
40%  of  the  effectiveness  of  Mercuhydrin  through 
67%,  77%  to  90%  for  Metahydrin.  The  latter  two 
values  were  thought  to  be  significantly  different 
from  the  lowest  value  and  to  be  therapeutically 
important. 

‘Gold,  H.,  et  at : Closed  Panel  Conference:  Present  Status  of  the 
Management  of  Congestive  Failure  and  Advances  in  Diuretic 
Therapy,  Journal  of  New  Drugs,  1:177,  July-August,  1961. 

A LAKESIDE  LABORATORIES,  INC. 

r ^ Milwaukee,  Wisconsin  53201 


IN  BRIEF-  ADMINISTRATION  AND  DOSAGE:  One  2 mg. 
l in  d tr  • or  4 mg_  tablet  once  or  twice  daily.  In  acute,  severe 
decompensation,  Mercuhydrin®  (meralluride  injection)  may 
be  necessary  initially. 

PRECAUTIONS:  As  with  all  effective  diuretics,  vigorous 
therapy  may  produce  electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should  be  observed  carefully 
since  thiazides  may  be  contraindicated.  Care  should  be  taken 
with  patients  predisposed  to  diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  those  under  therapy  with  digitalis, 
ACTH,  or  certain  adrenal  steroids,  also  should  be  watched 
carefully. 

SIDE  EFFECTS:  Nausea,  flushing,  constipation,  skin  rash, 
muscle  cramps  and  gastric  discomfort  have  been  occasionally 
noted;  rarely  thrombocytopenia  and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice,  pancreatitis,  perimac- 
ular  edema,  gout  and  diabetes  have  been  caused  by  adminis- 
tration of  thiazides. 

CONTRAINDICATIONS:  Complete  renal  shutdown;  rising 
azotemia  or  development  of  hyperkalemia  or  acidosis  in 
severe  renal  disease;  demonstrated  hypersensitivity. 

HOW  SUPPLIED:  Bottles  of  100  and  1000  tablets. 


I 


Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines: 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


Squibb  Quality-the  Priceless  Ingredient 


the  price  of  "success” 

m 

103 


Hypertension  has  been  called  the  price  of  success . . . and  in  some  life-situations, 
the  cost  of  failure.  In  either  event,  Metatensin  lowers  blood  pressure,  cushions 
the  patient  against  stress  and  retards  the  progress  of  disease.  Metatensin  is  effec- 
tive and  economical.  It  is  well-tolerated  over  long  periods. 


THERAPY 
YOU  CAN  STAY 
WITH 


METATENSIN 

EACH  SCORED  TABLET  CONTAINS: 

Metahydrin®  (trichlormethiazide)  2 mg.  or  4 mg.  Reserpine  0.1  mg. 


In  Brief:  Patients  with  hepatic  cirrhosis  or  diarrheal  syndromes,  or  under  therapy  with  digitalis,  ACTH,  or  potassium-losing  steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides,  electrolyte  depletion,  diabetes,  gout,  granulopenia,  nausea,  pancreatitis,  cholestatic  jaundice,  flushing,  mild  muscle  cramps,  con- 
stipation, photosensitivity,  acute  myopia,  perimacular  edema,  paresthesias,  neonatal  bone  marrow  depression  in  infants  of  mothers  who  received  thiazides  during 
pregnancy,  skin  rash  or  purpura  with  or  without  thrombocytopenia,  may  occur.  With  reserpine,  untoward  effects  may  include  depression,  peptic  ulcer  and  bron- 
chial asthma.  Withdraw  medication  at  least  7 days  prior  to  electroshock  therapy,  2 weeks  prior  to  elective  surgery.  Contraindications  are  complete  renal  shutdown, 
rising  azotemia  or  development  of  hyperkalemia  or  acidosis  in  severe  renal  disease. 

Supplied:  Metatensin  tablets,  2 mg.#  4 mg.  — bottles  of  100  and  1000. 


LAKESIDE  LABORATORIES,  INC. 
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Turn  a bundle  of  colic 


into  a bundle  of  joy 


Golic,  often  in  part  a reflection  of  family  tension,  adds 
sleepless  nights  to  patients’  and  parents’  distraught 
days.  Pediatric  Piptal  with  Phenobarbital  slows  down 
spasm,  diminishes  pain  and  crying,  improves  feeding  patterns 
. . . permits  sleep  and  rest ...  for  patient  and  family. 

Pleasant  tasting  Pediatric  Piptal  with  Phenobarbital  is 
miscible  in  milk,  formulas  and  fruit  juices,  and  may  also  be 
administered  by  dropper  directly  on  the  infant’s  tongue. 
Dosage  is  0.5  cc.  15  minutes  before  feeding;  in  severe  cases, 
1.0  cc.  four  times  daily.  High  doses  may  occasionally  cause 
constipation  with  tenesmus  and,  rarely,  flushing  without 
fever.  Contraindicated  in  bowel  obstruction  or  sensitivity  to 
phenobarbital  or  anticholinergics.  Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 


PEDIATRIC  P I P T A I! 
with  PHENOBARBITAL 


each  cc.  contains:  6 mg.  phenobarbital  (warning:  may  be  habit  forming); 
4 mg.  PiptaP  (pipenzolate  bromide),  and  20%  alcohol  in  a pleasant- 
tasting  solution. 


LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 


Piptal®  (pipenzolate  bromide)  efficiently 
suppresses  acid  secretion  and  motility 
. . . relieves  pain  and  spasm  of  peptic 
ulcer.  Despite  its  potent  gastrointestinal 
effects,  “its  clinically  effective  therapeutic 
dose  is  well  below  that  required  to  produce 
side  reactions.”1  Because  urinary  retention 
is  rarely  a problem,  piptal  (pipenzolate  bro- 
mide) is  “a  highly  desirable  drug  in  the 
treatment  of  peptic  ulcer  in  older  patients 
. . .”2  Tolerance  to  piptal  (pipenzolate  bro- 
mide) has  not  been  demonstrated,  and  the 
drug  may  be  administered  over  prolonged 
periods  without  loss  of  efficacy,  piptal-phb 
is  specifically  designed  for  the  tense  ulcer  pa- 
tient who  will  benefit  from  the  sedative  effect 
of  phenobarbital. 

1 — Pomeranze,  J.,  and  Gadek,  R.J.:  Am.  Pract.  & Digest 
Treat.  5:73-77  (Jan.)  1957 

2 — Asher,  L.M.:  Am.  J.  Digestive  Diseases  4:272  (Apr.)  1959 


Prompt  relief  of 
pain  and  spasm 
in  functional 


i»  I P T A L 

(pipenzolate  bromide) 


P I P T A L®  ■ P H B 

(phenobarbital,  16  mg.,  pipenzolate  bromide,  5 mg.) 


IN  BRIEF:  PIPTAL — Each  tablet  contains  5 mg.  pipenzolate  bromide,  PIPTAL-PHB — Each  tablet  (or  5 cc.  of  elixir)  contains 
phenobarbital  (warning:  may  be  habit  forming)  16.0  mg.,  Piptal  (pipenzolate  bromide)  5 mg.  The  elixir  contains  alcohol  20%. 

Side  Effects:  Dry  mouth,  blurring  of  vision  or  drowsiness  may  occur. 

Contraindications : Withhold  in  glaucoma,  bladder  or  g.i.  obstruction,  cardiac  arrhythmias  and  in  sensitivity  to  anticholinergics 
or  phenobarbital  (Piptal-PHB).  Caution  should  be  observed  in  patients  with  prostatic  hypertrophy. 

Administration  and  Dosage:  PIPTAL  or  PIPTAL-PHB  Tablets:  One  tablet  three  times  a day  before  meals  and  one  or  two 
tablets  at  bedtime.  (PIPTAL-PHB  Elixir:  One  teaspoonful  three  or  four  times  daily  for  adults  and  children  over  six  years  of  age.) 

Supplied:  PIPTAL  (pipenzolate  bromide)  5.0  mg.  Tablets— bottles  of  100.  PIPTAL-PHB  Tablets— bottles  of  100. 
PIPTAL-PHB  Elixir — bottles  of  8 fluid  ounces. 
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Founded  in  1904 


Highland  Hospital,  Inc 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C. 28801 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 


APPALACHIAN  HALL 

ESTABLISHED  — 1916 

ASHEVILLE  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 


KE-DAVIS 


The  Somatic  Mask:  chest  pain- 
heart  disease  or  psychic  tension? 

Precordial  pain  as  well  as  tachycardia,  palpitation, 
breathlessness  and  faintness  or  arrhythmias  are  classic 
signs  of  cardiac  disease.  In  many  cases,  however,  they 
may  represent  a “somatic  mask’’— a psychophysiological 
equivalent  of  psychic  tension. 

Valium  (diazepam)  reduces  the  patient’s  disturbing  psy- 
chic tension  and  helps  improve  such  related  symptoms 
as  sadness  and  feelings  of  hopelessness,  fatigue,  insom- 
nia, crying  spells  and  nervousness. 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism, 

10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d. 
as  needed;  muscle  spasm  with  cerebral  palsy  or  athetosis, 

2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or  2 mg/day 
initially,  increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Valium*  (diazepam) 


Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  patients  (not  more  than  1 mg,  one  or  two  times  daily) 
to  preclude  ataxia  or  oversedation.  Advise  patients  against 
possibly  hazardous  procedures  until  correct  maintenance 
dosage  is  established;  driving  during  therapy  not  recom- 
mended. In  general,  concurrent  use  with  other  psychotropic 
agents  is  not  recommended.  Warn  patients  of  possible  com- 
bined effects  with  alcohol.  Safe  use  in  pregnancy  not  estab- 
lished. Observe  usual  precautions  in  impaired  renal  of 
hepatic  function  and  in  patients  who  may  be  suicidal;  peri- 
odic blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  miid  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred 
speech,  tremor  and  skin  rash;  paradoxical  reactions  (excite- 
ment, depression,  stimulation,  sleep  disturbances  and  hallu- 
cinations) and  changes  in  EEG  patterns.  Abrupt  cessation 
after  prolonged  overdosage  may  produce  withdrawal  symp- 
toms similar  to  those  seen  with  barbiturates,  meprobamate 
and  chlordiazepoxide  HCI. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50. 
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Nutley,  N.J.  07110 
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NTZ  Nasal  Spray  relieves 
hay  fever  symptoms  on  contact 

Fast  symptomatic  relief  from  seasonal  hay  fever 
comes  in  the  convenient  nTz  Nasal  Spray  bottle. 
Two  sprays  quickly  relieve  itching  and  decongest 
the  nasal  membranes  on  contact.  The  first  spray  of 
nTz  shrinks  the  turbinates,  helps  restore  normal 
nasal  ventilation  and  breathing.  After  a few  minutes 
a second  spray  enhances  sinus  ventilation  and 
drainage. 

nTz  Nasal  Spray  reduces  excessive  rhinorrhea 
without  unpleasant  dryness.  It  is  well  tolerated  by 
delicate  respiratory  tissues.  nTz  also  provides 
relief  in  head  colds,  perennial  rhinitis  and  sinusitis. 


nTz's  carefully  balanced  formula  relieves  three 
ways:  with  a decongestant,  a topical  antihistamine 
and  an  antiseptic  wetting  agent. 

Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes. 
Thenfadil®  HCI  0.1  %,  a topical  antihistamine  to 
help  relieve  itching. 

Zephiran®  Cl  1 :5000,  an  antiseptic  wetting  agent 
to  promote  the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 

nTz  is  supplied  in  leakproof,  pocket-size,  spray 
bottles  of20ml.and  in  bottles  of30ml.with  droppe 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 

NTZ  , Neo-Synephrlne  (brand  of  phenylephrine),  Thenfadil  (brand  of  thenyldiamine),  an: 
Zephiran  (brand  of  benzalkonium,  as  chloride,  refined),  trademarks  reg.  U.S.  Pat.  Off. 


Hay  fever. . . 
a summer  hazard 

prescribe 


A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group  oriented ; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 


September,  1965 
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A VITAL 


In  Our  Progressive  Health  Care  System  . 

Keeping  benefits  aligned  with  the  cost  of  medical  care  and  giving  the  broadest  coverage  . . . To  tl 
broadest  segment  of  the  population  . . . That’s  why  doctors  sponsor  Blue  Shield  . . . That's  why  doctc 
guide  Blue  Shield  . . . That's  why  doctors  recommend  Blue  Shield  . . . Blue  Shield  ...  A vital  link 
the  progressive  health  care  system  . . . 

YOUR  SUPPORT  WILL  HELP  BLUE  SHIELD  GROW  . . . 

SOUTH  CAROLINA  MEDICAL  CARE  PLAN  • 709  SALUDA  AVENUE,  COLUMBIA,  SOUTH  CARO 
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The  good  life— just  what  the  doctor  ordered 


Sea  and  sun  are  both  in  his  doctor’s  orders  — so  is  that 
grapefruit  he’s  eating  with  such  gusto.  Citrus  fruit  is  a 
wonderful  way  for  this  patient  or  any  patient  to  get  his 
daily  quota  of  vitamin  C ...  to  enjoy  something  good  to 
eat,  tasty  and  satisfying  but  not  rich. 

Not  all  patients  are  so  lucky  as  to  have  retired  to 
Florida,  where  they  can  pick  citrus  fruit  off  their  own 
trees.  But  any  patient  anywhere  can  get  the  same  benefits 
of  the  natural  vitamin  C in  Florida  oranges,  grapefruit, 
and  tangerines  . . . thanks  to  modern  methods  of  process- 
ing fresh  fruit.  Whether  it  is  frozen,  canned,  or  in  cartons, 
98%  of  the  vitamin  C content  of  the  fruit  is  preserved. 


Grapefruit  and  other  citrus  fruits  filled  with  vitamin  C 
are  valuable  in  the  nutrition  of  every  age  group.  Among 
the  teen-agers,  vitamin  C is  one  of  the  two  nutrients  most 
often  low  in  the  diet.  Infants,  too,  need  generous  amounts 
of  vitamin  C;  and  they  will  take  it  readily  when  it  comes 
to  them  in  the  form  of  delicious  orange  juice. 

When  your  patient  chooses  Florida  citrus,  he  can  be 
sure  of  getting  fruit  filled  with  natural  goodness  and  of 
just  the  right  sweetness.  Florida  citrus  is  unexcelled  be- 
cause a State  commission  watches  over  the  entire  Florida 
citrus  crop  to  see  that  it  meets  the  world’s  highest  stand- 
ards for  fresh,  frozen,  canned,  or  cartoned  citrus  fruit. 


* 

© Florida  Citrus  Commission,  Lakeland,  Florida 
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Lirugen 

is  truly  a one  shot  measles  vaccine. 

\n  efficacy  rate  of  99%  has  been  demonstrated  with  Schwarz  Strain  live  measles  vaccine  (Lirugen).  In  recent  clinical  trials, 
.irugen  was  administered  without  gamma  globulin  to  approximately  13,000  children.  In  1,405  of  these  children  tested  serologi- 
ally,  a conversion  rate  of  99%  was  reported.  Close  medical  follow-up  of  inoculated  children  and  controls  showed  no  significant 
lifferences  between  mean  maximum  temperatures  in  the  two  groups.  The  incidence  of  high  fever  (103°F  and  above,  rectally) 
ittributable  to  the  vaccine  could  be  calculated  at  less  than  1%,  and  the  occurrence  of  mild,  transient  rash  at  less  than  3%. 
-irugen  is  the  most  highly  attenuated,  but  fully  antigenic,  live  measles  vaccine.  Additional  special  passages  of  the  original 
.dmonston  Strain  by  Schwarz  resulted  in  further  attenuation  which  reduces  systemic  reactions  so  effectively  that  the  use  of 
amma  globulin  with  Lirugen  is  not  needed. 

ontraindications:  Pregnancy;  leukemia,  lymphoma  and  other  generalized  malignancies;  brain  damage  in  children  under  one 
ear  of  age;  febrile  illness;  allergy  to  egg  proteins,  neomycin,  or  streptomycin.  Precautions:  Use  cautiously  in  patients  with 
history  of  tuberculosis  and  patients  being  treated  with  steroids,  irradiation,  alkylating  agents,  and  antimetabolites.  Consult 
ackage  literature  before  administering  Lirugen. 

ttf tr#nc«t:  4.  Measles  Vacclnaa:  W.H.O.  Technical  Report  Series  No.  7.  Kruoman.  s.  et  al.:  J.  Pediatrics,  00:  471-488.  1965. 

: . 103:  386-389,  1962.  t.  Andaman.  S.  L.  et  al.:  Sciont.f-c  exhibit  at  annual  meet* 

an>  S et  ai  Pediatrics.  31:  919-928  1962.  S.  Schwarz.  A.J.F.:  Annales  Paediatnci,  202:  241-253.  1964.  ing  of  The  American  Academy  of  Pediatrics.  1964. 

. Andelman.  S.  1.  et  al.:  J.A.M.A.,  114:  721  723.  1963.  6 al  : Bull.  W.H.O..  30:  733  739.  1964. 


at  Merck  Sharp  & Dohme... 


understanding... 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledgethusacquired  might  comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

©MERCK  SHARP& DOHME  Division  of  Merck&  Co  .Inc  .West  Point,  Pa. 

where  today's  theory  is  tomorrow’s  therapy 


NEW  UNEXCELLED  TASTE 


‘Raldrate 

SYRUP  OF  CH  LORAL  HYDRATE 


NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 


lO  Grains  (U.  S.  P.  Dose)  of  palatable  lime  flavored 
chloral-hydrate  syrup  in  each  teaspoonful 

RAPID  SEDATION  WITHOUT  HANGOVER 


JONES  and  VAUGHAN,  Inc.  R. 


CH M ON D ZS,  VA. 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINIL 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


.1^1  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


APPALACHIAN  HALL 

ESTABLISHED  — 1916 

ASHEVILLE  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 


in  theory, 
allergy  begins 
like  this: 


in  allergy, 

Dimetane  Extentabs 

(brompheniramine  maleate,  8 mg.  & 12  mg.) 


When  antigens  invade  the  body,  antibodies, 
formed  chiefly  by  plasma  cells,  may  become 
attached  to  mast  cells.  If  the  same  antigen 
reappears  and  reacts  with  the  antibodies, 
the  mast  cell  disrupts  (as  pictured  below). 
Subsequently,  the  “exploding”  mast  cell 
deposits  granules  of  bound  histamine  or 
histamine-like  substance  in  inter- 

cellular spaces. 


Robins 

pmahwacCuTiCais  research 
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work  with  no  more 
sedation  than  placebo* 

Although  the  mechanisms  of  allergy  are 
still  theoretical,  the  response  to  Dimetane 
(brompheniramine  maleate)  is  ample 
proof  that  a good  antihistamine  can,  and 
does,  work  — and  (as  reported  in  one  in- 
vestigation*) with  no  more  sedation  than 
placebo.  Dimetane  (brompheniramine 
maleate)  assures  your  allergy  patients 
prompt  relief  of  symptoms  while  usually 
permitting  them  to  lead  active,  alert 
lives.  And  a single  Extentab  provides  con- 
tinuous action  for  up  to  10-12  hours. 


Schiller,  I.W.  and  Lowell,  F.C.:  New  England  J. 
Med.  261:478,  1959. 


BRIEF  SUMMARY:  Contraindications:  Hypersen- 
sitivity to  antihistamines.  Not  recommended 
for  use  during  pregnancy.  Precautions:  Until 
response  is  determined,  patient  should  be 
cautioned  against  engaging  in  mechanical 
operations  requiring  alertness.  Side  Effects: 
Hypersensitivity  reactions,  including  skin  rashes, 
urticaria,  hypotension,  and  thrombocytopenia 
have  been  reported  rarely.  Occasional  transitory 
drowsiness,  lassitude,  nausea,  giddiness,  dry- 
ness of  the  mouth,  mydriasis,  increased  irrita- 
bility or  excitement  may  be  encountered.  Other 
dosage  forms  available:  conventional  tablets 
(4  mg.);  Elixir  (2  mg./5  cc.);  Injectable 
(10  mg./cc.  ampuls,  and  100  mg./cc. 
in  2 cc.  vials). 


A.  H.  ROBINS  CO.,  INC. 
Richmond,  Virginia  23220 
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basic  therapy  in  low-back  pain:  bed,  board,  heat 

Whether  low-back  pain  is  in  the 
chronic  or  acute  phase,  the  appropri- 
ateness of  bed  rest  for  such  a patient 
is  beyond  controversy.  Boards  placed 
under  the  mattress,  for  a firmer  bed 
to  further  immobilize  the  spine,  are 
another  common  recommendation. 
And  most  investigators  consider  heat 
beneficial— moist  heat  in  particular.1-5 


and 


Robaxin-750 


Robaxiri-750 


(methocarbamol  750  mg.) 


(CAPSULE-SHAPED  TABLETS) 


brand  of 

Methocarbamol 

750  mg. 


It  has  been  noted  that  low-back  disorders  fre- 
quently . . are  caused  by  truly  mechanical  condi- 
tions which  yield  to  conservative  treatment.”1  Basic 
to  this  conservative  treatment  are  bed  rest,  a board  for 
the  bed,  and  applied  heat.  In  addition,  a good  muscle 
relaxant  is  often  helpful,  as  “. . .muscle  relaxants  are 
useful  in  chronic  as  well  as  acute  low  backaches.”4 

Robaxin  (methocarbamol)  has  relieved  spasm  and 
pain  in  cases  where  the  patient  “had  not  responded  to 
conservative  measures  prior  to  drug  therapy.”6  A 100- 
patient  study  showed  that  Robaxin  provided  greater 
relief  of  muscle  spasm  for  a longer  period  of  time 
without  adverse  reactions  “than  any  other  commonly 
used  relaxants ”6 

A well-tolerated7  skeletal  muscle  relaxant  with 
"specificity  of  action,”7  methocarbamol  leaves  normal 
muscle  tone  unaffected.  Moreover,  there  is  little  like- 
lihood of  sedation7— a considerable  advantage  for  the 
patient  who  must  remain  active  and  alert  on  his  job. 

Significantly,  clinicians  advise  using  a muscle  re- 
axant  “early  and  in  adequate  dosage.”8  In  this 
regard,  Robaxin  (methocarbamol)  — particularly  in 
'he  750  mg.  dosage  (2  tabs,  q.i.d.)  — offers  optimal 
herapeutic  benefits  without  a significantly  increased 
ncidence  of  side  effects.  And  just  as  it  works  well  as 
iart  of  the  basic  regimen  for  low-back  pain,  so  also 


does  Robaxin  (methocarbamol)  often  provide 
’s'****'— — * muscle  relaxation  in  such  conditions  as  mus- 
culoskeletal injury,  chronic  neurological  disorders, 
and  orthopedic  situations. 

BRIEF  SUMMARY— Robaxin  (methocarbamol) 
Tablets : Contraindicated  in  hypersensitive  patients. 
Side  effects  (light-headedness,  dizziness,  drowsiness, 
nausea)  may  occur  rarely,  but  usually  disappear  on 
reduced  dosage.  Hypersensitivity  reactions  develop 
infrequently. 

ALSO  AVAILABLE  : Robaxin®  Tablets  (methocar- 
bamol, 500  mg.)  Robaxin  Injectable  (methocarbamol, 
1 Grn./lO  cc.) 

Robaxisal®  (methocarbamol  with  aspirin)  and 
Robaxisal-PH  Tablets  (methocarbamol  with 
Phenaphen®). 

REFERENCES:  1.  Soto-Hall,  R.:  Med.  Sci.  U: 23,  1963. 
2.  McCarrol,  H.R.:  Paper  read  at  the  Annual  Meeting  of  the 
American  Medical  Association,  Atlantic  City,  June  16-20,  1963. 
See  Medical  News:  J.A.M.A.  185: 39  (July  13),  1963.  3.  Gordon, 
E.J.:  Med.  World  News  5:54,  1964.  4.  Cozen,  L.:  GP  26: 82, 
1962.  5.  Larson,  C.B.:  Postgrad.  Med.  25:142,  1959.  6.  Forsyth, 
H.F.:  J.A.M.A.  757:163,  1958.  7.  Weiss,  M.,  and  Weiss,  S.:  J. 
Amer.  Osteopath.  Ass.  52:142,  1962.  8.  Rowe,  M.L.:  J.  Occup. 
Med.  2:219,  1960. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA  23220 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 
if?*  WALLACE  LABORATORIES 
\KF.Cr anbury,  N.J. 
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lack  Devlin  is  a 
construction  worker. 
He  lifts  weights, 
plays  a 
mean 
game  of 
handball 


and  was  a pretty  good  wrestler  in  school. 


As  a doctor,  you  are  invited  to  take  advantage  of  a professional 
discount  on  the  Sealy  Posturepedic. 

We  believe  your  personal  use  will  convince  you  of  the  Posture- 
pedic's  distinctive  benefits  and,  we  would  hope,  merit  your  valued 
recommendation. 

The  professional  discount  represents  a minimum  saving  of  $39 
per  set  over  the  regular  retail  price  for  mattress  and  foundation. 
To  receive  your  professional  discount  certificate,  mail  this  coupon 
to  Sealy,  Inc.,  666  North  Lake  Shore  Drive.  Chicago,  Illinois  60611. 


Please  send  me  complete  information  on  your  professional  discount. 

E-9 

Dr 

Residence 

City State Zip  Code 


At  night  he  sleeps  like  a baby. 

(On  a too-soft  mattress) 

Maybe  that's  why  his  back  hurts. 

You  probably  have  patients  who  are  strong  as  a bull-who  have  no 
postural  defects  or  spinal  deformities— yet  still 
complain  of  low  back  pains. 

How  can  this  happen  to  otherwise  normal,  healthy  people? 

At  night,  they  may  be  sleeping  like  babies-on  nice,  soft,  feathery 
mattresses  that  can  do  more  harm  than  good.  And  this 
too-soft  mattress  can  lead  to  morning  backaches. 

That’s  why  so  many  doctors  recommend  (and  sleep  on!) 
the  Sealy  Posturepedic. 

Posturepedic  is  designed  in  cooperation  with  leading 
orthopedic  surgeons  for  firm  support.  Actually  helps  keep  the 
spine  in  line,  and  tends  to  reduce  muscle  tension,  too. 

When  a baby-soft  mattress  is  giving  patients  low  back  pain, 
why  not  recommend  the  Sealy  Posturepedic? 

It  gives  the  firm,  level  support  many  patients  need. 
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Happily, 

not  all  your  patients 
are  overweight 


but 

for  those  who  are... 


Bamadex 

d-amphetamine  sulfate  (l  5 mg.)  and  meprobamate  (300  mg.) 

Sequels 

Sustained  Release  Capsules 


Most  overweight  patients  could  benefit  from  the  appetite  control  provided  by  the  prolonged  an- 
orexigenic-tranquilizing  action  of  BAMADEX  SEQUELS:  anorexigenic  action  through  the  central 
stimulant  effect  of  the  amphetamine;  tranquilizing  action  with  only  mild  sedation  through  mepro- 
bamate; prolonged  action  through  sustained  release  of  active  ingredients. 

Contraindications:  Hyperexcitableand  prepsychotic  states;  patients  hypersensitive  to  meprobamate. 
Side  Effects:  Occasional  allergic  skin  reactions  may  occur  with  meprobamate,  accompanied 
by  fever,  nonthrombocytopenic  purpura,  angioneurotic  edema,  hypotension,  or  bronchial  spasm. 
Drowsiness  with  or  without  ataxia  and/or  alteration  in  visual  accommodation  may  occur.  Effects 
of  alcoholic  beverages  may  be  increased  by  meprobamate.  Use  with  caution  in  patients  with 
coronary  or  cardiovascular  disease  or  severe  hypertension.  Prolonged  use  may  result  in  dependence. 
Reactions  can  occur  if  drug  is  not  withdrawn  gradually. 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y.  (jggggi) 
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tazolidin 

d of 

lylbutazone 


teoarthritis 


iigy 


>eutic  effects 

oerof  investigators  report  improve- 
1 about  75%  of  cases.  Relief  of  pain 
ffness  is  the  predominant  response, 
■ntly,  there  is  also  a significant 
ement  in  function.  The  beneficial 
of  the  drug  are  usually  seen  by  the 
r fourth  day  of  treatment. 

s general  agreement  that  milder 
Df  osteoarthritis  are  preferably 
I by  simple  analgesics.  In  many 
s.  however,  this  mode  of  therapy 
give  sufficient  relief.  Because  ster- 
e not  very  effective  in  this  form  of 
s,  phenylbutazone  affords  the  drug 
/ most  capable  of  relieving  the  more 
cases.  For  best  results,  it  is  recom- 
d that  treatment  with  phenylbutazone 
ibined  with  physiotherapy  and  other 
mate  supportive  measures. 


tial  daily  dosage  in  adults  is  300-600 
fivided  daily  doses.  In  most  instances, 
daily  is  sufficient  for  maximum 
eutic  response  A trial  period  of  one 
> adequate  to  determine  the  effects 
frug  if  there  is  no  improvement, 
tinue  the  drug.  When  improvement 
ccur.  dosage  should  be  promptly 
sed  to  the  minimum  effective  level: 
)uld  not  exceed  400  mg.  daily,  and  is 
chieved  with  only  100-200  mg  daily. 

tions 

prescribing,  the  physician  should 
a detailed  history  and  perform  a 
te  physical  and  laboratory  examina- 
:luding  a blood  count.  The  patient 
be  kept  under  close  supervision  and 


should  be  warned  to  report  immediately 
fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia):  sudden  weight 
gain  (water  retention);  skin  reactions;  black 
or  tarry  stools.  Regular  blood  counts  should 
be  made.  The  drug  should  be  used  with 
greater  care  in  the  elderly. 

Warning:  If  coumarin-type  anticoagulants 
are  given  simultaneously,  the  physician 
should  watch  for  excessive  increase  in 
prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action 
of  sulfonylurea  and  sulfonamide-type 
agents  and  insulin.  Patients  receiving  such 
concomitant  therapy  should  be  carefully 
observed  for  this  effect. 

Side  effects 

The  most  common  side  effects  are  nausea, 
edema  and  drug  rash.  Infrequently  agranu- 
locytosis, generalized  allergic  reaction, 
stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed 
to  the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  are  also  possible  side 
effects  Confusional  states,  agitation,  head- 
ache. blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as 
have  hepatitis,  jaundice  and  several  cases 
of  anuria  and  hematuria  With  long-term 
use,  reversible  thyroid  hyperplasia  may 
occur  infrequently. 


history  of  blood  dyscrasia.  Because  of  the 
increased  possibility  of  toxic  reactions,  the 
drug  should  not  be  given  when  thepatient 
cannof  be  seen  regularly,  when  the 
patient  is  senile,  or  when  other  potent 
chemotherapeutic  agents  are  given  con- 
currently. Large  doses  of  Butazolidin®  alka 
are  contraindicated  in  patients  with 
glaucoma. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  side  effects  and 
contraindications  as  contained  in  the 
complete  prescribing  information. 

Butazolidin  alka 


Each  capsule  contains: 


Butazolidin,  brand  of 
phenylbutazone 

100  mq 

dried  aluminum 

hydroxide  qel 

100  mq. 

magnesium  trisilicate 

150  mq. 

homatropine 

methylbromide 

1 .25  mg. 

Butazolidin 

brand  of  phenylbutazone 
Tablets  of  100  mg. 


Contraindications 

These  include:  edema,  hypertension,  or 
danger  of  cardiac  decompensation  history 
or  symptoms  of  peptic  ulcer  renal,  hepatic 
or  cardiac  damage  history  of  drug  allergy; 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 

BU-3143 


stop  nausea 
and  vomiting 
of  pregnancy 

with  confidence 

£ 

Bonadoxin 

Meclizine  HCI  (25  mg.)  and  high  B6  content  (50  mg.) 


Documented  record  of  clinical  safety 

References:  1.  Goldsmith,  J.  W.:  Minn.  Med.  (Feb.)  1957.  2.  Groskloss, 
H.  H.,  Clancy,  C.  L.,  Healey,  E.  F.,  McCann,  W.  J.,  Maloney,  F.  D.,  Loritz, 
A.  F.:  Clinical  Medicine  (Sept.)  1955.  3.  Codling,  J.  W.,  Lowden,  R.  J.: 
Northwest  Med.  (March)  1958.  4.  Bethea,  R.  C.:  International  Record  of 
Med.  (May)  1960.  5.  Lenz,  W.,  Second 
International  Conference  on  Congenital 
Malformations,  N.  Y.,  N.  Y.,  (July)  1963. 

Side  effects:  the  incidence  of  drowsiness 
and  other  atropine-like  effects  is  low. 

However,  caution  patients  engaged  in 
activities  where  alertness  is  mandatory. 

J.  B.  Roerig  and  Company 
New  York,  New  York  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 


for  a 

nutritionally 

sound 

pregnancy 

ORRON^ 

Prenatal  nutritional 
supplement  with 
high  B6  content. 
Also  available  with 
fluoride. 


“All  Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests:  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn’t  so. 

\ou  might  also  say  that  all  registered  nurses 
aren’t  alike,  either. 
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JOe  in  the 

V-CWin 


V-Cillin  K now  costs  approximately  21  percent  less. 
This  significant  price  decline  constitutes  a substantial 
saving  and  still  offers  these  important  benefits  over 
penicillin  G: 

The  effectiveness  of  intramuscular  penicillin.  Just  three 
250-mg.  doses  daily  provide  total  twenty-four-hour 
penicillin  blood  levels  equal  to  those  achieved  by  injec- 
tion of  600,000  units  of  procaine  penicillin  G.  A 
fourth  dose  increases  daily  penicillemia  to  levels  35 
percent  above  those  achieved  by  injection. 

Consistent  dependability — even  in  the  presence  of  food. 

Comparative  pharmacologic  data  show  that  V-Cillin  K 
produces  peak  blood  levels  twice  as  high  as  those  of 
penicillin  G,  with  half  the  dose. 

New,  thin  coating  . . . new  size  and  shape.  The  new  coat- 
ing eliminates  the  characteristically  bitter  taste  of  oral 
penicillin  and  makes  V-Cillin  K tablets  easy  to  swallow. 
The  new  shape  makes  them  easy  for  physicians  and 
pharmacists  to  identify. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the  treatment  of 
streptococcus,  pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity  reac- 
tions are  much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be  administered  to  pa- 
tients with  a history  of  allergy  to  penicillin.  As  with  any  anti- 
biotic, observation  for  overgrowth  of  nonsusceptible  organisms 
during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three  times  a day 
to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and  V-Cillin  K, 
Pediatric,  125  mg.  per  5-cc.  teaspoonful,  in  40,  80,  and  150- 
cc.-size  packages. 

V-Cillin  K 

Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and  Com- 
pany, Indianapolis,  Indiana. 
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LIVE  MEASLES  VACCINE  WITHOUT  GAMMA 
GLOBULIN 

MARGARET  Q.  JENKINS,  M.  D.° 

Charleston,  S.  C. 


Measles  remains  an  important  disease 
causing  more  deaths  in  the  United 
States  than  any  other  common  child- 
hood disease.1  In  1963  there  were  385,156 
cases"  reported  with  364  deaths.  ' For  this  rea- 
son it  is  highly  desirable  to  encourage  the 
widespread  and  routine  use  of  measles  vac- 
cine which  has  repeatedly  been  shown  to  be 
highly  effective.  4-6 

Much  of  the  work  done  with  the  live  at- 
tenuated measles  vaccine  has  shown  that  when 
gamma  globulin  is  given  at  the  same  time  as 
the  vaccine,  a reduction  in  the  number  and 
severity  of  reactions  is  noted.  The  amount  of 
gamma  globulin,  with  a known  high  measles 
antibody  titer,  given  by  some  is  now  quite 
small,  being  only  .01  ml  per  pound  and  the 
reaction  rates  reported  are  approximately 
20'/  4 If  such  a small  amount  gives  the  de- 

sired reduction  in  reactions,  might  not  even 
smaller  amounts,  or  even  vaccine  without 
gamma  globulin,  give  an  acceptable  reaction 
rate?  This  study  was  therefore  planned  to  re- 
evaluate the  results  of  administration  of  live 
measles  vaccine  without  gamma  globulin. 
Method 

Infants  attending  a well  baby  clinic  8 months  of  age 

“Assistant  Professor  of  Pediatrics,  Medical  College 
Hospital  of  South  Carolina. 

Presented  at  meeting  of  Southern  Society  for  Pedi- 
atric Research,  Houston,  Texas,  December  4,  1964. 


and  older,  who  by  history  had  never  had  measles, 
were  placed  on  the  study.  Patients  who  gave  a history 
of  egg  or  antibiotic  sensitivity  were  not  included. 
Patients  were  given  0.5  ml  of  live  measles  vaccine0 
prepared  from  the  Edmonston  strain  of  measles  virus. 
Gamma  globulin  was  not  administered  to  these  pa- 
tients. Immediately  prior  to  this,  venous  blood  was 
obtained  for  a pre-immunization  titer  and  one  month 
later  a post-immunization  blood  sample  was  obtained. 
Serum  antibody  titers  were  done  by  Merck  Sharp  & 
Dohme  Research  Laboratories  by  the  complement- 
fixation  and/or  neutralization  titers.  The  parents  were 
instructed  to  observe  the  patient  for  possible  side 
effects;  specifically  fever,  rash  or  coryza  and  to  report 
these  to  the  clinic  at  two  weeks  and  one  month  post- 
immunization. 

Residts 

Three  hundred  patients,  the  majority  being  colored 
patients,  were  placed  on  the  study  and  of  these  25  did 
not  return  and  33  have  incomplete  titer  determinations 
or  blood  samples  unsatisfactory  for  titer  determina- 
tions. Thirty  patients,  or  approximately  12%,  were 
found  to  be  pre-immune  and  212  were  non-immune. 
Seventy-two  of  73  non-immune,  who  were  less  than 
one  year  of  age,  showed  a four-fold  increase  in  titer 
for  a 98.6  conversion  rate,  and  138  of  139,  who  were 
over  one  year  of  age,  showed  a similar  rise,  or  a 
99.3%  conversion  rate. 

Of  the  248  patients  returning  for  follow-up,  69,  or 
28%,  had  reactions  of  some  type.  Fever  was  the 
most  frequent  symptom  noted  with  60  patients,  or 
24%,  having  fever  according  to  the  mother,  but  not 
necessarily  documented  with  a thermometer  reading. 
The  degree  of  fever  as  given  by  the  mother  was 
“slight”  in  38  patients,  or  15%;  “moderate”  in  8 pa- 

° Merck  Sharp  & Dohme  Research  Laboratories 


MEASLES  VACCINE 


I LIVE  MEASLES  VACCINE  WITHOUT  GAMMA  GLOBULIN 
REACTIONS  - 248  PATIENTS 


Potients  with  Fever 


60 


High 


157. 

■ 

B 

Moderate  Mild 


tients,  or  3%;  “high”  in  2 patients,  or  0.9%  and 
“very  high”  in  13  patients,  or  5%.  (Figure  1.)  There- 
fore, only  6%  had  temperature  elevations  stated  as 
being  “high”  or  probably  over  102°.  The  temperature 
elevation  characteristically  occurred  between  the  7th 
and  14th  day,  with  most  reporting  fever  on  the  8th 
day,  which  lasted  one  or,  occasionally,  two  days. 

Thirteen  reported  other  symptoms  possibly  due  to 
tlie  vaccine  ( 6 with  cough,  2 with  anorexia,  2 with 
vomiting  and  one  each  with  malaise,  pruritis  and 
occipital  nodes). 

Of  the  non-immune  group  24.1%  and  of  the  pre- 
immune  group  23.3%  showed  some  fever  and  there 
was  no  significant  difference  in  the  two  groups  as  to 
degree  of  temperature  elevation.  Rash  was  reported  in 
12%  of  the  non-immune,  and  10%  of  the  pre-im- 
mune.  There  was  no  significant  difference  in  the 
reaction  rates  in  those  less  than  one  year  and  those 
over  one  year  of  age.  (Table  1.) 
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Since  the  temperatures  could  not  be  checked  by  an 
accurate  thermometer  reading,  it  was  felt  desirable  to 
compare  the  reaction  rate  to  that  reported  with 
routine  DPT  immunizations  in  the  same  clinic  popula- 
tion. Of  970  injections  of  alum  precipitated  diphtheria, 
pertussis,  tetanus  toxoid, ° of  these  59%  were  ac- 
companied by  systemic  reactions  of  fever,  irritability, 
lethargy  or  nausea  and  vomiting.  This  group  con- 
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sisted  of  339  patients  who  received  their  immuniza- 
tions according  to  the  routine  immunization  schedule 
recommended  by  the  American  Academy  of  Pedi- 
atrics,7 and  79%  of  them  had  reactions  to  one  or 
more  of  their  immunizations.  (Figure  II.) 


D ROUTINE  DPT  IMMUNIZATIONS 

REACTION  RATE  - 339  PATIENTS  ( 970  INJECTIONS) 

SYSTEMIC  LOCAL 


Live  attenuated  measles  vaccine  produces 
an  excellent  antibody  response  as  shown  by 
a 99%  sero-conversion  rate,  which  is  essen- 
tially the  same  as  shown  by  many  authors.  1' 4-6 
The  reason  for  administering  a small  dose  of 
gamma  globulin  at  the  same  time  as  the  live 
vaccine  is  to  reduce  the  incidence  of  reactions 
( or  measles  manifestations ) . In  a review  of  the 
literature  only  one  case  could  be  found  of  a 
serious  reaction  to  live  attenuated  measles  vac- 
cine and  this  was  a child  with  leukemia  who 
developed  giant  cell  pneumonia.8 

No  cases  of  encephalomyelitis  have  been  re- 
ported from  use  of  the  attenuated  virus  vac- 
cine, although  most  of  the  over  7 million  doses 
have  been  given  with  gamma  globulin.  Since 
with  the  live  measles  vaccine  various  groups 
have  not  been  able  to  demonstrate  viremia,  or 
transmission  of  the  infection  to  susceptibles, 
and  since  no  electroencephalographic  changes 
have  been  produced  by  the  vaccine,  it  would 
appear  that  the  attenuated  vaccine  is  unlikely 
to  cause  encephalomyelitis.  9'  10 

It  is  of  interest  that  there  was  no  significant 
reduction  of  reaction  rates  of  either  fever  or 
rash  in  the  pre-immune  as  compared  with  the 
non-immune.  Since  presumably  the  pre-im- 
munes  would  not  react  to  the  virus,  one  won- 
ders if  the  reported  reactions  are  due  to  the 
virus  or  to  other  substances  present  in  the 
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lyophilized  vaccine.  Possibly,  since  the  virus  is 
given  parenterally  rather  than  by  inoculation 
of  the  respiratory  epithelium,  the  recipient  re- 
acts differently. 

The  reactions  noted  in  this  study  are  not  of 
a magnitude  as  to  make  them  unacceptable  to 
parents  or  physicians  since  the  rate  is  consider- 
ably lower  than  those  for  DPT  immunizations. 
(Figure  III.)  The  addition  of  gamma  globulin 

m 

COMPARISON  OF  DPT  AND  MEASLES  VACCINE 
SYSTEMIC  REACTIONS 


with  a satisfactory  anti-measles  titer  to  the 
immunization  regimen  essentially  triples  the 
cost  of  the  immunization  and  thus  is  an  impor- 
tant factor  in  instituting  this  as  a routine  pro- 
cedure in  lower  economic  groups.  State  and 


county  health  departments  should  be  able  to 
offer  this  to  their  clinics  much  sooner  if 
gamma  globulin  is  not  used. 

Summary 

In  a well  baby  clinic  300  patients  received 
live  attenuated  measles  vaccine  (Edmonston 
strain)  without  an  injection  of  gamma  globu- 
lin. Pre-immunization  and  post-immunization 
titers  were  obtained  which  showed  a 99% 
sero-conversion  rate.  The  incidence  of  re- 
actions or  mild  measles  resulting  was  rela- 
tively low,  being  only  28%,  which  is  only  10% 
higher  than  the  incidence  reported  by  others 
giving  gamma  globulin  with  the  live  vaccine. 
Most  of  the  reactions  were  febrile  in  nature 
and  of  these  15%  were  mild  temperature  ele- 
vations and  only  6%  were  high,  or  probably 
over  102°.  Morbilliform  rash  occurred  in  12%. 

A comparison  of  the  incidence  of  reactions 
to  DPT  immunizations  in  the  same  clinic  pop- 
ulation was  also  made  and,  of  970  injections, 
59%  were  accompanied  by  systemic  reactions 
of  fever,  irritability,  lethargy,  etc.  This  group 
consisted  of  339  patients  who  received  their 
immunizations  according  to  the  routine  well 
baby  clinic  schedule  and  79%;  of  them  had  re- 
actions to  one  or  more  of  their  immunizations. 

Since  most  physicians  and  parents  accept 
the  greater  incidence  of  reactions  to  DPT  im- 
munizations without  undue  concern,  the  lower 
incidence  of  reactions  to  measles  vaccine  may 
be  just  as  acceptable.  Since  the  omission  of 
gamma  globulin  in  the  immunization  plan  for 
measles  would  significantly  lower  the  cost,  this 
method  may  hasten  the  institution  of  measles 
vaccine  as  part  of  the  routine  immunizations 
offered  by  state  and  county  health  depart- 
ments. 


REFERENCES 


1.  Krugman,  S.,  Giles,  J.  P.,  Jacobs,  A.  M.  and  Fried- 
man, H.:  Studies  with  live  attenuated  measles- 
virus  vaccine,  Amer  J Dis  Child  103:353,  1962. 

2.  Morbidity  and  Mortality  Weekly  Report,  Com- 
municable Disease  Center,  12,  No.  53 — Table  II, 
page  4,  Sept.  30,  1964. 

3.  Monthly  Vital  Statistics  Report,  National  Center 
for  Healtli  Studies,  13,  No.  8,  supplement,  Nov.  2, 
1964,  Table  III,  P.  4. 

4.  Stokes,  J.,  Weibel,  R.,  Halenda,  R.,  Reilly,  C.  M., 
Ililleman,  \1.  R.:  Enders’  live  measles-virus  vac- 
cine with  human  immune  globulin,  Amer  J Dis 
Child  103:366,  1962. 


5.  Fulginiti,  V.  A.  and  Kempe,  C.  II.:  Measles  ex- 
posure among  vaccine  recipients,  Amer  J Dis 
Child  106:450,  1963. 

6.  Weibel  R.,  Halenda,  R.,  Stokes,  J.,  Jr.,  Ililleman, 
M.  R.  and  Buynak,  E.  B.:  Administration  of 
Enders’  live  measles  virus  vaccine  with  human 
immune  globulin.  JAMA  180:1086,  1962. 

7.  Report  of  the  Committee  on  the  Control  of  In- 
fectious Diseases  1964:  American  Academy  of 
Pediatrics,  Evanston,  111. 

8.  Mitus,  A.,  Holloway,  A.,  Evans,  A.  E.,  and 
Enders,  J.  F.:  Attenuated  Measles  vaccine  in  chil- 


September,  1965 


263 


GREENVILLE  CANCER  PROJECT 


dren  with  acute  leukemia.  Amer  J Dis  Child  103: 
413,  1962. 

9.  Katz,  S.  L.,  Kempe,  C.  H.,  Black,  F.  L.  Lepow, 
M.  L.,  Krugman,  S.,  Haggerty,  R.  J.  and  Enders, 
J.  F.:  Studies  on  attenuated  measles-virus  vaccine, 


New  Eng  J Med  263:180,  1960. 

10.  Gibbs,  F.  A.,  Gibbs,  E.  L.,  Rosenthal,  I.  M.: 
Electroencephalographie  study  of  children  im- 
munized against  measles  with  live  attenuated  virus 
vaccine.  New  Eng  J Med  264:800,  1961. 


GREENVILLE  COUNTY  SPECIAL  CANCER  PROJECT 

GEORGE  M.  GRIMBALL,  M.  D. 

Greenville,  South  Carolina 


All  of  us  are  aware  that  the  death  rate 
from  cancer  is  exceeded  only  by  that  of 
deaths  due  to  cardiovascular  disease.  A 
recent  national  study1  states  that  cancer 
caused  16%  of  deaths  in  1963,  which  is  in 
sharp  contrast  to  the  situation  in  1900,  when 
cancer  caused  only  3.7%  of  all  deaths. 

It  is  obvious  that  some  of  this  marked  in- 
crease in  the  death  rate  is  due  to  the  changing 
age  composition  of  our  population.  Many  more 
people  are  surviving  the  infectious  diseases  of 
youth  and  middle  age,  only  to  succumb  to 
the  diseases  of  the  more  advanced  years.  How- 
ever, when  cancer  death  rates  are  adjusted  for 
the  changing  age  composition  of  the  popula- 
tion, it  is  still  evident  that  cancer  is  an  in- 
creasing threat;  for  example,  in  1900,  the  ad- 
justed death  rate  was  79.6  per  100,000  people; 
in  1963,  the  comparable  rate  was  126.6. 

It  was  estimated  that  830,000  people  in  the 
United  States  would  be  under  treatment  for 
cancer  in  1963,  with  an  estimated  540,000 
new  cases  diagnosed  for  the  first  time.  On 
the  basis  of  current  trends,  about  one  in  every 
four  people  alive  in  the  United  States  today 
can  be  expected  to  develop  cancer  at  some 
time  in  his  or  her  life.  Moreover,  thirty-two 
million  Americans  now  alive  will  die  from  can- 
cer unless  new  protective  measures,  treatments 

Former  Director,  Cancer  Clinic,  Greenville  General 
Hospital. 


or  curative  procedures  are  developed  and 
used. 

The  above  facts  and  figures  are  national  sta- 
tistics, compiled  by  statisticians  at  the  Na- 
tional Institute  of  Health  and  by  the  Public 
Health  Service.  It  is  known  that  cancer  in- 
cidence varies  from  region  to  region,  with  such 
factors  as  age,  race,  occupation,  and  the  urban 
and  rural  ratio  affecting  the  incidence.  Apply- 
ing the  current  national  formula  to  South 
Carolina  and  Greenville  County,  the  cancer  in- 
cidence predicted  for  1963  was  6,000  and  525, 
respectively. 

In  discussing  the  incidence  of  cancer  locally 
with  Dr.  Frank  Geiger,  the  chief  of  the  Section 
of  Cancer  Control  of  the  South  Carolina  Board 
of  Health,  the  question  arose  as  to  the  ac- 
curacy of  these  estimates.  Dr.  Geiger  felt  that 
all  estimates  of  cancer  incidence  had  their 
flaws,  and  that  the  true  cancer  incidence  prob- 
ably exceeded  the  estimates.  Further,  he  was 
interested  in  formulating  a special  project 
to  determine  the  characteristics  of  all  newly 
diagnosed  cancer  cases  in  one  of  the  larger 
counties  in  South  Carolina.  It  was  felt  that 
this  would  give  a more  accurate  picture  of  the 
incidence  of  cancer  among  our  local  popula- 
tion than  would  the  figures  obtained  from  the 
cancer  clinic  registry  at  the  Greenville  General 
Hospital.  The  cancer  clinic  has  a larger  per- 
centage of  service  patients,  and  also  the  re- 
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ferral  area  may  include  all  or  parts  of  several 
counties. 

To  accelerate  this  program  of  complete  can- 
cer reporting,  Dr.  Geiger  assigned  Mrs.  Mary 
Carter,  medical  social  worker,  and  Mrs.  Irene 
Lytle,  records  analyst,  from  his  office  in 
Columbia.  They  worked  in  close  cooperation 
with  Miss  Bea  King,  the  Public  Health  Nurse 
assigned  to  the  Greenville  Cancer  Clinic,  and 
Mrs.  Norma  Marrett,  the  clinic  secretary,  in 
determining  exactly  which  cases  of  cancer  re- 
sided in  Greenville  County.  In  addition  to  this 
time-consuming  work,  it  was  often  necessary 
to  obtain  further  information  about  the  in- 
dividual cases,  since  often  the  case  reports 
contained  only  the  barest  essentials.  At  one 
time  or  another,  the  following  sources  were 
used  to  obtain  additional  facts:  Greenville  tele- 
phone directory.  City  Directory,  Post  Office, 
Welfare  Department,  the  knowledge  of  other 
public  health  nurses,  death  certificates,  the 
files  of  private  physicians,  including  those  of 
the  pathology  laboratory  of  Doctors  Dreskin, 
Kilgore  and  Waters.  In  addition  to  these 
sources,  the  in-patient  and  out-patient  charts 
and  the  social  service  departments  of  the  vari- 
ous hospitals  throughout  the  county  were  con- 
sulted. The  task  of  making  this  incidence  re- 
port as  complete  and  accurate  as  possible  was 
an  enormous  one,  and  all  of  those  who  worked 
on  this  aspect  of  the  project  are  to  be  com- 
mended. 

The  statistics,  which  were  compiled  by  the 
Tabulating  Unit  of  the  State  Board  of  Health, 
are  interesting  and  provide  a few  surprises, 
both  pleasant  and  unpleasant.  There  were  693 
newly  diagnosed  cases  of  cancer  in  Greenville 
County  in  1963,  which  was  168  greater  than 
the  estimated  incidence  previously  calculated 
on  a national  formula  basis.  Eighty-five,  or 
12.3%  of  the  total  of  693  new  cases,  were  first 
reported  by  death  certificate.  Within  the  year, 
moreover,  ninety,  or  12.9%  of  the  new  cases 
had  died. 

It  is  encouraging  to  note  that  622,  or  89.7 % 
of  the  cases,  were  microscopically  proven.  The 
percentage  of  cancer  diagnoses  that  are  micro- 
scopically confirmed  provides  a rough  index 


of  the  quality  of  medical  care  in  a community, 
and  our  percentage  ranks  favorably  with  other 
groups,  such  as  California  and  Connecticut, 
which  have  the  most  complete  cancer  statistics 
of  any  of  the  states. 

It  might  be  surprising  to  some  that  any  case 
not  microscopically  proven  woidd  be  included 
in  a cancer  series.  However,  most  of  us  can 
recall  a case  which  clinically  had  all  of  the 
aspects  of  cancer,  but  which  did  not  have  a 
microscopic  diagnosis.  Such  cases  include 
those  of  prostatic  carcinoma  with  typical  bony 
metastases  by  x-ray  finding  and  with  a positive 
acid  phosphatase;  gastrointestinal  lesions, 
diagnosed  by  x-ray,  but  considered  inoperable 
for  various  reasons;  pancreatic  lesions  which 
were  examined  by  biopsy  at  laparotomy  and 
found  inconclusive  histologically;  advanced 
lung  lesions;  and  so  forth.  It  is  felt  by  many 
cancer  clinicians  that  a true  incidence  of  can- 
cer should  include  the  records  of  all  patients 
with  cancer,  diagnosed  by  any  means,  in- 
cluding those  without  microscopic  diagnosis. 
Clinically  diagnosed  cases  are  included  be- 
cause ( 1 ) it  is  considered  desirable  to  evaluate 
the  survival  experience  on  all  cases  diagnosed 
as  cancer,  (2)  the  survival  rates  for  clinically 
diagnosed  cases  have  been  found  to  be 
markedly  lower  than  those  of  the  micro- 
scopically confirmed  cases,  and  exclusion  of 
them  would  artificially  raise  the  survival  rates, 
giving  a distorted  picture,  and  (3)  an  active 
hospital  cancer  committee  will  then  be  cogni- 
zant of  those  cases  diagnosed  without  micro- 
scopic confirmation,  and  can  work  towards  the 
goal  of  a definitive  histological  diagnosis  in 
every  case  of  cancer. 

Other  statistics  of  interest  showed  that  more 
females  developed  cancer  in  1963  than  did 
males;  this  is  the  reverse  of  the  national  trend. 
Also,  the  6.3%  of  the  population  which  was 
over  65  years  of  age  accounted  for  35%  of 
the  newly  reported  cases  of  cancer.  This  dis- 
proportionate contribution  by  the  older  mem- 
bers of  our  society  justifies  the  high  index  of 
suspicion  of  malignancy  in  any  illness  among 
the  elderly. 

Of  the  newly  diagnosed  cases,  50%  had 
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localized  cancer.  At  first  glance,  the  ratio  of 
one  localized  case  for  each  advanced  case  ap- 
pears to  be  a respectable  figure;  however,  if 
we  eliminate  skin  cancer  (curable  in  90%  of 
cases),  and  leukemia,  Hodgkin’s  disease,  and 
lymphoma  (which  is  not  considered  curable 
by  present  treatment0),  the  percentage  of 
localized  cases  drops  to  25%. 

This  last  figure  is  the  most  disturbing  of  all. 
It  means  that,  despite  the  tremendous  ad- 
vances in  methods  of  diagnosis  and  treatment 
of  cancer  that  have  been  made  in  the  past  few 
years,  75%  of  the  newly  diagnosed  cases  of 
cancer  in  Greenville  County  in  1963  could  be 
offered  only  palliative  therapy  and  sympto- 
matic care.  This  fact  should  serve  as  a chal- 
lenge and  a goad  to  us  at  the  “grass-roots” 
level  to  strive  continually  to  reduce  the  delay 
by  both  patient  and  doctor  in  diagnosing  can- 
ine C.  Easson,  M.  D.1 2  believes  that  localized 
Hodgkins’  Disease  and  lymphosarcoma  can  be  cured  if 
the  iymphadenopathy  is  confined  to  one  lymph  node 
region  and  is  amenable  to  radical  irradiation  in  one 
undivided  volume  of  tissue. 


cer.  None  of  the  newer,  more  heroic  opera- 
tions, none  of  the  newer,  more  esoteric  chemo- 
therapeutic agents,  none  of  the  newer,  more 
refined  radiological  techniques  is  of  much 
benefit  to  the  patient  whose  cancer  has  spread 
before  it  has  been  diagnosed. 

Summary 

The  national  incidence  of  cancer  has  in- 
creased in  the  past  few  years,  and  this  increase 
is  not  due  entirely  to  the  changing  age  com- 
position of  our  population.  In  applying  the 
current  formula  of  national  cancer  incidence 
to  Greenville  County  for  1963,  we  found  that 
the  local  incidence  of  new  cases  of  cancer  was 
greater  than  had  been  predicted. 

Various  other  statistics  have  been  presented, 
the  most  alarming  one  being  that  75%  of  the 
new  cases  had  already  spread  when  first  diag- 
nosed. Until  this  figure  is  lowered,  the  newer 
methods  of  diagnosis  and  therapy  cannot  be  of 
maximum  benefit.  Therefore,  it  behooves  all 
of  us,  professional  men  as  well  as  laymen,  to 
work  towards  diagnosing  cancer  while  the  dis- 
ease is  still  localized. 
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During  the  past  ten  years,  55  patients  with  phleg- 
masia cerulea  dolens  have  been  reported.  In  the 
same  interval,  14  patients  who  have  not  been  reported 
were  observed  by  the  authors.  Thus,  69  patients  com- 
prise the  basis  for  the  present  study. 

Despite  the  recent  advances  in  vascular  diseases,  the 
basic  physiopathologieal  differences  between  phleg- 
masia alba  dolens  and  phlegmasia  cerulea  dolens  are 
not  entirely  understood.  There  is,  unequivocally,  mas- 
sive venous  occlusion,  but  there  must  be  other  factors, 
since,  at  times,  there  is  spontaneous  recovery  as  well 
as  dramatic  improvement  in  the  clinical  picture  follow- 
ing thrombectomy,  simple  ligation  of  the  vena  cava  or 
sympathetic  blockage.  The  exact  causes  for  ischemia 
and  gangrene  are  conjectural,  but  the  answer  prob- 


ably is  related  to  the  obstruction  to  blood  flow  at  the 
arteriole-capillary  venule  level.  This  obstruction  may 
be  due  to  spasm  of  the  vessels  or  stasis  thrombosis  or 
both. 

Since  the  occlusive  process  may  involve  more  than 
one  venous  system  in  distant  parts  of  the  body,  and 
is  often  associated  with  malignant  and  diseased  states, 
there  may  be  an  unrecognized  chemical  reaction  pro- 
ducing the  bizarre  picture. 

Principle  of  treatment  should  include  throm- 
bectomy, sympathetic  nerve  block,  gravity  drainage, 
anticoagulants,  partial  or  complete  ligation  of  the 
vena  cava  when  indicated  and  early  excision  of 
gangrenous  parts. 

Regardless  of  the  type  of  treatment,  the  overall 
mortality  is  31.9%  of  the  surviving  patients,  31.9% 
lose  tissue,  and  46.3%  have  the  post-phlebitic  syn- 
drome. 
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Robert  Koch,  in  1882,  first  isolated 
tubercle  bacilli  from  subjects  suffering 
from  pulmonary  tuberculosis;  and  fur- 
ther proved  its  etiologic  relationship  with  the 
disease  by  producing  a similar  process  in 
animals  from  whom  he  could  isolate  the  same 
microorganisms  and  reproduce  the  disease. 
Before  the  turn  of  the  century,  an  Italian 
scientist,  Maffuci,  in  1890  had  isolated  and 
identified  the  avian  tubercle  bacillus  that  pro- 
duced a tuberculosis-like  disease  in  fowl;  and 
Theobald  Smith,  a Harvard  professor  of  com- 
parative anatomy,  in  1898,  isolated  the  bovine 
tubercle  bacillus  from  diseased  cattle.  It  is 
interesting  to  note  that  the  appearance  of  this 
third  strain  of  tubercle  bacilli  brought  about 
much  disagreement  as  to  its  potential  to  pro- 
duce disease  in  humans.  Koch  himself  led  the 
opposition  in  the  controversy  over  its  patho- 
genicity for  man.  Scientist  that  he  was,  how- 
ever, he  repeated  much  of  Smith’s  work  and 
retracted  his  opposition,  agreeing  that  this 
bovine  strain,  prevalent  in  cattle,  could  indeed 
cause  tuberculosis  in  man.  With  the  settlement 
of  this  difference  on  the  bovine  tubercle  bacil- 
lus, there  appeared  to  be  somewhat  of  a 
drought  in  further  identification  of  myco- 
bacteria despite  their  known  prevalence  in 
nature. 

Although  there  were  occasional  reports, 
such  as  that  of  Max  Pinner  in  1935, 1 of  unusual 
acid  fast  organisms  isolated  from  ill  patients, 
from  various  body  sources,  there  was  sur- 
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prisingly  little  further  progress  in  defining 
mycobacteria  until  within  recent  years  when 
the  widespread  use  of  many  cultures  became 
commonplace.  It  is  probable  that  most  labora- 
tories encountered  atypical  acid  fast,  slow 
growing  organisms  prior  to  the  1950’s  and 
simply  called  them  non-pathogenic  when  they 
failed  to  produce  progressive  disease  in  the 
standard  laboratory  animal,  the  guinea  pig- 
In  the  early  1950’s,  however,  reports  began  to 
appear  such  as  that  of  Buhler,  Poliak  and 
others,  giving  incontrovertible  evidence  of 
even  fatal  disease  caused  by  acid  fast  micro- 
organisms other  than  the  then  recognized 
three  types.2’ 3 These  reports  concerned  deaths 
in  an  infant  and  a 21  year  old  white  male  from 
generalized  granulomatous  disease  caused  by 
acid  fast  microorganisms  having  a yellowish 
pigment  and  smooth  colonies  and  non-patho- 
genic  for  the  guinea  pig,  almost  certainly 
Group  I or  M.  kcinsasii;  and  a rapid  grower 
isolated  from  a 54  year  old  woman  with 
cardiospasm  and  aspiration  pneumonitis  which 
was  non-pathogenic  for  guinea  pig,  but 
markedly  so  for  mice,  almost  certainly  M. 
fortuitum  in  Group  IV.  Even  earlier,  in  1943, 
Feldman  reported  an  unusual  mycobacterium 
isolated  from  a man  suffering  from  long  stand- 
ing chronic  pulmonary  disease,  with  20  out  of 
90  smears  positive  for  acid  fast  bacteria  and 
six  cultures  having  an  atypical  morphology  in 
the  colonies  and  failing  to  produce  pathologic 
changes  in  guinea  pigs.'  He  also  observed  that 
these  mycobacteria  did  have  limited  patho- 
genity  for  rabbits  and  produced  localized 
lesions  in  chickens.  Since  he  noted  that  the 
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TABLE  1 

IDENTIFICATION  OF  ATYPICAL  MYCOBACTERIA  RUNYON 

Pigmentation 

Grown  in  dark  Exposed  to  light 

White  to  buff  colored  Develop  lemon  yellow  color- 

smooth  moist  appearing  Actively  growing  colonies 


Organism 

GROUP  I 
( Photochromogens ) 

M.  Kansasii 

GROUP  II 
( Scotochromogens ) 

GROUP  III 

( Non-Photochromogens) 
Sub  Group  Ilia 
Rattey  bacillus 

Sub  Group  Illb 

GROUP  IV 
( Rapid  Growers ) 

M.  fortuitum 


Yellow  to  pale  orange 
White  or  buff  colored 

Yellow  to  pale  orange 


Pigment  usually  deepens 
to  orange  and  reddish 

Same — Unchanged  by 
exposure  to  light 


Same — Unchanged  by 
exposure  to  light 


Growths  mature  within  4 to  7 days 
Color  may  or  may  not  be  present — 
Irrelevant  for  identification. 


colonies  were  nonchromogenic,  although  a few 
showed  slight  “yellow  chromogenesis,”  it  can 
be  assumed  that  this  was  the  first  report  on 
what  we  now  term  the  non-photochromogens 
or  Group  III.  It  was  also  observed  in  this  case 
that  even  in  a family  of  ten  contacts  none  was 
found  to  have  tuberculosis  or  other  disease, 
hinting  at  what  has  now  been  substantiated — 
that  disease  from  these  atypical  organisms  is 
not  transmitted  from  person  to  person  as  is 
tuberculosis.  With  the  reports  of  the  Battey 
Group  on  their  investigations  with  the  non- 
chromogenic mycobacteria  in  1957, 6 and  later 
on,  pulmonary  disease  caused  by  photo- 
ehromogenic  mycobacteria  in  1958,"  the  real 
scope  of  these  atypical  mycobacteria  began  to 
unfold. 

With  these  increased  findings  and  the  con- 
sequent interest  in  these  atypical  organisms, 
Runyon  proposed  a temporary  method  of  clas- 
sification to  bring  some  coordination  to  the 
ever  increasing  reports.7’ 8 This  classification 
was  based  primarily  on  pigment  producing 
characteristics  in  the  presence  or  absence  of 
light. 

In  addition  to  the  colonial  characteristics 
and  pathogenicity  tests  in  various  animals, 
there  are  cytochemical  tests  which  are  often 
necessary  for  further  specific  identification. 

The  cytochemical  tests  are  based  upon  the 
different  biological  characteristics  of  the  sev- 


eral mycobacteria.  These  may  be  shown  by 
relative  ability  or  inability  of  the  bacterial 
cells  to  produce  nicotinic  acid  (niacin),  to  fix 
a certain  indicator  dye  (neutral  red),  to  re- 
duce nitrate,  and  to  form  acid  in  a carbo- 
hydrate medium.  Other  cytochemical  tests  de- 
pend upon  difference  in  bacterial  enzyme 
activity,  including  catalase  activity,  aryl- 
sulfatase  activity  and  lipase  activity  in  release 
of  oleic  acid  from  the  polyethylene  derivative 
of  sorbitan  mono-oleate  (Tween  80). 

Cytochemical  tests  provide  valuable  aid  in 
differentiating  the  mycobacteria  by  methods 
offering  advantages  in  economy  and  time  as 
compared  with  use  of  animals,  although  the 
latter  may  still  be  required  in  some  cases. 

Since  1960,  these  so-called  atypical  myco- 
bacteria have  been  reported  in  increasing 
numbers  by  the  South  Carolina  State  Board 
of  Health  Laboratory.  Some  analysis  of  these 
is  the  purpose  of  this  report.  In  the  period 
from  January  1,  1960,  to  December  31,  1963, 


TABLE  2 

ATYPICAL  AFB  CULTURES  1964 
COMPARED  WITH  1960  - 1963 


% 

1960-63 

1964 

% 

100 

1215 

Total  Cult. 

717 

100 

1.2 

15 

Group  I 

17 

2.4 

23,3 

283 

Group  II 

101 

14.1 

73.7 

895 

Group  III 

518 

72.2 

1.8 

22 

Group  IV 

81 

11.3 
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there  were  over  1,200  reports  of  acid  fast 
mycobacteria  other  than  M.  tuberculosis  from 
804  persons.  During  1964  alone  there  were  717 
such  reports  from  5.54  persons. 

As  shown  below  in  Table  3,  the  relative 
occurrence  of  the  atypical  groups  in  persons 
studied  does  not  differ  significantly  from  the 
occurrence  in  cultures  studied. 

TABLE  3 


PERSONS  WITH  ATYPICAL  AFB  CULTURES 

1960-63  COMPARED  WITH  1964 


% 

1960-63 

1964 

% 

100 

804 

Total  Persons 

554 

100 

1.37 

11 

Group  I 

15 

2.7 

28.86 

232 

Group  II 

101 

18.2 

67.66 

544 

Group  III 

375 

67.7 

2.11 

17 

Group  IV 

63 

11.4 

It  can  be  seen  that  Group  III  is  the  preva- 
lent one  in  South  Carolina,  grouping  this  state 
with  Georgia,  Florida,  and  Alabama  to  the 
south,  and  North  Carolina  to  the  north  and  in 
contrast  to  Virginia  and  other  states  to  the 
northwest  and  southwest,  where  Group  I 
is  the  prevalent  significant  atypical  myco- 
bacterium. s’ 11  Group  II  is  the  second  largest 
type,  but  with  generally  single  isolates.  Group 
II  mycobacteria  are  not  generally  considered 
significant  as  they  rarely  are  found  under  cir- 
cumstances indicating  primary  relationship 
with  pulmonary  disease.  This  group  has  been 
reported  as  the  causative  microorganisms  in 
lymphadenitis  in  children,  however.  The 
Groups  I and  IV  account  for  less  than  2%  each 
during  1960-1963  and  slightly  higher  in  1964, 
especially  the  Group  IV. 

Table  4 breaks  down  the  Group  III  cultures 
as  they  occurred  in  persons  classified  by  sex 
and  race,  for  the  period  1960-1963.  It  is  noted 
that  Group  III,  as  in  all  previous  studies,  is 
more  prevalent  in  males,  especially  white 
males. 


TABLE  4 
GROUP  III 

DISTRIBUTION  BY  RACE 

AND  SEX 

Total 

895 

100% 

W.M. 

382 

42.7% 

W.F. 

139 

15.5% 

CM. 

232 

25.9% 

C.F. 

142 

15.9% 

An  attempt  was  then  made  to  determine 
whether  or  not  there  were  any  geographical 
localizations  within  the  State  in  which  these 
atypical  mycobacteria  were  found. 

The  percentage  for  the  entire  state  is  3.80% 
atypicals  of  all  types  of  all  cultures  submitted 
for  mycobacteria  for  the  period  1960-1963.  In 
1964  this  had  risen  to  5.1%  of  all  cultures  com- 
pared with  5%  positive  for  M.  tuberculosis. 
Noting  Lexington  County,  centrally  located, 
as  having  the  highest  percentage,  9.32%; 
Chesterfield,  on  our  northern  border  having 
7.36%;  and  Hampton  and  Jasper  Counties  fol- 
lowing in  order,  (6.85  and  6.92%)  near  our 
southern  border,  it  would  appear  that  these 
microorganisms  are  not  geographically  local- 
ized. Although  the  percentages  ranged  from 
less  than  one  percent,  as  in  York  County,  on 
the  northern  border,  they  did  appear  in  every 
county. 

By  far  the  vast  majority  of  the  atypicals 
were  single  isolates,  with  the  multiple  isolates 
being  in  Group  III,  and  to  a lesser  extent  in 
Group  II,  but  with  two  multiple  isolates  in 
Group  IV.  One  patient  was  found  who  had 
isolates  of  all  four  groups  of  the  atypicals,  in 
addition  to  multiple  isolates  of  M.  tubercu- 
losis; and  eight  with  at  least  three  of  the  atypi- 
cal groups. 

In  his  original  classification,  Runyon  defined 
the  Groups  I and  III  as  generally  capable  of 
causing  disease  in  man,  the  former  in  the  north 
central  and  northern  and  southwestern  states, 
and  the  latter  in  the  southeastern  states,  with 
Groups  II  and  IV  rarely  productive  of  disease 
in  man.  However,  there  have  been  increasing 
reports  of  granulomatous  lymphadenitis  in 
children  from  which  Group  II  have  been  iso- 
lated. These,  as  indeed  I and  III,  must  be 
considered  opportunist  in  contrast  to  the 
obligate  pathogen,  M.  tuberculosis. 

Since  these  atypicals  are  not  obligate  patho- 
gens, there  must  be  some  normal  habitat  in 
nature.  This  is  yet  to  be  well-defined,  though 
the  soil,  as  in  other  well  known  fungus  dis- 
eases, is  most  suspect;  and  indeed,  there  are 
reports  of  isolation  of  Group  III,  specifically 
Ill-a  ( Battey  bacillus),  from  soil  and  vege- 


September,  1965 


269 


“atypical”  mycobacteria 

ATYPICAL  MYCOBACTERIA  1960  - 1963 
NUMBER  OF  ISOLATES  BY  CROUP,  RACE  AND  SEX 


GROUP  I GROUP  II  GROUP  III  GROUP  IV 


No.  Isolates 

WM 

WF 

CM 

CF  WM 

WF 

CM 

CF 

WM 

WF 

CM 

CF 

WM 

WF 

CM 

CF 

One 

3 

4 

2 55 

24 

67 

42 

125 

48 

131 

71 

9 

3 

3 

Two 

1 

1 

1 

6 

4 

7 

10 

30 

11 

22 

14 

Three 

2 

2 

2 

2 

19 

10 

12 

3 

1 

Four 

2 

i 

4 

3 

3 

1 

Five 

i 

4 

4 

3 

Six 

3 

1 

1 

Seven 

2 

1 

Eight 

i 

Nine 

2 

10  - 20 

1 

1 

20  - 30 

1 

Total  Pts. 
Each  Group 

4 

1 

5 

2 65 

30 

77 

55 

191 

77 

169 

93 

10 

0 

3 

4 

these  from  a clearcut  classification  as  atypical 
disease  due  to  Group  1 mycobacteria.  On  five 
persons  with  one  or  two  reports  of  Group  I, 
there  was  no  further  information.  Although 
these  reports  do  not  indicate  it,  we  know 
of  at  least  two  cases  of  extremely  chronic  pul- 
monary disease,  very  resistant  to  all  treatment 
and  due  to  Group  I mycobacteria,  originating 
within  South  Carolina. 

Of  the  17  with  multiple  Group  II  isolates,  15 
had  isolates  of  M.  tuberculosis-,  and  the  Group 
II  were  therefore  not  considered  significant. 
One  was  in  an  elderly  white  male  on  whom  no 
further  information  was  available,  and  one  a 
Negro  female  with  four  Group  II  isolates  and 
three  Group  III  isolates  and  no  M.  tuberculo- 
sis. This  confirms  other  findings  of  a lack  of 
evidence  of  Group  II  as  a cause  of  pulmonary 
disease. 

Of  the  52  multiple  Group  III  isolates,  ten 
had  isolates  of  M.  tuberculosis,  and  were 
therefore  considered  not  significant.  Thirty- 
three  with  multiple  Group  III  isolates  were 
rather  characteristic  of  what  has  previously 
been  described  as  pulmonary  disease  due  to 
the  non-photoehromogenic  mycobacteria.  Of 
these,  25  were  white  males  and  four  were 
white  females.  Only  four  were  Negro,  three 
female,  and  one  male.  Response  to  treatment 
was  poor  with  sputum  remaining  positive  for 
Group  III  mycobacteria  despite  treatment  con- 


tables,  and  Group  I having  been  isolated  from 
house  dust.10  Groups  II  and  III  and  IV  have 
been  isolated  from  healthy  people  in  Georgia 
with  normal  x-ray  films.11  In  specimens  of 
sputum  or  saliva  obtained  from  122  healthy 
plantation  workers.  Group  III  was  isolated  in 
eight,  Group  II  in  three,  and  Group  IV  in  five. 
Group  II  has  also  been  isolated  from  a con- 
siderable number  of  specimens  of  tap  water  in 
some  laboratories,  a fact  emphasizing  the 
necessity  of  sterile  techniques  in  all  culture 
procedures. 

From  the  foregoing  it  is  easily  understand- 
able that  a single  isolate  of  the  atypieals  does 
not  have  the  clinical  significance  of  a single 
isolate  of  M.  tuberculosis,  and  generally  to 
establish  disease  caused  by  the  atypical  myco- 
bacteria requires  multiple  isolates,  or  isolates 
from  tissue  and  in  absence  of  M.  tuberculosis. 

Of  the  26  patients  in  whom  Group  I was  re- 
ported, nine  had  multiple  positive  cultures  for 
Al.  tuberculosis,  with  only  single  isolates  of 
Group  I and  not,  therefore,  considered  signifi- 
cant. On  12  persons  from  whom  Group  I was 
isolated  one  or  two  times,  there  was  no  record 
of  cultures  of  Al.  tuberculosis,  although  tuber- 
culosis in  various  stages  was  clinically  diag- 
nosed. Clinical  features,  history  of  familial  ex- 
posure to  proven  tuberculosis  and  appearance 
of  other  atypical  cultures  prevented  any  of 
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tinued  as  long  as  ten  years.  In  the  nine  other 
patients  in  whom  Group  III  mycobacteria  ap- 
peared multiple  times,  the  scanty  records 
available  are  not  sufficient  to  exclude  the  pos- 
sibility of  M.  tuberculosis  having  been  present 
in  the  past,  and  other  clinical  features  were 
not  characteristic  of  atypical  infections. 

There  were  six  persons,  three  white  males, 
one  each  Negro  male,  Negro  female  and  white 
female,  from  whom  multiple  isolates  of  Group 
IV  were  the  only  acid  fast  bacilli  found.  Three 
were  white  males  all  past  60  years  of  age.  Two 
of  these  were  admitted  to  the  South  Carolina 
Sanatorium  for  short  periods,  with  findings  in 
that  laboratory  also,  of  positive  smears  and 
only  Group  IV  cultures.  The  clinical  status  of 
their  disease  remains  active  over  two  years 
despite  chemotherapy  for  tuberculosis,  con- 
tinued during  this  entire  period  on  at  least  one 
of  them.  The  other  white  male,  61  years  old, 
was  admitted  to  the  Veterans  Administration 
Hospital,  Oteen,  North  Carolina,  with  pulmon- 
ary disease  observed  to  progress  from  minimal 
inactive  to  moderately  advanced  active,  three 
cultures  being  positive  for  Group  IV  myco- 
bacteria.  He  was  classified  Group  III  there, 
and  had  excision  of  the  left  upper  lobe  and  the 
superior  segment  of  the  left  lower  lobe.  His 
discharge,  delayed  because  of  appearance  of 
two  positive  smears  after  his  surgery,  was 
allowed  after  it  was  determined  that  these 
specimens  grew  out  Group  IV  organisms. 
He  is  continuing  chemotherapy  for  tuber- 
culosis, but  there  have  been  no  further 
bacteriologic  reports  since  his  discharge.  The 
one  Negro  female  of  these  six  Group  IV 
cases  with  multiple  Group  IV  isolates  was 
hospitalized  in  the  South  Carolina  Sana- 
torium for  six  years  beginning  in  1954.  It 
is  interesting  to  note  that  smears  of  sputum 
were  positive  over  a four  year  period  with  no 
positive  cultures  on  this  admission.  On  a re- 
admission  in  1963,  all  smears  were  negative 
and  many  cultures  revealed  only  Group  IV 
mycobacteria  four  times.  There  were  nine  iso- 
lates of  Group  IV  recorded  in  our  laboratory 
prior  to  this  last  admission.  The  patient  with 
organisms  partially  sensitive  to  major  anti- 


tuberculosis drugs  responded  to  chemotherapy 
in  the  hospital  and  was  recently  discharged 
with  nine  consecutive  negative  cultures.  The 
Negro  male  from  whom  the  two  sputum  speci- 
mens submitted  were  positive  in  concentrate 
smears  for  acid  fast  bacilli,  died  on  the  day 
after  specimens  were  obtained  and  before  cul- 
ture reports  on  both  revealed  only  Group  IV 
mycobacteria.  Since  two  of  this  patient’s  chil- 
dren, ages  three  and  twelve,  were  found  to 
have  primary  tuberculosis  on  contact  examina- 
tion, it  is  within  the  realm  of  possibility  that 
the  presence  of  the  rapid-growing  Group  IV 
organisms  in  his  moribund  state  masked  the 
presence  of  slower-growing  human  type  M. 
tuberculosis,  which  could  have  been  present 
and  the  cause  of  initial  disease  in  this  patient. 
Cause  of  death  coded  on  the  death  certificate 
was  pulmonary  tuberculosis. 

The  white  female  was  36  years  of  age  and 
recently  admitted  to  a general  hospital,  acutely 
ill  with  fever,  cough,  weakness  and  vomiting. 
X-ray  studies  revealed  diffuse  pulmonary  dis- 
ease with  small  cavities;  and  a barium  swallow 
showed  achalasia  of  the  esophagus.  She  was 
transferred  to  the  South  Carolina  Sanatorium 
when  three  sputa  and  bronchial  washings  were 
highly  positive  for  acid  fast  bacilli  in  concen- 
trate smears.  There  five  smears  were  again 
positive  for  acid  fast  bacilli  and  subsequently 
six  cultures  have  grown  out  Group  IV  myco- 
bacteria, further  identified  as  A/.  fortuitum. 

Tlius,  it  would  appear  that  in  at  least  four  of 
these  cases  Group  IV,  further  identified  as  M. 
fortuitum,  was  the  causative  organism  of 
chronic  pulmonary  disease,  and  in  the  other 
two  the  evidence,  although  suggestive,  is  in- 
sufficient to  be  certain  of  the  specific  etiologic 
relationship  of  the  Group  IV  organisms. 

With  the  experience  gained  from  this  analy- 
sis it  became  apparent  that  much  needless 
time  and  effort  were  being  required  to  sub- 
culture and  perform  cytochemical  tests,  neces- 
sary for  definite  classification  by  the  Runyon 
grouping,  of  the  occasional  colonies  of  atypical 
growth  appearing  once  in  an  individual  during 
routine  work.  These  are  now  simply  reported 
as  “few  colonies  of  atypical  mycobacteria” 
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with  the  connotation  that  they  are  probably 
environmental  contaminants  and  bear  no  re- 
lationship to  disease. 

In  the  daily  laboratory  record  of  culture 
readings,  however,  the  findings  are  noted  in 
each  case  and  the  repeated  appearance  in  any 
patient  of  even  one  or  two  colonies  is  followed 
by  methods  for  further  identification. 

Summary 

A study  of  acid-fast  mycobacteria  identified 
in  nearly  2000  cultures  from  all  parts  of  South 
Carolina  during  five  years,  1960  through  1964, 
reveals  the  predominance  of  Group  III  (non- 
photochromogenic)  atypical  mycobacteria,  as 
in  four  neighboring  southeastern  states;  and 
confirms  the  association  of  this  organism, 
when  consistently  found,  with  chronic  pul- 
monary disease  exhibiting  a relatively  high  in- 
cidence in  white  males  and  poor  response  to 
anti-tuberculosis  chemotherapy.  Also  sug- 
gested, by  our  study  of  cases  from  which  other 
atypical  groups  were  isolated,  are  the  rare 
etiologic  association  of  Group  I (photo- 
chromogens ) with  pulmonary  disease,  and  the 
somewhat  more  frequent  association  of  a cer- 
tain Group  IV,  M.  fortuitum,  although  less 
prevalent  than  Group  III. 

The  resemblance  of  pulmonary  signs  and 
symptoms  in  these  cases  of  atypical  myco- 
bacterial infection  to  those  of  tuberculosis 
emphasizes  the  importance  of  systematic  and 
repeated  bacteriologic  studies  to  differentiate 
tuberculosis  and  also  the  need  for  further  in- 
vestigation to  disclose  the  natural  habitat  or 
reservoir  of  these  microorganisms  and  the  fac- 
tors which  influence  or  determine  their  patho- 
genicity for  human  individuals. 

Discussion 

Dr.  Louis  P.  Jervey,  Charleston,  S.  C.  I would  like 
to  compliment  the  authors  on  this  important  work.  It 
is  apparent  that  the  atypical  or  anonymous  myco- 
bacteria can  no  longer  be  ignored  by  the  laboratory 
and  passed  off  as  being  non-virulent.  The  laboratory 
must  inform  the  clinician  of  their  presence  and  he 
must  decide  for  himself  whether  or  not  these  micro- 
organisms are  related  to  the  disease  at  hand.  He  may 
be  aided  in  this  decision  when  there  are  multiple 
isolations  of  the  same  mycobacterium,  when  these 
microorganisms  are  isolated  from  tissue  and  when  re- 
peated studies  fail  to  show  the  presence  of  the  human 
strain  of  M.  tuberculosis. 


Our  growing  knowledge  of  the  atypical  myco- 
bacteria in  many  ways  raises  more  questions  than  it 
answers.  Of  great  importance  to  the  practitioner  are 
the  answers  to  the  following  questions: 

1.  What  is  the  relationship  of  the  atypical  myco- 
bacteria to  M.  tuberculosis  or  to  the  bovine  and 
avian  strains?  Are  these  microorganisms  mutants, 
members  of  the  same  family  or  members  of  a 
different  family  more  closely  related  to  the 
fungi? 

2.  What  is  the  natural  habitat  of  the  atypical  myco- 
bacteria? We  have  heard  that  they  are  not  strict 
human  pathogens  and  in  fact  have  been  isolated 
from  such  sources  as  tap  water,  vegetables,  soil 
and  from  people  who  show  no  apparent  disease. 
At  the  current  state  of  knowledge  the  soil  would 
seem  to  be  the  most  likely  source. 

3.  How  does  man  acquire  infection  with  these 
microorganisms?  Person  to  person  spread  thus 
far  seems  to  be  unlikely. 

4.  What  should  we  call  the  disease  produced  by 
these  microorganisms?  Can  we  call  it  tuberculosis 
because  of  its  microscopic  resemblance  to  this 
disease  or  should  it  more  properly  be  called  a 
mycobacteriosis? 

5.  Should  patients  so  infected  be  admitted  to  tuber- 
culosis sanatoria  where  they  run  the  risk  of 
superinfection  with  human  strains  of  M.  tuber- 
culosis? This  important  question  has  yet  to  be 
answered. 

6.  Does  treatment  of  the  atypical  mycobacterioses 
differ  from  that  of  tuberculosis?  Certainly  rela- 
tive drug  resistance  is  the  rule,  making  sensitivity 
testing  much  more  important  in  these  infections. 
There  is  also  evidence  to  suggest  that  surgery 
should  be  resorted  to  at  an  earlier  date  than  in 
the  usual  case  of  M.  tuberculosis  infection. 

From  studies  such  as  that  presented  we  shall  learn 
more  of  the  epidemiology  of  these  infections  and 
hopefully  will  find  the  answers  to  many  of  these  ques- 
tions in  the  near  future. 

Dr.  James  R.  Cain,  Columbia,  S.  C.  This  excellent 
paper  reconfirms  the  geographical  incidence  of  the 
different  types  of  acid-fast  bacilli  which  has  been  re- 
ported in  the  southeastern  United  States. 

As  a general- hospital  pathologist,  I encounter  these 
organisms  not  infrequently  on  cultures.  I certainly 
welcome  any  new  developments  as  they  appear  in 
regard  to  classification  and  significance  of  these 
organisms. 

This  paper  serves  to  re-emphasize  a fact  which  has 
long  been  known  but  sometimes  disregarded,  the  fact 
that  not  all  acid-fast  bacilli  found  in  smears  and  sec- 
tions of  tissue  are  Mycobacterium  tuberculosis.  I think 
this  deserves  repeating,  even  though  most  people  in 
laboratory  and  clinical  work  are  well  aware  of  this 
fact  in  regard  to  bacilli  in  smears.  In  tissue  sections, 
moreover,  the  pathologist  should  avoid  the  trap  of 
considering  a diagnosis  conclusive  when  it  is  based 
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only  on  morphology  and  acid-fast  stain.  Even  in  the 
presence  of  some  of  the  typical  features  of  tuber- 
culosis, such  as  caseous  necrosis  and  granuloma  for- 
mation, the  possibility  of  other  types  of  acid-fast 
bacilli  must  be  considered,  unless  the  acid-fast  organ- 
isms are  proven  by  culture  to  be  M.  tuberculosis.  Lack 
of  adequate  bacteriological  identification  has  resulted 
in  erroneous  diagnosis  of  tuberculosis  in  the  past. 

Cultures  of  certain  tissue  specimens,  particularly 
lymph  nodes  and  lung  lesions,  should  be  done  with 
much  greater  frequency  than  is  generally  done.  All 
too  often  surgeons  merely  drop  lymph  nodes  into  the 
formaldehyde,  rendering  culture  impossible.  We 
pathologists  do  not  do  as  much  as  we  should  to  edu- 
cate the  surgeons  about  this.  I believe  the  surgeon 
should  consult  with  the  pathologist  in  many  cases  in 
which  such  biopsies  are  contemplated,  so  that  proper 
steps  may  be  taken  to  culture  for  the  various  acid- 
fast  organisms,  fungi,  brucella,  or  whatever  seems 
indicated.  In  most  cases,  an  uncontaminated  specimen 
of  fresh  tissue  can  be  kept  without  going  to  the  ex- 
pense and  trouble  of  culturing,  until  the  tissue  sec- 


tions are  examined.  If  these  show  no  need  for  culture, 
the  fresh  tissue  may  be  discarded,  with  no  expense 
to  the  patient,  but  if  it  is  needed,  it  can  be  used. 

Another  point  of  practical  importance  is  that 
identification  of  atypical  acid-fast  bacilli  on  one  occa- 
sion in  a sputum  does  not  make  a diagnosis,  unlike  the 
situation  with  M.  tuberculosis.  The  authors  have  laid 
down  guide  lines  for  interpreting  positive  specimens 
which  are  reasonable  in  the  light  of  the  present 
knowledge  of  these  organisms.  Since  these  organisms 
occur  as  saprophytes,  it  would  seem  reasonable  to 
apply  rules  to  them  similar  to  the  rules  for  establish- 
ing a diagnosis  of  infection  by  some  of  the  facultative 
pathogens  among  the  fungi,  such  as  aspergillus  and 
penicillium.  Before  these  are  considered  significant 
when  found  in  sputum  specimens,  they  have  to  be 
found  in  fairly  large  quantities  in  direct  smears, 
proven  by  culture,  on  several  occasions,  and  there 
has  to  be  a suitable  clinical  picture.  I do  not  believe 
the  authors  mentioned  determination  of  the  quantity 
of  organisms  in  a direct  smear,  but  perhaps  this  would 
carry  some  weight  in  some  cases. 
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CONTROL  AND  OPERATION 


The  opening  of  the  first  session  of  the 
Medical  College  of  South  Carolina  on 
Monday,  November  8,  1824,  was  an 
auspicious  occasion.  It  was  the  first 
medical  school  to  be  established  in  this  coun- 
try south  of  Baltimore,  and  the  tenth  of  the 
surviving  schools.  Tire  course  through  which 
the  Medical  Society  of  South  Carolina  had 
pursued  the  idea  from  its  own  organization  at 
the  end  of  the  eighteenth  century  into  definite 
action  at  the  beginning  of  the  second  decade 
of  the  nineteenth  century  was  a checkered  one. 
Throughout  it  was  shown  a spirit  of  deter- 
mination among  a small  group  of  its  young 
leaders  which  overcame  repeated  obstacles. 
That  actual  ownership  and  control  by  a medi- 
cal society,  composed  of  private  practitioners, 
permitted  even  a successful  beginning  is  in 
itself  remarkable.  The  success  was  due  to  the 
vision  of  an  outstanding  faculty.  They  not  only 
assumed  the  entire  burden  and  responsibility 
but  in  reality  asked  for  it.  That  they  were  the 
school  was  proven  by  their  secession  from 
Medical  Society  control  in  1832  and  the  sub- 
sequent story. 

A picture  of  the  opening  exercises  at  the 
new  Medical  College  building,  constructed 
and  equipped  by  financing  from  the  faculty 
members  themselves  on  a lot  donated  by  the 
City  at  the  “west  end  of  Queen  Street”  doubt- 
less would  appear  much  the  same  as  a similar 
event  of  today.  The  west  end  of  Queen  Street 
was  then  at  Back  Street  (now  named  Frank- 
lin), and  since  then  the  entire  tidal  marsh  land 
of  the  south  and  west  sides  of  the  City  are 
filled  in  and  densely  built  up  and  populated 
all  the  way  to  the  Ashley  River  and  up  to  the 
“neck"  of  the  peninsula  — and  for  much  of  the 


ten  miles  beyond.  The  initial  Medical  College 
building,  of  which  no  illustration  can  now  be 
found,  would  not  adequately  house  even  one 
of  the  basic  science  departments  of  the  pres- 
ent, while  the  entire  establishment  would 
hardly  be  noticeable  were  it  reconstituted 
within  the  70-80  acre  “campus”  of  the  present 
(1965)  “Medical  Center  Complex.” 

Nevertheless,  the  “Pomp  and  Circumstance” 
would  have  been  similar;  the  differences 
would  be  quantitative,  the  quality  would  not 
have  been  lower,  in  relation  to  the  conditions 
of  medicine,  medical  education,  science  and 
culture  of  the  times. 

There  gathered  would  have  been  the  faculty 
of  six  doctors  of  medicine  and  one  naturalist, 
all  “well  known”  in  the  “bright  galaxy  ...  of 
the  noblest  and  most  active  minds  ever  de- 
voted to  the  cultivation  of  medical  science”  in 
our  history,  as  expressed  by  N.  S.  Davis1  in 
1851  and  other  writers  of  the  story  of  early 
medicine.  These  would  have  been  flanked  by 
the  Board  of  Trustees  and  by  others  of  the 
Medical  Society,  and  the  audience  would  have 
included  the  thirty-odd  students  who  had 
matriculated,  as  well  as  a gathering  of  well 
wishers  from  among  the  officials  and  residents 
of  the  City.  Bearing  in  mind  that  this  was  in 
an  era  of  medical,  as  well  as  general,  oratory, 
and  that  the  charter  of  the  school  was  granted 
in  the  name  of  the  incorporated  Medical  So- 
ciety of  South  Carolina,  at  least  one  of  the 
orators  of  the  occasion  would  have  been  the 
president  of  that  Society.  In  passing,  to  this 
day  there  persists  a degree  of  misapprehension 
that  the  medical  profession  of  Charleston  still 
operates  the  Medical  College  and  that  it  is  a 
Charleston,  rather  than  a State,  institution. 
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During  the  first  week  of  the  term  the  lec- 
tures given  by  the  medical  members  of  the 
Faculty  — each  in  turn  — were  “public 
lectures,”  apparently  attended  by  other 
listeners  as  well  as  the  students,  but  how  long 
this  persisted  is  not  clear.  The  lectures  of 
Stephen  Elliott,  LL.D.,  did  not  commence 
until  the  following  January. 

After  a session  that  drew  many  encomiums 
from  over  the  country  as  well  as  locally,  the 
Medical  College  held  its  first  commencement 
April  4,  1825,  graduating  five  students  who 
had  been  examined  and  recommended  by  the 
Faculty,  including  the  required  thesis,  and 
then  by  the  Society'  itself,  where  they  had  to 
“defend”  their  theses.  The  degree  of  M.  D. 
was  conferred  and  the  diploma  delivered  by 
the  president  of  the  Medical  Society.  One  of 
the  five  graduates  was  Eli  Geddings,  who  be- 
came a member  of  the  faculty  of  the  seceded 
Medical  College  of  the  State  of  South  Caro- 
lina in  1838,  serving  terms  in  five  professor- 
ships until  1874,  and  twice  as  dean  of  that 
school,  1838-40  and  1841-42.  Incidentally  there 
was  a specimen  (a  human  leg  bone)  in  the 
museum  of  the  department  of  pathology  with 
“Eli  Geddings”  inscribed  on  it — at  least  there 
was  from  1913  to  1960.  Also,  at  that  1825 
commencement  four  Honorary  Degrees  of 
Doctor  of  Medicine  were  awarded,  one  of 
them  to  a member  of  the  faculty,  Stephen 
Elliott. 

After  a vacation  of  seven  months,  the  next 
term  ensued  in  the  same  fashion.  While  it 
might  be  assumed  that  the  professors  did 
vary  their  lectures  from  year  to  year,  the 
second  term  required  for  graduation  was  for 
the  most  part  a repetition  of  the  first.  Such 
was  the  regular  course  of  medical  schooling 
in  this  country,  with  relatively  minor  im- 
provements, for  the  next  half  century.  In  the 
interim  between  school  terms  the  students 
were  left  entirely  with  their  private  praecep- 
tors,  with  whom  they  also  continued  during 
the  school  term. 

The  apprenticeship  system  remained  more 
or  less  in  effect  until  the  last  quarter  of  the 
nineteenth  century,  and  while  it  died  away 


Medical  College  of  South  Carolina,  original 
permanent  building — 1827. 


with  the  acceptance  of  the  four  year  graded 
course  during  that  later  period,  it  is  now  being 
reconstituted  in  a spreading  movement,  but 
under  the  control  of  the  medical  schools.  Be- 
tween 1950  and  19642  the  number  of  schools 
which  had  instituted  some  form  of  praeceptor 
program  had  increased  from  nineteen  to 
thirty-six.  The  University  of  Wisconsin  has 
had  such  a program  in  operation  for  thirty 
years. 

Although  the  Medical  College  of  South 
Carolina  in  its  early  period  formally  recog- 
nized the  praeceptorship  as  an  essential  part 
of  medical  schooling,  in  that  it  required  such 
an  experience  for  at  least  two  years — and  in 
its  catalogues  listed  the  name  of  the  praecep- 
tor along  with  that  of  the  student — it  has  not 
done  this  for  at  least  the  last  seventy  years 
or  so.  While  it  is  not  now  conducting  a definite 
program  of  the  sort,  it  has  adopted  a “four 
quarter”  curriculum  in  which  one  quarter  may 
be  spent  by  the  student  in  some  “approved” 
experience  other  than  the  regular  under- 
graduate course  schedule.  One  of  the  prob- 
lems has  been,  is,  and  always  will  be,  develop- 
ment of  qualified  and  interested  praeceptor- 
student  relations  satisfactory  to  both  parties 
and  accepted  as  fully  within  the  control  of 
the  school. 

For  five  years  session  followed  session  with 
increasing  success,  and  without  any  question 
of  the  relations  between  the  Faculty  and  the 
M edical  Society',  and  without  discord — at 
least  without  recorded  dissension. 

The  enrollment,  the  enlargement  of  all  ac- 
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Medical  College  of  the  State  of  South  Carolina 
building  circa  1845. 


tivities  and  the  encouraging  prospect  outgrew 
the  original  building  in  two  years,  and  the 
Faculty  again  assumed  the  financial  respon- 
sibility for  a new  building.  That  building,  on 
the  northeast  comer  lot  of  Queen  and  Frank- 
lin Streets,  fronting  on  Queen,  was  one  of  the 
first  permanent  buildings  specifically  con- 
structed for  operation  of  a medical  school  in 
this  country.  It  was  an  architectural  gem,  de- 
signed by  Frederick  Wesner,  with  white 
plaster  finish  over  brick  walls,  two  stories 
high.  Extending  across  the  front  just  short  of 
a window  at  each  end  was  a “tetrastyle 
portico  and  urns  on  the  parapet.  The  Ionic 
style  was  used  throughout  in  the  columns  and 
pilasters  and  in  the  doorway  and  was  repeated 
by  the  woodwork  of  the  ground  floor  audi- 
torium.”3 Later,  at  the  front  of  the  lot,  was 
added  an  ornamental  iron  fence,  cornering 
with  a high  brick  wall  on  the  Franklin  Street 
end.  Also  added  was  a third  story.  The  por- 
tico and  its  columns  were  demolished  by  the 
1886  earthquake,  along  with  other  damage  to 
the  building,  and  were  never  restored. 

That  was  the  building  to  which  the  present 
narrator  came  in  June,  1913;  it  was  in  con- 
tinuous use  as  a medical  school  from  1827 
until  November,  1914.  Although  abandoned 
at  that  time — when  the  Medical  College 
moved  to  its  present  location — it  remained 
as  one  of  the  few  original  buildings  of  the 
pioneer  medical  schools  in  this  country  when 
it  was  demolished  about  1938  to  make  way 
for  a “New  Deal”  Federal  housing  project. 
The  Preservation  Society  of  Charleston  had 


not  come  into  action  when  that  historic 
architectural  gem  was  destroyed,  and  only  one 
other  person  is  known  to  have  mourned  its 
demise.  Shades  of  Dickson,  Moultrie  and 
company,  of  all  of  the  dedicated  people  re- 
lated to  that  building — and  of  the  old  care- 
taker Mose,  sitting  on  the  coping  of  what  re- 
mained of  the  fence,  and  of  medical  students 
shooting  dice  at  the  cracks  of  the  flagstone 
portico  floor! 

In  1913  there  was  a barn-like  frame  struc- 
ture, housing  some  bare  and  unequipped 
rooms,  set  back  from  the  street  between  the 
main  building  and  the  first  Roper  Hospital, 
facing  Queen  Street.  Remnants  of  that  original 
Roper  Hospital  structure  are  still  recognizable 
in  the  remodeled  building  that  replaced  it. 
The  original  Marine  Hospital  building,  on 
Franklin  Street  behind  the  Medical  College, 
was  still  there,  in  use  as  a Negro  orphan  home. 
Those  children  at  play  in  the  yard  used  to  dis- 
turb the  class  in  pathology  in  1913.  All  of  that 
disappeared  into  the  housing  project  too. 

From  the  beginning  “the  want  of  MONEY” 
had  been  recognized  as  the  basis  of  all  of  the 
difficulties  which  stood  in  the  way  of  success 
in  the  medical  school  venture.  It  is  recorded 
that  the  majority  of  the  Medical  Society  mem- 
bers were  unwilling  to  assume  any  financial 
responsibility.  The  venture  was  ridiculed  by 
some  of  the  most  prominent,  including  the 
veteran  Dr.  Samuel  Wilson,  who  resigned 
when  elected  chairman  of  the  Board  of 
Trustees,  although  he  served  as  a helpful  ad- 
viser to  Dickson  and  other  faculty  members. 
The  responsibility  involved  in  required  ex- 
penditures is  also  credited  as  the  reason  that 
Dr.  I.  M.  Campbell  declined  the  professorship 
of  anatomy  to  which  he  was  elected  in  the 
first  balloting.  It  seems  reasonable  to  think  of 
the  money  factor  as  one  responsible  for  so 
little  appearance  of  competition  in  the  forma- 
tion of  the  first  faculty  or  of  jealousv — until 
the  success  in  the  venture,  unexpected  by 
many,  was  attained. 

The  major  cost  was  of  course  in  the  con- 
struction of  the  buildings,  and  their  equip- 
ment. This  was  apparently  cumulative,  from 
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the  first  (temporary)  building  on  through  a 
period  of  at  least  twenty  years.  To  finance 
the  construction  of  the  second  (permanent) 
building  the  faculty  secured  an  advance  of 
$15,000  in  return  for  contracting  to  provide 
medical  care  to  the  inmates  of  the  City 
charitable  institutions  for  twenty  years.  Bear- 
ing in  mind  that  this  arrangement  brought 
with  it  the  subjects  wanted  for  clinical  teach- 
ing, it  was  not  a bad  bargain  at  all.  That  wind- 
fall was  augmented  by  State  appropriations  of 
$10,000,  $7,000  and  $20,000,  in  1828,  1830  and 
1853  respectively. 

The  outstanding  success  of  the  school,  the 
leading  role  that  it  rapidly  assumed  and  the 
prestige  and  prominence  that  the  faculty 
gained,  as  well  as  bestowed  on  their  institu- 
tion, could  hardly  be  expected  not  to  result  in 
envy  among  the  other  members  of  the  Medi- 
cal Society  whose  articles  of  incorporation 
held  the  ownership  of  the  institution  and  who 
had  by  their  own  ballots  appointed  the  mem- 
bers of  the  faculty. 


Since  the  articles  of  adoption  of  the  plans 
of  organization  of  the  faculty  by  the  Society 
left  no  way  for  any  replacement  of  faculty 
members  to  be  made  except  by  voluntary 
abdication,  death  or  removal  “for  cause’’  by 
two-thirds  majority  vote  in  the  Society,  any 
who  wished  for  an  opening  had  to  wait  for 
opportunity.  A move  toward  that  chance  came 
in  1827,  when  the  faculty  requested  a revision 
“of  the  rules  regarding  the  relation  existing 
between  the  Medical  Society  and  the  Medical 
College.” 

What  the  proposed  changes  were  is  not  re- 
vealed in  the  minute  book  of  the  Society  at 
the  time,  but  an  assumption  that  the  faculty 
had  become  desirous  of  more  autonomy  in 
their  control  of  the  school  is  justified  by  sub- 
sequent events.  Edmund  Ravenel,'  dean  of  the 
Medical  College  (1829-1834),  in  an  address 
before  the  Medical  Society  on  September 
1,  1831,  read  the  paper  which  had  been 
intended  to  be  presented  to  the  Medical  So- 
ciety “prior  only  to  the  late  Elections  of  a 


Medical  College  of  the  State  of  South  Carolina  building  after  addition  of  a third 
story  circa  1860. 
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Professor”  but  was  withheld  because  the 
names  of  candidates  had  become  well  known 
before  that  could  be  done.  The  faculty  feared 
that  the  presentation  “might  have  been  under- 
stood as  an  interference  between  Persons  and 
not  as  they  intend  it,  an  unequivocal  assertion 
of  a Principle.” 

As  read  by  Dean  Ravenel  the  paper  was 
titled  a “Protest  declaratory  of  the  immunities, 
rights  and  privileges  to  which  they  consider 
themselves  to  be  entitled,  under  the  existing 
relations  which  connect  them  with  the  So- 
ciety.” The  sum  and  substance  of  the  paper  re- 
lates to  the  persistent  effort  that  “some  of  the 
younger  members  of  the  Medical  Society” 
exerted  in  finally  succeeding  in  establishing 
the  Medical  College,  the  denial  of  the  finan- 
cial risks  by  the  majority  of  the  members  and 
the  assumption  of  the  entire  responsibility  by 
the  Faculty  elect,  the  heavy  costs  of  construc- 
tion of  the  buildings  and  equipment  and  op- 
erational expenses,  which  at  that  time 
amounted  to  some  $43,000,  of  which  they  had 
personally  paid  $11,000  and  had  secured  by 
and  directly  to  themselves  $15,000  from  City 
Council  and  $17,000  from  the  State. 

The  paper  went  on  to  state  that  the  Society 
had  “contributed  nothing  but  the  name  and 
had  risked  nothing,”  that  “the  College  ...  is 
the  creation  of  the  Faculty”  and  “that  it  is 
then,  entirely  and  exclusively  the  property  of 
the  Faculty.”  It  says  that  “they  therefore 
solemnly  protest  any  other  views  of  the  sub- 
ject as  oppressive  and  unreasonable.” 

The  address  of  Dean  Ravenel  which  is  pre- 
served among  the  “Ravenel  Papers”  in  the  col- 
lection of  the  South  Carolina  Historical  So- 
ciety' was  directed  to  the  Medical  Society  and 
calls  to  attention  that  the  Medical  Society  of 
South  Carolina  was  composed  of  any  and  all 
medical  men  “who  are  disposed  to  enter  it, 
and  thereby  become  a Trustee  of  the  Col- 
lege” and  that  even  “matriculated  pupils  have 
thus  been  made  Trustees.”  It  draws  a severe 
indictment  of  the  calibre  of  the  Society  mem- 
bership at  large  and  virtually  arrogates  to  the 
faculty  members  exclusively  the  grade  of  com- 
petency and  accomplishment  qualifying  for 


the  establishment  and  worthy  operation  of  a 
medical  school. 

All  of  which  ties  in  with  the  sequence  of 
events  yet  to  be  related  in  the  ensuing  struggle 
out  of  which  the  Society  emerged  victorious  in 
the  legal  battle  but  ultimately  lost  the  war  to 
the  Faculty. 

Under  date  of  May  17,  1829,  Dean  Henry  R. 
Frost  requested  a meeting  of  the  Society  “to 
receive  a communication  relative  to  the  com- 
petency and  standing  of  Dr.  James  Ramsay, 
professor  in  the  Medical  College  of  South 
Carolina.”  Under  the  same  date  Dr.  Ramsay 
also  requested  the  meeting  “conjointly  with 
that  of  the  faculty”  and  asked  for  a “full  meet- 
ing.” 

Dr.  James  Moultrie,  Jr.  then  made  a motion 
that  a committee  be  appointed  to  consider  the 
accusations  against  Dr.  Ramsay  and  to  take 
such  steps  in  arrangements  as  would  enable 
the  Society  to  proceed  in  a deliberative  and 
intelligent  manner,  and  that  the  committee 
should  consider  whether  the  incorporation 
powers  of  the  Society  have  “cognizance  of  the 
case,  whether  it  is  necessary  for  them  to  exer- 
cise the  power  if  they  have  it,”  and  if  so,  “the 
manner  in  which  the  trial  shall  be  conducted.” 
This  motion  was  adopted,  and  Moultrie  be- 
came its  chairman. 

The  report  of  this  committee  was  adopted 
at  a special  meeting  on  May  25,  1829.  Al- 
though it  set  up  an  elaborate  array  of  provi- 
sions to  govern  the  trial,  the  inherent  weak- 
nesses of  such  a “trial”  are  obvious  and  the 
consequences  led  directly  to  divorcement  of 
the  college  from  the  Society. 

On  June  1,  1829,  at  a special  meeting  the 
Medical  Society  sat  as  a court  in  the  case  of 
the  Faculty  versus  Ramsay  under  the  rules 
previously  adopted.  The  Faculty  presented 
its  testimony  in  support  of  the  charges,  fol- 
lowed by  the  evidence  presented  on  the  part 
of  Dr.  Ramsay.  At  the  conclusion  of  the  testi- 
mony the  Society  adjourned,  by  consent,  until 
6 o’clock  the  next  day  “for  further  investiga- 
tion and  termination  of  the  case  pending.”  On 
that  date  (June  2,  1829)  the  Society  recon- 
vened and  a motion  was  made  and  carried  that 
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the  vote  be  taken  on  each  charge  separately. 
Voting  was  done  by  ballot,  and  “on  counting 
the  votes  it  was  found  that  there  were  not  two- 
thirds  of  the  votes  required  for  substantiating 
the  charges.  Dr.  Ramsay  was  then  declared 
acquitted  on  all  charges  preferred.” 

Thus  occurred  the  first  open  rift  in  the  rela- 
tions of  the  Faculty  with  the  Medical  Society, 
and  the  episode  created  a wound  that  did  not 
heal.  Ramsay  resigned  his  faculty  position 
July  1,  1831,  and  the  opening  wedge  was 
driven  that  eventually  severed  the  Medical 
College  from  ownership  control  by  the  Medi- 


cal Society.  The  time  was  arriving  for  realiza- 
tion that  ownership  control  and  operation  of  a 
medical  school  by  a medical  society  or  any 
such  aggregation  of  private  practitioners  is  un- 
sound. 

Although  the  precipitating  events  were  not 
the  same,  a similar  experience  occurred  in 
New  York  where  the  school  that  subsequently 
became  the  College  of  Physicians  and  Sur- 
geons of  Columbia  University  had  its  begin- 
nings under  “the  trusteeship  of  the  whole  med- 
ical society  of  the  City  and  County  of  New 
York.”1 


(to  be  continued) 


REFERENCES 


1.  Davis,  N.  S.:  History  of  Medical  Education  and 
Institutions  in  the  U.  S.  from  the  First  Settle- 
ment of  the  British  Colonies  to  the  Year  1850. 
Chicago  Press,  Publisher,  Griggs,  1851. 

2.  Journal  A.M.A.,  190,  7,  Nov.  14,  1964. 


3.  Ravenel,  Beatrice  St.  J.:  Architects  of  Charleston. 
Charleston,  Carolina  Art  Association,  1945. 

4.  Ravenel,  Edmund:  Ravenel  Papers.  S.  C.  Histori- 
cal Society.  Chicago  Press,  Publisher,  Griggs,  1851. 


Treatment  of  staphylococcal  infection  with  ruifcillin 
with  a discussion  of  staphylococcal  nephritis — B.  C. 
N’ydahl  and  W.  H.  Hall.  Ann  Intern  Med  63:27-43 
(July)  1965. 

Sodium  nafcillin,  a penicillinase-resistant  semisyn- 
thetic penicillin,  was  used  to  treat  serious  staphylococ- 
cal infections  in  50  patients.  Blood  levels  were  com- 
pared after  oral  doses  of  oxacillin  and  buffered  sodium 
nafcillin.  Levels  of  nafcillin  were  measured  simul- 
taneously in  blood  and  joint  fluids.  Nafcillin  was  used 
in  adults  in  doses  of  4 to  6 gm  daily.  There  were  only 
seven  deaths  in  50  patients.  In  six  patients  with 
septicemia  there  were  three  deaths.  Four  patients  with 
septicemia  had  renal  insufficiency  resulting  from 
staphylococcal  nephritis  or  septic  renal  infarcts.  Blood 
levels  following  oral  doses  of  1 gm  given  after  fasting 
were  similar  for  oxacillin  and  buffered  sodium  nafeil- 
lin.  Concentration  of  nafcillin  in  joint  fluid  was  equal 
to  or  greater  than  that  in  the  senim.  Nafcillin  is  an 
effective  antibiotic  for  the  treatment  of  infection 
caused  by  penicillin-resistant  staphylococci.  It  seems 
similar  to  oxacillin  and  superior  to  methieillin. 


Enuretic  children  treated  with  imipramine  ( Tof- 
ranil) T.  B.  Hagglund  and  K.  V.  Parkkulainen.  Ann 
Paediat  Fenn  11:53-59  (No.  1)  1965. 

Thirty-four  physically  and  neurologically  healthy, 
enuretic  children,  aged  4 to  14,  were  divided  into  two 
groups,  one  receiving  imipramine,  the  other  no  medi- 
caments, but  both  receiving  supportive  psychiatric 
management  over  a three-month  period.  Cysto- 
sphincterometry  was  performed  twice  with  an  interval 
of  three  months.  The  follow-up  period  varied  from 
three  to  eight  months.  Seven  of  the  18  children  in  the 
treatment  group  were  cured,  against  none  in  the  con- 
trol group.  Imipramine  showed  a good  influence  on 
all  components  ( nocturnal  or  diurnal,  primary  or 
secondary)  of  enuresis.  The  second  cystometrogram, 
taken  after  three  months,  showed  a 34%  increase  in 
the  bladder  capacity  in  the  treatment  group  against  a 
9%  increase  in  the  control  group.  The  first  desire  to 
void  appeared  in  a 39%  larger  filling  stage  in  the 
treatment  group,  against  1 1 % in  the  control  group. 
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Produced  by  Dale  Groom,  M.  D. 

Medical  College  of  South  Carolina 

Dr.  J.  Arthur  Dreskin,  Pathologist,  and  Dr.  Cheves  Smythe,  Clinician 


First  Admission:  This  58-year-old  colored  male  was 
admitted  to  Greenville  General  Hospital  on  January  17 
because  of  a painful  toe.  The  patient  stated  that  he 
had  developed  pain  in  the  left  great  toe  two  weeks 
prior  to  admission  and  that  this  pain  had  increased 
steadily  to  envelop  the  entire  toe  and  foot.  Two  days 
prior  to  admission  the  toe  had  became  black  and  hard 
and  had  not  improved  despite  application  of  ointment 
and  dressings.  There  was  no  history  of  claudication 
and  the  patient’s  general  health  had  apparently  been 
excellent  with  no  serious  illnesses,  operations  or  pre- 
vious hospitalizations. 

Physical  examination  disclosed  a middle  aged 
colored  male  who  was  in  moderate  pain  from  a mum- 
mified great  toe.  The  patient  was  alert,  oriented  and 
cooperative.  His  mucous  membranes  were  observed 
to  be  pale.  On  funduscopic  examination  silver  wire 
arterioles  were  noted.  The  lungs  were  clear  to  percus- 
sion and  auscultation.  Rhythm  of  the  heart  was  regu- 
lar and  no  murmur  nor  enlargement  was  evident.  The 
blood  pressure  was  174/96.  Peripheral  pulses,  includ- 
ing those  in  the  feet,  were  felt  to  be  unimpaired.  The 
abdomen  was  soft  and  non-tender  with  no  masses. 
Rectal  palpation  was  negative  except  for  moderate 
prostatic  enlargement.  Examination  of  the  extremities 
disclosed  a mummified,  gangrenous  left  great  toe 
with  some  heat,  swelling  and  redness  at  the  base. 
There  was  no  edema  of  the  left  leg  and  only  minimal 
pretibial  edema  on  the  right. 

The  urine  on  admission  had  a specific  gravity  of 
1.020  and  a reaction  (pH  ) of  5.  It  contained  a trace  of 
albumin  and  was  negative  for  sugar  and  acetone.  In 
the  sediment  there  were  25  to  35  white  cells  and 
many  epithelial  cells  per  highpower  field.  Hb  was 
reported  as  7.0  grams,  hematocrit  25  volumes  per 
cent,  WBC  6,300/mm3  with  differential  white  count 
of  81%  segmented  forms,  10%  lymphocytes,  6% 
monocytes,  2%  eosinophils  and  1%>  basophils.  Plate- 
lets were  deemed  adequate  on  the  blood  smear.  The 
red  cells  showed  moderate  hypochromia  with  aniso- 
cytosis,  poikilocytosis  and  occasional  target  cells. 
Blood  serology  was  nonreactive.  Fasting  blood  sugar 
was  98  and  the  blood  urea  nitrogen  10  mg/ 100  ml.  A 
barium  enema  examination  showed  tiny  diverticula  in 
the  sigmoid  colon.  Serum  protein  was  7.3  grams  with 
albumin  of  3.5  and  globulin  of  3.8.  Serum  iron  was 
reported  as  27  meg. 

Hematologic  consultation  was  obtained  because  of 
anemia  which  was  considered  to  be  hypochromic, 
microcytic  in  type  and  the  patient  was  given  trans- 
fusions. 


A left  femoral  arteriogram  visualized  the  vessels  at 
the  thigh  level  well  and  they  appeared  to  be  normal 
but  tlie  arteries  below  the  knee  were  indistinct. 
However,  no  evidence  of  arteriosclerotic  plaquing  was 
seen  in  any  of  the  films.  On  January  24th  the  left  great 
toe  was  amputated,  the  patient  tolerating  the  pro- 
cedure well  and  leaving  the  hospital  after  15  days  of 
care. 

Final  Admission:  The  final  admission  came  several 
months  later  (July  18)  via  the  Emergency  Room  be- 
cause of  a 2-week  history  of  explosive  diarrhea.  The 
patient  stated  that  he  had  been  having  10  to  15  bowel 
movements  per  day  which  consisted  largely  of  food 
which  had  just  been  ingested  but  there  had  been  no 
melena  or  blood  in  the  stools.  A white  liquid  medicine 
which  had  been  prescribed  was  said  to  have  relieved 
the  diarrhea  but  then  for  3 days  prior  to  admission  the 
patient  had  ceased  to  urinate.  On  further  questioning 
he  acknowledged  that  he  had  passed  approximately 
V2  cup  of  urine  a day  for  the  past  3 days  but  had  had 
no  bowel  movements.  He  denied  previous  urinary 
tract  symptoms  or  disease.  He  stated  that  he  had  not 
observed  red  tinged  or  bloody  urine  in  the  past  and, 
except  for  the  present  symptoms,  had  apparently  been 
well  since  discharge  from  the  hospital  6 months  pre- 
viously. The  patient  was  confused  and  the  validity  of 
this  history  was  regarded  as  questionable.  Past  medical 
history  was  otherwise  unremarkable  — no  alcoholism, 
no  known  exposure  to  toxic  chemicals  and  no  dysuria, 
hesitancy  or  double  voiding.  He  could  recall  no  epi- 
sode of  jaundice. 

Blood  pressure  on  this  admission  was  180/110, 
pulse  82  and  respiratory  rate  16.  The  skin  was  warm 
and  dry  with  poor  turgor  but  the  temperature  was 
normal.  Pupils  were  round  and  equal  and  funduscopic 
examination  showed  evidences  of  hypertensive 
changes  with  narrowing  of  the  arterioles  and  with 
some  focal  spasm.  The  lungs  were  clear  to  percussion 
and  auscultation  and  examination  of  the  heart  was 
considered  negative:  specifically,  no  murmurs,  gallop, 
arrhythmia  or  enlargement  of  cardiac  dullness  was 
observed,  Pulses  in  peripheral  arteries  were  described 
as  full  and  equal  throughout,  including  the  temporal, 
carotids,  femoral,  and  dorsalis  pedis  vessels.  The 
abdomen  was  distended  and  hyper-resonant  to  per- 
cussion with  no  fluid  wave.  Deep  palpation  in  the 
right  lower  quadrant  elicited  some  tenderness, 
questionably  present  also  on  rebound.  An  obscure 
mass  was  said  to  be  present  in  the  left  upper  quad- 
rant. The  bladder  was  not  distended.  Marked  tender- 
ness was  found  in  the  costovertebral  angles  bilaterally. 
Rectal  examination  again  disclosed  minimal  enlarge- 
ment of  the  prostate  with  normal  feces  in  the  rectum. 
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In  all  other  respects  the  physical  examination,  as  well 
as  neurological  survey,  were  considered  essentially 
normal. 

The  Hb.  on  this  admission  was  4.6  grams,  white 
count  19,000  with  90%  segmented  neutrophils,  2% 
stabs,  6%  lymphocytes  and  2%  monocytes.  As  before, 
the  red  cells  showed  marked  anisocytosis  and  poikilo- 
eytosis  and  target  cells  were  present  in  the  blood 
smear.  The  urine  was  yellow  and  had  a specific 
gravity  of  1.014  with  albumin  graded  3 plus.  Micro- 
scopically it  had  8 to  10  red  cells  and  4 to  5 white 
cells  per  highpower  field.  The  BUN  was  124  mg/100 
ml.  Serum  sodium  was  129,  potassium  4.9,  chlorides 
94.5,  and  CO-  11.5  mEq/1.  X-ray  film  of  the  chest 
taken  on  admission  showed  a cardiothoracic  ratio  of 
17  to  30  with  the  heart  having  a left  ventricular 
prominence.  Bronchovascular  markings  were  accen- 
tuated bilaterally.  Flat  films  of  the  abdomen  dis- 
closed what  was  considered  to  be  an  air-fluid  level 
high  in  the  stomach.  It  was  the  opinion  of  the  radiolo- 
gist that  the  mass  palpated  in  the  upper  abdomen  was 
probably  a distended  stomach.  Normal  gas  and  bowel 
patterns  were  seen  in  the  lower  abdomen. 

Barium  studies  of  the  gastrointestinal  tract  were 
carried  out  on  the  2nd  hospital  day,  revealing  a 
duodenal  ulcer  and  also  a probable  tiny  ulcer  crater 
in  the  antrum.  No  evidence  of  obstruction  in  the 
upper  G.I.  tract  was  evident. 

The  electrocardiogram  on  admission  was  considered 
unremarkable  except  for  non-specific  S-T  changes. 

An  indwelling  nasogastric  suction  tube  was  in- 
serted and,  on  the  day  following  admission,  para- 
centesis was  attempted  on  the  right  lower  quadrant  of 
the  abdomen,  with  only  a few  drops  of  straw-colored 
fluid  being  obtained.  Total  urinary  output  on  that  day 
was  only  30  ml.  Following  parenteral  administration 
of  what  was  considered  an  adequate  amount  of  fluid, 
including  dextrose  and  salt  solutions,  the  urinary  out- 
put rose  to  no  more  than  150  ml.  At  this  stage  of  the 
illness  his  BUN  was  found  to  have  risen  to  149  mg 
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with  a serum  sodium  level  of  122,  potassium  5.7  and 
chlorides  76  mEq/1.  The  cephalin  flocculation  test  was 
4+,  prothrombin  activity  33%,  serum  proteins  8.2 
grams  with  an  albumin  fraction  of  3.8,  globulin  4.4. 
The  hemoglobin  had  declined  to  5.6  grams  and  the 
hematocrit  to  21. 

By  the  third  hospital  day  the  BUN  was  174  mg  and 
the  potassium  7 mEq/ 1.  The  patient  was  lethargic  and 
stuporous.  An  electrocardiogram  on  this  day  showed 
marked  prolongation  of  both  AV  and  intraventricular 
conduction  with  bizarre  T waves,  all  consistent  with 
hyperkalemia.  Total  output  remained  approximately 
150  ml  (90  ml  from  the  Levine  tube  and  60  ml  of 
urine).  The  patient’s  blood  pressure  began  to  fall, 
lethargy  increased  and  he  expired  on  the  third  day 
following  this  admission  to  the  hospital. 


This  case  will  be  discussed  on  ETV 
on  Oct.  7 and  8. 
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X-RAY  FILM  OF  THE  MONTH. 


S.  E.  PUCKETTE,  M.  D. 

Meical  College  Hospital, 
Charleston,  S.  C. 


This  patient  suffered  with  left  renal  colic. 
On  a KUB,  no  calculus  in  the  line  of  the 
left  ureter  could  be  demonstrated.  An 
excretory  urogram  was  performed,  the  ten 
minute  film  being  shown  below.  (The  film 
has  been  retouched  for  clarity. ) 

This  demonstrates  the  nephrogram  phe- 
nomenon seen  in  acute  urinary  tract  obstruc- 
tion such  as  is  encountered  commonly  with  the 
passage  of  a renal  stone.  One  sees  on  the 
excretory  urograms  a “blanching”  or  brighten- 
ing of  the  affected  kidney  referred  to  as  a 
nephrogram  ( note  left  kidney ) . This  is  due  to 


the  contrast  media  in  the  renal  parenchyma, 
largely  in  the  tubules. 

In  acute  obstruction  it  has  been  found  that 
the  urine  above  the  point  of  obstruction  is  not 
stagnant  but  is  undergoing  re-absorption  ( Sev- 
eral mechanisms  for  this  have  been  proposed). 
Another  point  is  that  if  one  sees  a nephrogram 
due  to  obstruction  and  will  take  delayed  films 
up  to  a period  of  six  hours  after  injection,  con- 
trast media  will  often  pass  out  the  tubules  into 
the  collecting  system  and  outline  the  upper 
urinary  tract  down  to  the  point  of  obstruction, 
thus  providing  more  definite  information. 
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Change  is  the  order  of  the  day  and  few  are  more 
aware  of  this  than  the  physician.  He  has  not  only  seen 
the  progress  made  in  the  fields  of  electronics,  communica- 
tions, automation,  space  travel,  and  public  education, 
but  he  has  observed,  with  particular  interest  and  concern, 
the  developments  within  his  own  sphere  of  activity.  He 
has  noted  the  great  advances  in  the  scientific  aspects  of 
medicine  and  has  also  become  acutely  aware  of  the 
changing  atmosphere  in  which  he,  as  a doctor  of  medi- 
cine, works. 

Medical  education,  medical  research,  medical  practice  are  not  what  they  were  two  or 
three  decades  ago.  Students  in  their  preclinical  years  are  being  taught  more  and  more  by  men 
who  are  not  physicians  (biologists,  geneticists,  anatomists,  physicists,  biochemists),  and  in 
their  clinical  years  they  are  under  the  tutelage  and  influence  of  specialists  and  have  little  if  any 
contact  with  the  general  practitioner.  Research,  largely  subsidized  by  the  federal  government, 
has  become  a major  factor  in  the  operation  of  a medical  school  and  at  times  seems  to  out- 
weigh education  as  the  prime  function  of  the  institution. 

The  hospital  has  assumed  an  increasingly  important  place  in  the  practice  of  medicine. 
Many  new  members  have  been  added  to  the  medical  team  in  the  past  three  decades — hospital 
administrators,  professional  nurses,  practical  nurses,  medical  technologists,  surgical  and  ob- 
stetrical technicians,  medical  record  librarians,  ward  secretaries,  nurses  aides — to  help  the 
doctors  in  their  care  of  the  patients.  The  physician  continues  to  care  for  his  patients  but  finds 
much  of  his  time  involved  in  staff  activities,  committee  meetings,  conferences  with  admin- 
istrative personnel,  and  problems  of  accreditation. 

Prepayment  for  hospital  and  medical  care  ( through  Blue  Cross-Blue  Shield,  commercial 
insurance  and  medical  care  plans ) has  had  a profound  effect  upon  the  economics  of  medicine. 
It  has  not  only  helped  the  patient  to  pay  his  bills  but  it  has  injected  a third  party  into  the 
relationship  between  the  physician  and  his  patient.  In  increasing  amount  the  federal  govern- 
ment has  entered  into  the  financial  support  of  medical  care — and  where  there  is  federal  aid 
there  must  of  necessity  be  a certain  amount  of  federal  regulation  and  control. 

What  effect  has  all  this  change  had  upon  the  thinking  of  physicians?  In  the  light  of  what 
they  have  seen  and  experienced,  what  is  the  attitude  of  physicians  toward  medical  practice  as 
it  exists  today.  What  do  they  see  in  the  days  ahead?  I would  like  to  know.  If  any  brave  soul 
has  read  thus  far  on  this  page  I would  urge  that  he  consider  the  questions  which  I have  pre- 
sented and  then  write  me  his  answers.  It  would  be  a privilege  for  me  to  use  these  (with  or 
without  the  writer’s  name)  as  the  basis  for  a subsequent  President’s  Page  or  for  a special  article 
in  this  Journal. 

Julian  P.  Price,  M.  D. 
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Editorials 


Federal  Medicine  and  the  Schools 

The  vision  of  the  federal  empire  of  medi- 
cine which  would  come  from  the  plans  of  some 
few  of  our  ultraliberal  brethren  of  the  Presi- 
dent’s Commission  on  Heart  Disease,  Cancer 
and  Stroke  does  not  appeal  to  the  rank  and  file 
of  our  profession.  Definite  opposition  to  the 
proposed  development  of  a new,  but  not  bet- 
ter, kind  of  medicine  has  been  expressed  by 
the  American  Medical  Association,  by  our  own 
Medical  Association  and  by  many  others.  To 
them  the  plan  offers  no  basically  good  features 
and  many  bad  facets  which  would  reflect  on 
various  phases  of  the  practice  of  medicine  as 
we  know  it  and  like  it. 

To  the  medical  schools  of  the  country, 
properly  concerned  with  their  own  welfare, 
the  glitter  of  tax  money  seems  to  be  well  nigh 
irresistable.  Now  largely  dependent  on  Fed- 
eral largesse,  they  seem  ready  to  discard  the 
convictions  of  medicine  as  a whole  and  to 
accept,  even  seek,  the  promise  of  more  and 
more  government  funds.  Whether  the  profes- 
sion or  the  states  or  private  philanthropy  have 
been  derelict  or  apathetic  or  helpless  in  the  de- 
velopment of  this  trend  may  be  debated,  but 
the  situation  is  clear  before  us. 

Medicine  must  have  its  schools,  and  schools 
must  have  medicine  behind  them,  we  believe. 
Would  more  direct  support  from  the  public 
as  individuals  or  political  bodies  forestall  the 
adamant  pressure  of  the  President  and  his 
Congress?  Possibly  by  the  time  this  reaches 
print  the  legislation  will  have  been  completed 
arid  implementation  will  be  approaching 
rapidly  and  ominously. 

Will  our  schools  be  selling  something  valu- 
able for  a mess  of  Federal  pottage?  Opinions 
may  differ,  but  the  well  known  fact  remains 
that  man  or  schools  cannot  live  by  bread 
alone — nor  pottage. 


SCMA  HOUSE  OF  DELEGATES 

A special  meeting  of  the  House  of  Delegates 
was  called  on  June  6 to  consider  a motion 
tabled  at  the  Annual  Meeting  in  May.  With  a 
full  attendance  and  discussion  the  earlier 
motion  was  passed  as  follows: 

“RESOLVED  by  the  South  Carolina  Medi- 
cal Association  that  it  is  ethical,  proper  and 
desirable  for  reputable  physicians  not  to 
participate  in  the  implementation  of  the  Medi- 
care Bill  and  similar  programs,  and  be  it  fur- 
ther 

“RESOLVED  that  the  South  Carolina  Medi- 
cal Association  request  the  American  Medical 
Association  to  adopt  a similar  position.” 

This  meeting  was  discussed  in  the  Journal, 
page  203  (July  number). 

The  full  transcription  of  the  minutes  is  in 
the  hands  of  the  Secretary,  Dr.  Ben  Miller. 


Progress  of  Obstetrics 

Norris’  Text-book  of  Obstetrics,  dated  1895, 
says: 

‘AVhen  catheterization  is  unavoidable,  every 
precaution  must  be  taken  to  prevent  infection 
of  the  bladder.” 

A recent  pronouncement  of  prominent  ob- 
stetricians carries  us  back  70  years  for  a total 
of  no  yards  gained. 

“Routine  catheterization  of  women  in  either 
obstetrics  or  gynecology  is  too  often  neither 
necessary  nor  innocuous,  according  to  a report 
to  the  obstetrics  and  gynecology  section  of  the 
American  Medical  Association  114th  annual 
convention. 

“The  mass  of  evidence  indicating  a ‘definite 
causal  relation’  of  catheterization  to  develop- 
ment of  pyelonephritis  in  an  important  per- 
centage of  cases  ‘behooves  us  to  hold  cath- 
eterization to  a practicable  minimum,’  said  Dr. 
J.  S.  Menaker  of  Wichita,  Kansas.” 
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REPORT  OF  THE  EXECUTIVE  SECRETARY 

MR.  M.  L.  MEADORS, 

EXECUTIVE  SECRETARY 


At  the  end  of  1964  the  Association  had  a total  of 
1380  paid  members  and  140  honorary  members  for  a 
total  of  1520.  The  honorary  memberships  consist 
principally  of  those  who  have  maintained  paid  mem- 
berships in  the  Association  for  at  least  40  years  and 
who,  under  the  By-Laws  are  exempt  from  the  pay- 
ment of  dues.  They  are  entitled,  however,  to  all  the 
privileges  of  regular  membership.  Of  this  number, 
nearly  all  were  also  members  of  the  AMA. 

This  year,  we  have  already  collected  dues  from 
1289  members  for  the  State  Association,  and,  of  these, 
1250  are  also  members  of  the  AMA.  Not  all  eligible 
physicians  in  the  State  are  yet  members  of  the  South 
Carolina  Medical  Association,  and  despite  the  fact  that 
special  efforts  in  that  direction  have  been  made  over 
the  past  two  years  through  a committee  appointed  by 
the  President,  there  are  still  perhaps  two  or  three 
hundred  who  do  not  belong;  but  our  progress  con- 
tinues at  a steady,  if  slow,  rate. 

Some  few  of  the  total  number  joined  after  July  1, 
1964,  and,  therefore,  paid  only  half  the  annual  dues, 
or  $17.50.  There  are  also  a few  who  are  carried  as 
Junior  members  while  out  of  active  practice  and 
engaged  in  taking  a residency  or  special  training  in 
some  specialty.  Under  the  By-Laws,  these  are  required 
to  pay  only  $3.00,  the  membership  subscription  price 
of  The  Journal. 

Approximately  half  of  the  members  in  1964  paid,  in 
addition  to  the  regular  state  dues,  the  $10.00  re- 
quested for  AMA-ERF,  making  a total  contribution 
for  this  Foundation  of  $7,090.00.  Contributions  are 
continuing  this  year,  at  approximately  the  same  rate. 

This  has  been  an  unusually  busy  season  on  the  state 
legislative  front.  Several  bills  have  been  introduced 
and  some  are  giving  more  than  the  usual  amount  of 
difficulty. 

Chief  among  these  is  the  bill  to  enlarge  the  scope 
of  the  practice  of  osteopathy.  As  was  the  case  in  the 
last  General  Assembly,  the  pending  bill  would  in- 
crease the  authority  of  the  osteopaths  to  the  extent  of 
the  general  practice  of  medicine  by  redefining  the 
term  “osteopathy”  and  by  requiring  examination  in  all 
subjects  required  of  physicians  under  the  medical 
practice  act.  Proponents  of  the  bill  have  taken  a dif- 
ferent procedure  this  year.  Whereas,  previously,  the 
bills  have  started  in  the  Senate,  this  year  it  originated 
in  the  House.  Offered  by  three  Representatives  from 
the  counties  of  Jasper,  McCormick  and  Charleston,  the 
hill  was  referred  in  February  to  the  Committee  on 
Military,  Public  and  Municipal  Affairs.  We  requested 
a public  hearing  and  this  was  held  in  April.  Our 
position  was  ably  presented  by  Dr.  Owens,  Dr.  Eaddy, 
Dr.  Joseph  P.  Cain,  Jr.,  and  Dr.  Don  Kilgore.  The 
osteopaths  were  led  by  Dr.  E.  S.  Johnson,  who  prac- 
tices in  Summerville,  and  has  been  the  moving  spirit 
in  their  efforts  over  the  past  few  years.  He  is  a gradu- 
ate of  the  osteopathic  school  in  Philadelphia,  and  this 
year  had  the  Dean  of  that  institution  down  to  testify 
in  his  behalf. 

Our  position,  as  in  the  past,  has  been  that  since  the 
osteopathic  schools  are  not  subject  to  any  system  of 
accreditation,  as  is  the  case  with  medical  schools,  and 
since  the  osteopathic  schools  have  refused  to  permit 
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inspection  by  a team  from  the  AMA  and  the  American 
Association  of  Medical  Colleges,  it  is  impossible  to 
determine  whether  or  not  the  schools  are  equipped, 
staffed  and  operated  in  such  manner  as  to  insure 
teaching  and  training  of  a quality  comparable  with 
that  of  the  graduates  of  medical  schools.  We  were 
able  to  present  to  the  Committee  the  report  of  a 
group  from  the  Medical  Society  of  Maryland  concern- 
ing the  inspection  of  one  school  and  another  report 
from  a committee  of  the  College  of  Physicians  and 
Surgeons  of  Canada  with  respect  to  other  osteopathic 
schools  in  this  country,  both  of  which  reports,  while 
recognizing  and  giving  full  credit  to  the  improvement 
in  the  type  of  training  offered  by  the  schools,  held 
conclusively  that  they  were  not  up  to  the  standards  of 
the  Grade  “A  medical  colleges  and  should  not  be  so 
recognized. 

Despite  this  and  additional  information  presented, 
there  is  obviously  a strong  sentiment  on  the  part  of 
many  members  of  the  committee  to  grant  some  sub- 
stantial expansion  of  osteopathic  practice.  The  osteo- 
paths state,  and  it  is  evidently  true,  that  most  of  their 
members  go  into  general  practice  and,  therefore,  they 
contend  that  the  change  in  the  law  would  result  in 
many  more  qualified  men  coming  into  the  state  to 
engage  in  general  practice  and  fill  an  urgent  need  in 
this  field.  This,  we  believe,  is  perhaps  the  argument 
having  the  greatest  influence  on  the  members  of  the 
committee. 

There  is  also  the  fact  that  South  Carolina  is  one  of 
only  eleven  states  in  the  union,  having  such  a re- 
stricted osteopathic  law.  The  other  39  recognize  them, 
outright,  and  they  have  either  their  own  separate 
boards  or  the  combination  boards  with  the  Board  of 
Medical  Examiners.  Also,  the  Committee  has  been 
very  strongly  made  aware  by  the  osteopaths  of  the  de- 
velopments which  have  taken  place  in  California,  and 
elsewhere,  and  of  the  tendency  on  the  part  of  AMA 
gradually  to  work  toward  a general  improvement  of 
osteopathy  and  future  further  work  between  the  two 
professions. 

The  bill  has  not  yet  been  reported  out  and  three 
weeks  ago,  we  were  approached  by  the  chairman  of 
the  committee  in  an  effort  to  find  out  if  there  were 
any  reasonable  ground  for  settlement  of  the  differ- 
ences between  the  medical  profession  and  the  osteo- 
paths. No  basis  for  compromise  has  been  authorized 
by  the  officers  of  the  Association  and  we  have  con- 
tinued strong  efforts  against  the  bill.  At  the  meeting 
of  the  committee  on  last  Wednesday  when  we  had 
been  told  action  definitely  would  be  taken,  an  amend- 
ment of  the  pending  bill  was  suggested  by  some 
members  of  the  committee  which  would  add  an 
osteopath  to  the  Board  of  Medical  Examiners  for  the 
purpose  of  examining  applicants  in  osteopathy.  The 
bill  was  retained  in  committee  for  the  purpose  of 
allowing  study  of  the  feasibility  of  such  an  amendment 
and  actually,  we  are  informed  by  the  chairman  in  the 
hope  that  some  suggestion  would  come  out  of  the  cur- 
rent meeting  of  this  Association  which  might  result  in 
changes  of  the  bill  agreeable  to  them.  Our  friends  on 
the  committee  tell  us  that  while  they  are  very  anxious 
to  support  our  position,  the  appeal  of  the  argument  of 
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the  osteopaths  is  strong  and  they  — our  friendly  mem- 
bers— strongly  advise  the  working  out  of  some  con- 
cession which  may  result  in  the  passage  of  an  act 
which  will  satisfy  the  osteopaths,  in  part,  at  least. 

We  reported  on  this  in  detail  to  try  to  impress  upon 
you  the  absolute  necessity  of  personal  contact,  in  each 
of  the  counties,  in  which  one  of  these  representatives 
on  that  Committee  resides,  so  that  you,  in  turn,  may 
express  your  views  to  them  prior  to  the  next  action  of 
the  committee  and  before  the  General  Assembly  acts 
upon  the  bill. 

In  the  same  general  area,  two  bills  were  introduced 
in  the  Senate  in  February,  to  amend  the  law  relating 
to  the  practice  of  chiropody  or  podiatry.  One  of  these 
would  permit  the  chiropodists  to  prescribe  drugs  and 
narcotics  to  their  patients.  The  other  would  broaden 
the  scope  of  the  practice  of  chiropody  to  the  extent  of 
permitting  certain  types  of  surgery  on  the  foot  not 
now  allowed  under  the  law.  Because  of  the  absence 
from  the  Senate  of  Senator  Mozingo,  author  of  the 
bills,  for  several  weeks  because  of  illness,  no  action 
has  been  taken.  They  were  referred  to  the  Senate 
Committee  on  Medical  Affairs  and  we  requested  a 
public  hearing.  Senator  Mozingo  has  recently  returned, 
however,  and  last  Friday,  we  were  notified  that  the 
bills  would  be  taken  up  and  the  hearing  held  this 
afternoon,  Tuesday,  May  4th.  We  immediately  con- 
tacted the  chairman  of  the  committee,  Senator  Dennis, 
and  because  of  this  meeting,  he  agreed  to  postpone 
action  for  one  week.  The  hearing  on  the  chiropody 
bills  is  now  scheduled  for  Tuesday  of  next  week.  May 
1 1th,  at  4:00.  The  chiropodists  have  some  support 
from  physicians  who  are  members  of  this  Association 
and  have  permitted  statements  attributed  to  them  in 
the  public  press.  While  we  have  not  tested  fvdly  the 
strength  of  the  measure  in  the  General  Assembly,  we 
believe  that  somewhat  of  the  same  sentiment  obtains 
with  respect  to  these  bills  as  with  that  concerning 
osteopathy;  that  is,  that  the  adamant  refusal  by  the 
physicians  to  consider  any  extension  of  the  rights  of 
either  of  these  groups  is  being  met  with  much  more 
serious  question  than  in  past  years  and  it  is  our  per- 
sonal opinion  that  the  Council  and  the  members  of  the 
House  of  Delegates  may  do  well  at  this  meeting  to 
consider  seriously  whether  or  not  some  reasonable 
concessions  may  not  be  granted.  Otherwise,  we  prob- 
ably face  a hard  fight  on  both  these  measures.  In  view 
of  the  passage  of  the  general  appropriations  bill  and 
approaching  end  of  the  session,  we  feel  sure  that 
passage  of  the  bills  can  be  prevented  this  year  but 
they  will  retain  their  places  on  the  calendars  and  can 
and  probably  will  be  strongly  pressed  by  their  pro- 
ponents beginning  early  in  1966. 

A bill  to  require  that  the  head  of  each  of  the  Com- 
munity Mental  Health  Services  Programs,  already 
provided  for  by  law,  must  be  a physician  was  intro- 
duced in  the  House  early  in  the  session  and  referred 
to  the  Committee  on  Military,  Public  and  Municipal 
Affairs.  A hearing  on  this  bill  was  held  on  the  same 
afternoon  as  that  on  the  osteopathic  bill.  It  was 
strongly  opposed  by  the  psychologists  and  sociologists. 
So  far  it  has  not  been  reported  out  and  our  informa- 
tion from  within  the  committee  is  that  it  probably  will 
be  pigeonholed  for  the  session.  This  was  the  fate  of  a 
similar  bill  introduced  in  the  Senate  last  year. 

We  have  kept  closely  in  touch  with  the  bill  to  re- 
organize the  Board  of  Trustees  of  the  Medical  Col- 
lege. At  a special  meeting  in  March,  Council  author- 
ized a letter  to  the  Chairman  of  the  Medical  Affairs 
Committee  of  the  Senate  where  the  bill  was  pending, 
approving  in  principle  the  addition  of  a number  of 
laymen  to  the  Board  but  making  several  recommenda- 
tions for  changes  in  the  pending  bill.  These  recom- 
mendations were,  in  effect,  incorporated  in  the  bill  as 
passed  by  the  Senate.  In  the  House,  it  was  referred  to 


the  same  Committee  referred  to  in  the  preceding  para- 
graph, and  that  committee  last  week  brought  out  the 
bill,  making  only  one  change  in  the  Senate  version. 
This  would  eliminate  the  third  “member  at  large”  and 
provide  for  a Board  of  seventeen,  the  Governor, 
Chairman  of  the  Senate  Medical  Affairs  Committee, 
Chairman  of  the  House  Committee  on  Military,  Public 
and  Municipal  Affairs,  a doctor  of  medicine  from  each 
Congressional  District,  a laymen  from  each  Con- 
gressional District,  a dentist  and  a pharmacist  from 
the  State  at  large.  The  Senate  had  added  a third 
member  without  regard  to  profession  and  at  present 
the  only  difference  between  the  versions  of  the  two 
Houses  is  with  respect  to  the  inclusion  of  this  individ- 
ual. 

In  the  very  first  days  of  the  session,  a bill  sponsored 
by  the  Association  and  promoted  by  its  Legislative 
Committee  was  introduced  in  the  House  by  Speaker 
pro-tem  Rex  Carter  of  Greenville  and  rapidly  went 
through  that  House  and  the  Senate.  This,  so-called 
“Battered  Child  Law,”  is  designed  to  prevent  mis- 
treatment of  infants  and  small  children  by  parents  or 
their  custodians  and  follows  the  pattern  set  in  a num- 
ber of  other  states.  It  requires  that  any  physician  or 
member  of  hospital  personnel  report  immediately  to 
the  proper  authorities  any  evidence  of  such  injuries 
other  than  through  accidental  means;  and  provides 
immunity  for  those  making  such  reports  while  acting 
in  good  faith. 

Another  bill  introduced  some  weeks  ago  by  Senator 
Grimes  of  Georgetown,  would  authorize  the  voluntary 
sterilization  of  males  or  females  for  other  than  medical 
reasons  when  requested  by  a person  21  years  of  age  or 
over,  with  the  consent  of  his  or  her  spouse,  if  any. 
Such  operation  would  have  to  be  in  collaboration  or 
consultation  with  at  least  one  physician,  other  than 
the  operator,  and  would  have  to  be  done  in  a 
licensed  hospital.  Council  of  your  Association  had  con- 
sidered previously  the  possibility  of  sponsoring  such 
legislation  and  decided  against  it.  Therefore,  when 
this  bill  was  introduced,  the  Chairman  of  the  Senate 
Judiciary  Committee,  to  which  it  was  referred,  was 
requested  to  hold  up  action  until  good  medical  advice 
could  be  obtained.  There  has  been  thus  far  no  further 
activity  on  this  proposal. 

This  concludes  the  record  of  the  legislative  activi- 
ties on  the  state  level.  It  has  been  necessary  to  spend 
a good  deal  more  time  in  Columbia  this  spring  than 
usual  and  we  have  been  at  the  State  House  every 
week  with  the  exception  of  two,  usually  for  a part  of 
two  days  each  week. 

The  work  of  our  office  generally  in  other  fields  has 
continued  as  in  the  past,  with  perhaps  some  increase 
over  the  previous  years.  Approximately  the  same 
number  of  AMA  meetings  have  been  attended,  and 
we  have  undertaken  to  cooperate  with  the  national 
organization  in  every  way  possible.  Last  fall,  we 
made  the  necessary  arrangements  to  carry  out  the 
national  educational  program  of  the  AMA,  in  the  state, 
arranging  for  the  placing  of  advertisements  in  all  of 
the  daily  papers  and  in,  at  least,  one  weekly  news- 
paper in  each  County.  This  was  financed  and  the  ads 
prepared  by  Chicago  but  the  contacts  with  the  papers, 
the  mailing  of  the  material  to  them  and  payment  for 
the  space  was  handled  through  our  office. 

In  the  early  part  of  the  year,  teletype  equipment 
was  installed  in  the  executive  office  as  recommended 
by  the  American  Medical  Association.  This  puts  us  in 
immediate  direct  telegraphic  communication  with 
Chicago  and  with  nearly  all  of  the  other  state  offices. 
Expense  of  installation  and  rental  on  the  equipment 
is  paid  by  the  American  Medical  Association,  the  only 
additional  cost  to  us  being  that  of  the  messages 
which  originate  in  the  Florence  office. 

In  connection  with  the  national  campaign,  we  think 


288 


The  Journal  of  the  South  Carolina  Medical  Association 


it  is  worthy  of  note  that  all  five  of  the  South  Carolina 
Congressmen  stood  fast  to  the  end  against  the  Ad- 
ministration’s Medicare  Program.  Telephone  contacts 
with  each  of  the  Congressmen  were  made  on  the  eve 
of  the  final  vote  in  the  House  and  when  that  vote 
came,  on  the  crucial  test,  the  motion  to  recommit  the 
bill,  all  five  South  Carolina  Congressmen  voted  in 
favor  of  the  motion.  When  that  was  lost  by  a sub- 
stantial margin,  and  the  vote  was  put  on  adoption  of 
the  bill  itself,  two  of  the  Representatives  voted  for 
the  bill  but  three  still  voted  against  it  and  we  are 
reasonably  sure  that  had  there  been  any  possibility  of 
victory  the  other  two  would  have  done  likewise. 
Efforts  are  continuing  preparatory  to  the  vote  in  the 
Senate  but  I need  not  take  more  of  your  time 
discussing  the  prospects  here.  You  are  doubtless  as 
familiar  with  them  as  I am  and  to  put  it  bluntly  and 
briefly  the  prospect  is  exceedingly  dim. 

Having  concluded  more  than  20  years  of  associa- 
tion with  your  organization,  it  seems  fitting  to  refer 
briefly  to  the  changes  and  developments  which  have 
taken  place  in  that  period  and  to  note  the  progress  and 
expansion  that  has  taken  place.  In  1944,  when  I began 
work  for  the  Association,  there  were  926  members  and 
they  paid  a total  of  $4,666.00  in  dues.  Advertisements 
in  the  Journal  that  year  amounted  to  $5,172.87.  In- 
vestments totalled  $7,000.00,  $6,500  of  which  were  in 
U.  S.  Government  Bonds.  In  1946  membership  dues 
were  raised  to  $20.00  and  the  income  from  this  source 
amounted  to  $3,814.00  from  1,012  members.  Advertis- 
ing brought  in  $11,765.00  and  investments  were  in- 
creased to  $11,500.00.  The  only  subsequent  increase 
in  dues  came  in  1957  when  they  were  raised  to 


$35.00,  of  which  only  $30.00  was  for  the  general 
fund, — at  this  figure  your  Association  is  one  of  two 
State  Medical  Associations  having  the  lowest  dues  in 
the  country. 

Last  year,  collection  from  membership  dues 
amounted  to  $45,728.00  and  the  income  from  invest- 
ments was  $6,780.00  which  was  more  than  the  total 
invested  in  1943. 

We  do  not,  of  course,  presume  to  take  credit  for  this 
increase  in  resources  or  expansion  of  activities  but  it 
may  serve  as  some  indication  of  the  work  and  effort 
involved  in  carrying  out  the  sound  policies  adopted  by 
your  Council  and  officers  throughout  this  active  and 
sometimes  trying  period  of  change  which  the  profes- 
sion has  undergone. 

In  conclusion,  let  me  express  again  my  thanks  to 
the  officers  and  members  of  Council  in  office  during 
the  past  year  for  their  unfailing  courtesy  and  con- 
sideration and,  particularly,  may  I express  my  sincere 
appreciation  to  the  current  and  past  presidents  and 
the  president-elect  who  participated  in  the  very  kind 
expressions  concerning  my  work,  in  the  recent  issue  of 
The  Journal,  and  to  Dr.  Joe  Waring  for  the  idea  and 
for  providing  the  space  in  his  publication.  This  was  a 
most  thoughtful  and  gracious  gesture  on  the  part  of 
all  these  gentlemen  with  whom  it  has  been  my  great 
pleasure  to  serve,  and  the  April  issue  will  be  cherished 
among  my  most  valued  personal  papers.  My  sincere 
thanks  to  them  and  to  this  House  of  Delegates  for 
having  made  the  opportunity  possible. 

It  is  my  sincere  hope  ( and  one  which  I genuinely 
trust  you  share  with  me ) that  my  association  with  you 
may  continue  for  a good  many  more  years. 


Medical  Manuscript  Editing  Service 

For  more  than  ten  years,  the  American  Medical 
Writers’  Association  has  provided  a Medical  Manu- 
script Editing  Service.  This  Service  has  been  rendered 
by  a life  Member  of  the  AMWA,  Leslie  L.  Lewis, 
Editorial  Director  of  a Mid-West  publishing  company. 
Headquarters  of  the  Service  are  at  the  Ravenswood 
Hospital  in  Chicago.  The  Medical  Manuscript  Editing 
Service  is  available  to  both  members  and  non-mem- 
bers of  the  Association.  The  charge  to  members  is  $5 
for  the  first  1,999  words  plus  $5  for  each  additional 
thousand  or  fraction  thereof.  The  charge  to  non- 
members  is  $7.59  for  the  first  1,000  words  plus  $7.50 
for  each  additional  thousand  or  fraction. 

Only  manuscripts  that  are  intended  for  medical 
journals  or  kindred  publications,  from  which  the 
authors  receive  no  fees,  and  not  exceeding  5,900 
words  in  length  will  be  accepted  for  review  and 
editing.  This  is  not  a commercial  service  and  does  not 
concern  itself  with  the  selling  of  manuscripts,  ghost- 
writing, or  the  compiling  of  bibliographies. 

The  Service  is  intended  for  medical  writers  who 
would  like  to  have  assistance  when  confronted  by 
the  perplexities  of  writing  problems.  The  principal 
aim  of  the  Editor  of  the  Service  is  to  help  authors  say 


what  they  want  to  say  and  to  say  it  with  precision, 
economy,  and  grace.  On  the  manuscript  itself,  the 
Editor  corrects  punctuation;  capitalization;  spelling; 
misused  words,  including  medical  terms;  and 
arrangement  of  bibliography.  In  addition,  the  Editor 
offers  a line-by-line  criticism  of  the  manuscript 
covering  such  points  as  title,  organization,  tables  and 
illustrations,  sub-heads  and  summary,  as  well  as 
grammar,  syntax  and  usage.  Many  users  of  the  Ser- 
vice are  regular  contributors  to  the  medical  literature 
and  evidence  indicates  that  all  who  use  the  Service 
have  been  satisfied  with  the  work  it  does  for  them. 

Manuscripts  must  be  sent  by  first  class  mail,  type- 
written, in  English,  double  or  triple  space,  with  wide 
margins  at  top,  bottom,  and  both  sides,  written  on 
one  side  only,  and  accompanied  by  return  first  class 
postage.  It  is  preferred  that  manuscripts  be  mailed 
flat;  the  number  of  words  in  the  manuscript  must  be 
stated  in  the  upper  right  hand  corner  of  the  first  page; 
and  the  fee  for  the  Service,  including  return  postage 
enclosed.  The  author  should  be  sure  to  retain  a copy 
of  his  paper.  All  manuscripts  should  be  sent  to  the 
American  Medical  Writers’  Association,  Medical 
Manuscript  Editing  Service,  Ravenswood  Hospital, 
Chicago,  Illinois  69640. 
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A controversy  with  marks  of  enduring  permanence 
is  that  which  revolves  around  the  art  of  medicine 
and  what  has  been  labelled  as  opposite,  the  scientific 
approach.  Although  merits  of  both  might  well  be 
fused  into  one  single  purpose,  there  are  influences 
which  continue  to  make  a contest  of  this  issue.  In 
medical  communities,  both  sides  have  gained  con- 
spicuous support  along  with  increased  urgencies  of 
their  respective  missions.  The  upsurge  of  the  popula- 
tion count  and  the  effective  distribution  of  pre-pay- 
ment plans  has  intensified  the  need  and  demand  for 
the  private  physician.  The  academicians  of  the  medi- 
cal school  communities,  at  the  same  time,  have  been 
favored  by  tangible  public  support  through  increased 
funds  for  exploratory  projects  and  for  training,  par- 
ticularly if  such  training  emphasizes  the  scientific 
orientation.  The  demand  for  basic  scientists  has 
exceeded  the  output  and  the  market-place  bidding  has 
tended  to  close  the  gap  which  formerly  existed  be- 
tween the  clinician  and  laboratory  scientists,  at  least 
in  many  of  the  medical  school  faculties.  This  is  prob- 
ably not  a temporary  phenomenon  since  advanced 
medical  centers  will  undoubtedly  rely  more  and 
more  on  applications  of  scientific  breakthroughs  now 
in  the  making.  Space  age  research  and  development, 
which  in  the  Federal  budget  is  about  15  billion  yearly 
and  about  15  times  that  for  medical  research,  will  in- 
evitably generate  profound  changes  in  the  full  scale 
work-up  of  the  complex  patient.  We  are  experiencing 
now  some  of  the  deeper  insights  into  disease  states 
through  explorations  with  the  electron  microscope, 
chromosome  identifications,  genetic  chemistry,  elec- 
tronic amplification  of  nerve  impulses,  artificial  sub- 
stitutes for  internal  organs,  greatly  increased  sensi- 
tivity of  chemical  assays  for  hormones,  trace  metals 
and  metabolites,  computer  identifications  of  associa- 
tions among  multiple  variables,  etc.  As  these  and 
other  products  of  the  space  age  become  part  of  ad- 
vanced medical  care,  there  will  be  increased  inter- 
change between  the  laboratory  and  the  patient  areas. 
The  medical  student  will  be  severely  handicapped  if 
his  institution  is  lacking  in  the  necessary  dynamic 
adjustments  to  these  elements  of  change.  The  ap- 
proved instructor  is  a participant  in  some  part  of  these 
developments,  has  both  the  perception  and  challenge 
to  become  actively  engaged  in  this  changing  scene, 
and  has  sharpened  forward  vision  as  a natural  con- 
sequence. 

In  the  years  before  research  activities  were 
seriously  supported  in  most  state  medical  schools,  the 
competitive  stresses  were  not  so  severe  nor  so  numer- 
ous. Now,  there  is  frequent  opportunity  for  com- 
petitive comparisons  on  many  fronts.  It  starts  with  the 
competition  for  superior  medical  students,  extends 
similarly  through  the  competition  for  interns,  resi- 


dents, staff  recruitment,  and  grant  subsidies.  There 
are  evident  advantages  when  the  staff  enjoys  superior 
status  for  patient  referral,  for  post-graduate  instruc- 
tion and  when  its  members  occupy  positions  on  ex- 
amining boards,  editorial  boards  and  award  com- 
mittees. Recognition  as  an  investigative  center  neces- 
sarily strengthens  a school  on  all  these  fronts. 

Some  sympathetic  understanding  can  be  accorded 
the  staff  member  who  is  reluctant  to  reduce  time  for 
presentation  of  that  which  he  knows  to  be  sound  and 
valuable  in  the  management  of  patients  now  in  his 
care.  Sometimes,  however,  the  painful  decision  must 
be  made  that  much  of  this  is  routine  material  which 
the  rising  physician  can  read  or  observe  through  the 
exposure  years  of  internship  and  residence  and  that, 
again,  much  of  this  material  may  later  be  replaced 
with  something  better  in  a few  short  years.  A 
majority  of  medical  schools  have  reduced  time  for  the 
traditional  and  orthodox  courses  in  favor  of  a pre- 
liminary skirmish  of  sorts  in  which  the  student,  under 
guidance,  tests  his  own  resourcefulness  in  advancing 
some  segment  of  the  border  of  knowledge.  This  latter 
choice  can  be  expected  to  prepare  a student  for  deal- 
ing with  new  problems  of  the  future  for  which  not 
even  the  technics  exist  today.  This  more  or  less 
comes  down  to  a question  as  to  what  phase  must  the 
student  be  most  intensively  prepared  for,  the  first  two 
months  of  the  internsliip  or  some  point  10  or  15 
years  later  when  he  carries  the  brunt  of  patient  re- 
sponsibility in  an  uncharted  and  unpredictable  set  of 
circumstances.  The  best  supported  schools  which 
have  been  most  serious  in  debating  these  choices 
have  taken  the  long  range  view  of  the  training  ob- 
jective and  it  is  current  practice  to  allow  large  blocks 
of  the  student’s  time  for  a period  of  investigative 
experience.  Less  well  supported  schools  have  often 
taken  a more  short  range  objective  and  have  invoked 
a theme  of  the  pragmatic  as  against  the  theoretical. 
There  is  concern  however  that  this  latter  may  simply 
be  a means  of  apologizing  for  what  may  eventually 
prove  to  be  second  rate  patient  care  and,  in  the  end, 
may  not  be  acceptable  to  the  local  supporting  public. 

Certainly  every  school  is  expected  to  examine  con- 
tinuously its  particular  philosophies,  to  avoid  romantic 
self-appraisals  and  to  be  influenced  by  the  measured 
advice  of  those  of  acknowledged  accomplishment  in 
other  schools.  The  choice  of  policy  need  not  be 
wholly  determined  by  the  money  resources  on  which 
local  support  is  based.  Nationally  responsible  or- 
ganizations have  been  providing  significant  support 
based  almost  solely  on  the  criterion  of  excellence  of 
service  to  present  and  future  patients.  This  concept 
of  service  to  future  patients  takes  expression  in  con- 
siderable part  in  the  research  areas  of  any  given 
school. 
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SECONDARY  SYPHILIS  AND  THE 
PRO-ZONE  (PRE-ZONE)  PHENOMENON 

A source  of  diagnostic  confusion  is  the  case  of 
syphilis,  particularly  acute  secondary  syphilis,  which 
is  non-reactive  to  the  routine  reagin  test  for  syphilis. 
This  is  the  “pro-zone  phenomenon”  concerning  which 
the  Venereal  Disease  Control  Section  has  had  many 
inquiries. 

In  South  Carolina,  as  in  the  majority  of  the  states, 
the  VDRL  Flocculation  Test  is  the  procedure  followed 
on  routine  blood  specimens.  When  the  undiluted 
serum  is  clearly  non-reactive,  then  no  reactivity  is 
expected  in  dilutions  and  the  remainder  of  the  serum 
is  routinely  discarded.  If,  however,  the  undiluted 
serum  test  is  reactive,  weakly  reactive,  or  even 
dubious  in  appearance,  it  is  then  tested  quantitatively. 
The  last  dilution  which  is  reactive  is  then  designated 
as  a titre  of  that  serum. 

There  are  times,  however,  particularly  in  acute 
secondary  syphilis,  when  the  test-result  of  the  un- 
diluted serum  is  doubtful  or  even  in  occasional  cases 
non-reactive  due  to  the  presence  of  disproportionately 
large  amounts  of  reagin.  but  when  diluted  the  serum 
will  reveal  specific  activity.  This  is  the  pro-zone 
phenomenon.  Accordingly,  it  is  quite  possible  that 
certain  cases  of  secondary  syphilis  which  are  clinically 
manifest  may  have  the  diagnosis  of  syphilis  changed 
and  go  untreated  due  to  lack  of  laboratory  confirma- 
tion on  the  undiluted  specimen. 

Last  year  (July  1,  1963— June  30,  1964)  265,375 
blood  specimens  were  tested  by  the  State  Board  of 
Health  Laboratory,  of  which  4.6%  were  reactive. 
Obviously,  then  the  quantitation  of  all  specimens  sub- 
mitted would  not  be  indicated. 

In  light  of  the  above,  it  is  suggested  that  whenever 
a specimen  is  submitted  for  VDRL  on  a patient  with 
clinical  evidence  of  secondary  syphilis,  a non-reactive 
result  of  the  VDRL  test  would  suggest  the  need  for 
prompt  collection  of  a second  blood  specimen  to  be 
sent  to  the  laboratory.  This  specimen  should  be  ac- 
companied by  the  following  statement  which  should 
be  attached  to  the  VDRL  form:  “Clinical  Syphilis — 
Please  repeat  and  quantitate.” 


Blue  Cross  to  Aid  With  Medicare 

The  South  Carolina  Hospital  Association  has  recom- 
mended that  the  South  Carolina  Hospital  Service 
Rian  ( Blue  Cross ) be  appointed  as  administrative 
intermediary  to  South  Carolina  hospitals  for  the 
implementation  of  the  Medicare  program. 

The  recommendation,  contained  in  a proclamation, 
was  approved  by  the  South  Carolina  Hospital  Associa- 


tion Board  of  Trustees  and  the  General  Assembly  of 
members  at  a meeting  in  Myrtle  Beach,  July  30. 

The  recommendation  by  the  South  Carolina  Hos- 
pital Association  follows  a similar  one  made  by  the 
American  Hospital  Association. 

Under  the  Medicare  bill  (IIR  6675),  the  Secretary 
of  Health,  Education  and  Welfare  may  contract  with 
private  or  voluntary  agencies  to  assist  in  the  ad- 
ministration of  the  program,  and  members  of  both 
the  House  and  Senate  have  advocated  the  wide  use 
of  such  agencies. 

The  Medicare  bill,  which  was  signed  into  law 
by  President  Johnson,  begins  its  first  step  with 
an  open  enrollment  period  for  those  over  65  to 
sign  up  for  supplementary  medical  benefits  starting 
September  1,  1965,  and  running  until  March  31,  1966. 

In  current  concept,  Medicare  would  work  this  way: 
when  sickness  strikes  and  a Medicare  patient  is  hos- 
pitalized, he  shows  the  hospital  his  health  insurance 
benefits  card  as  immediate  evidence  of  eligibility. 

I hrough  one  of  the  Social  Security  Administration’s 
600  district  offices,  the  hospital  queries  the  Baltimore 
office  where  computers  tell  exactly  the  benefits  to 
which  the  patient  is  entitled.  The  information  is  re- 
layed within  24  to  48  hours.  At  this  point.  Blue  Cross 
or  the  intermediary  organization  involved  takes  over 
the  details  of  the  bill  payment  and  all  other  direct 
dealings  with  the  hospital  or  Medicare  patient. 


J.  Hal  Jameson,  M.  D.,  of  Easley,  South  Carolina, 
was  recently  elected  President  of  the  South  Carolina 
Medical  Care  Plan  ( Blue  Shield ) at  the  quarterly 
meeting  held  in  Columbia. 

\\  illiam  H.  Prioleau,  M.  D.,  of  Charleston,  was 
elected  Vice-President.  Charles  J.  Lemmon,  Jr.,  M.  D., 
of  Columbia,  and  Mr.  Thomas  C.  Vandiver,  President 
of  Southern  Bank  and  Trust  Company  of  Greenville, 
were  re-elected  Secretary  and  Treasurer  respectively. 

As  President,  Dr.  Jameson  replaces  Dr.  John  Arthur 
Siegling  of  Charleston,  who  resigned  after  16  years 
service  to  the  non-profit  medical  care  Plan. 

Elected  as  new  members  of  the  Board  of  Directors 
were  Dr.  Wendell  Howard  Tiller,  Jr.,  orthopedic  sur- 
geon of  Spartanburg,  and  Dr.  Samuel  C.  Lowe,  Jr.,  a 
Rock  Hill  pediatrician. 


Dr.  Larisey  Retires 

Dr.  Carr  T.  Larisey,  a leading  Hampton  County- 
physician  for  the  past  30  years,  and  president  of  the 
Hampton  County  Medical  Society  has  retired  from 
active  practice  of  medicine  in  Hampton. 

Dr.  Larisey  has  had  one  of  this  community’s  largest, 
most  active  practices.  His  obstetrics  practice  was  out- 
standing until  his  health  necessitated  his  curtailing 
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this  several  years  ago,  also  limiting  his  general  prac- 
tice. 

Dr.  Larisey  was  graduated  from  the  Medical  Col- 
lege of  the  State  of  South  Carolina  in  1931,  and  com- 
pleted a year’s  internship  in  Roper  Hospital  there. 

During  World  War  II,  the  Hampton  physician 
served  four  years,  three  years  of  which  were  in  combat 
duty  overseas. 

In  1945,  he  was  honorably  discharged  from  service, 
a major  in  the  U.  S.  Army.  He  returned  to  his  family 
in  Hampton  and  reopened  his  practice  here. 


Dr.  Clinton  Cited  For  Long  Service 

Dr.  John  Jacob  Clinton,  of  Lancaster  was  honored 
during  the  recent  commencement  exercises  at  the 
Howard  University  Medical  School  in  Washington, 
D.  C.,  when  he  was  presented  a certificate  from  the 
Alumni  Association,  citing  his  50  years  of  service  in 
the  practice  of  medicine. 

Other  honors,  outside  of  the  medical  field,  have 
been  received  by  Dr.  Clinton.  In  1949  he  was 
awarded  the  Silver  Beaver,  the  highest  award 
offered  Boy  Scout  leaders.  An  elementary  school  in 
Lancaster  also  bears  his  name.  He  deeded  land  for  a 
nominal  fee  to  the  Lancaster  County  Board  of  Educa- 
tion where  now  stands  the  John  J.  Clinton  Grammar 
School. 


Dr.  Ferrara  Returns 

Bernard  E.  Ferrara,  M.  D.,  F.  A.  C.  S.  announces 
the  opening  of  his  office  for  the  practice  of  general 
and  thoracic  surgery  at  96-A  Ashley  Avenue,  Charles- 
ton. 

Physician  Needed  in  Blackville 

The  Journal  has  received  a letter  from  a 
prominent  citizen  of  Barnwell  County  indi- 
cating the  need  for  a doctor.  He  says: 

“We  have  been  trying  for  some  time  to  get  a 
doctor  to  locate  at  Blackville,  in  Barnwell 
County.  Dr.  Kneece,  who  has  been  practicing 
there  for  some  years,  would  welcome  a doctor 
and  the  people  in  the  community  need  another 
physician  and  are  willing  to  be  of  such  help  as 
they  can  to  help  one  get  started.  It  is  a 
wonderful  opening  for  a doctor.  Dr.  Kneece 
cannot  take  care  of  all  the  people  there. 

“The  Town  of  Blackville  has  a good  school 
and  has  two  drug  stores,  with  a manufacturing 
plant  employing  about  175  women.  It  is  a ten- 
minute  drive  from  Blackville  to  the  County 
Hospital.  We  have  a fine  surgeon  and  one  of 
the  best  small  hospitals  to  be  found  anywhere. 

He  will  be  warmly  welcomed  should  a doctor 
come  to  Blackville  and  all  of  us  here  in  the 
county  would  cooperate  with  him  in  every 
respect.” 


Drs.  Jervey  and  Paul  Speak 

Dr.  Harold  Jervey  of  Columbia  and  Dr.  J.  C.  Paul 
of  Camden  spoke  to  a conference  of  nurses  in  in- 
dustrial and  office  work  on  July  15  and  16. 


COMINGS  AND  GOINGS 

Dr.  Robert  J.  Grube  has  arrived  in  Clinton  to  be- 
come associated  with  Drs.  D.  O.  Rhame  and  R.  N. 
Sullivan. 

Dr.  Grube  is  a Thornwell  graduate  of  1945,  served 
in  the  Navy  1945-46,  and  was  graduated  from 
Davidson  College  in  1950. 

Following  two  years  working  in  Clinton,  he 
entered  the  Medical  College  of  South  Carolina  and 
was  graduated  in  1955.  He  interned  at  Memorial  Hos- 
pital in  Charlotte,  N.  C.,  and  has  been  engaged  in 
general  practice  in  Camden  for  the  past  eight  years. 

Dr.  E.  R.  Griffith  is  now  associated  with  Dr.  W.  B. 
Helton,  Jr.  in  the  practice  of  obstetrics  and  gynecol- 
ogy, having  assumed  his  duties  the  first  of  July  in 
Greer. 

Born  in  Atlanta,  Dr.  Griffith  is  a graduate  of  Vir- 
ginia Military  Institute  and  attended  the  Medical  Col- 
lege of  Georgia  in  1959. 

Dr.  Griffith  served  his  internship  in  Spartanburg 
and  spent  two  years  in  the  obstetrical  and  gyneco- 
logical service  in  the  Army  Medical  Corps  at  Fort 
Gordon,  Ga.  For  the  past  three  years  he  has  been  in 
residency  training  on  the  obstetrical  and  gynecological 
service  at  the  Greenville  General  Hospital. 


William  K.  Dodd,  M.  D.  announces  the  opening  of 
his  office  for  general  medicine  at  203  Chateau 
Avenue,  North  Charleston,  in  association  with  C.  C. 
Wannamaker,  M.  D.  and  L.  E.  Varner,  M.  D. 


Dr.  Count  Pulaski,  Jr.,  of  Hampton  has  opened  his 
new  office  in  Hampton.  He  is  engaged  in  the  practice 
of  general  medicine  and  general  surgery,  and  will  be 
on  the  medical-surgical  staff  of  the  Hampton  General 
Hospital. 

Reopening  his  practice  in  this  community  after  one 
year’s  leave  of  absence,  Dr.  Pulaski  completed  a resi- 
dency in  surgery  last  year  on  the  surgical  staff  of 
Columbia  Hospital,  in  Columbia. 

Dr.  Pulaski  received  his  degree  in  medicine  in 
1960,  from  the  Medical  College  of  South  Carolina. 
His  internship  was  served  at  Columbia  Hospital. 

Setting  up  practice  in  Hampton  in  1961,  he  did  a 
general  practice  of  medicine  in  this  community  for 
two  and  a half  years,  before  serving  a residency  at 
Columbia  Hospital  in  1964. 


Dr.  C.  F.  Higgins  has  joined  the  medical  staff  of 
May  Plant,  E.  I.  duPont  de  Nemours  Company,  Inc. 
in  Camden  as  plant  physician. 

Dr.  Higgins,  who  came  to  Kershaw  county  from 
Easley,  is  well  known  in  Kershaw  where  he  and  Mrs. 
Higgins  made  their  home  while  he  was  associated 
with  the  late  Dr.  John  M.  Brewer  in  the  late  1940’s. 


u demand  maximum  safety  and  low  cost  for  your  patient 


DexameTH 

* DexameTH asone 

Tablets  0.75  mg.  and  0.5  mg. 


□ DEXAMETH  possesses  greater  anti-inflammatory  potency  per  milligram  than  most 
steroids  □ with  less  tendency  to  produce  undesired  effects  □ available  at  substan- 
tially reduced  cost  to  patient 


PRECAUTIONS:  At  therapeutic  dose  levels,  dexameth  (dex- 
i amethasone)  may  have  less  tendency  to  cause  sodium  or 
water  retention,  potassium  excretion,  disturbance  in  glu- 
| cose  metabolism  or  hypertension  than  some  of  the  older 
steroids.  With  these  exceptions,  however,  the  drug  may 
give  rise  to  the  metabolic  and  hormonal  side  effects  char- 
acteristic of  corticosteroids.  It  should,  therefore,  be  used 
with  great  caution  in  the  presence  of  tuberculosis  and 
other  infections,  osteoporosis,  peptic  ulcer,  fresh  intestinal 
anastomoses,  diverticulitis,  thrombophlebitis,  herpes  sim- 
plex. psychotic  tendency,  pregnancy  and  in  persons  ex- 
posed to  chickenpox,  measles  or  scarlet  fever. 

* Rothermich,  N.  O.:  Postgrad.  Med.  35:117,  1964. 

U.S.  VITAMIN  & PHARMACEUTICAL  CORPORATION,  800  Second  Ave.,  N.  Y„  N.  Y.  10017 


CONTRAINDICATIONS:  Ocular  herpes  simplex,  arthritis 
complicated  by  psoriasis,  tuberculosis  of  the  eye  and  skin, 
fungal  keratitis,  local  pyogenic  infection. 

Before  prescribing,  consult  product  brochure. 

DOSAGE:  In  rheumatoid  arthritis,  the  initial  daily  dosage  » 
ranges  from  1.5  to  3.0  mg.  The  dosage  is  then  decreased 
gradually  to  the  minimum  that  will  maintain  sufficient 
relief;  this  may  be  as  little  as  0.75  mg.  per  day.  After  ex- 
tended therapy,  it  is  especially  important  that  the  drug  be 
withdrawn  gradually  to  allow  recovery  of  normal  adrenal 
function. 


Dr.  George  L.  David,  Jr.,  formerly  chief  resident  in 
surgery  at  the  Medical  College  of  South  Carolina  has 
moved  to  Kingstree  to  establish  a practice  of  general 
surgery. 

Dr.  David  was  born  in  Florence.  He  served  two 
years  in  the  U.  S.  Army  and  graduated  from  the 
University  of  South  Carolina  in  1955  with  a degree  in 
biology  and  chemistry. 

He  graduated  from  the  Medical  College  of  South 
Carolina  in  1959  with  a degree  of  Doctor  of  Medicine 
and  returned  to  Florence  where  he  served  a rotating 
internship  at  McLeod  Infirmary  until  1960. 

He  entered  a five-year  residency  in  surgery  at  the 
Medical  College  during  which  time  he  taught  surgery 
and  engaged  in  research.  He  also  received  training  in 
thoracic  surgery  and  neurosurgery. 

Dr.  Ralph  E.  Baker,  Jr.,  of  Savannah,  has  joined 
Dr.  James  DeLoach,  of  Estill,  at  the  DeLoach  Clinic 
in  the  practice  of  general  medicine. 

A graduate  of  Emory  University,  Dr.  Baker  received 
his  degree  in  medicine  from  the  Medical  College  of 
South  Carolina  three  years  ago.  He  completed  his 
internship  at  Memorial  Hospital  of  Chatham 
County,  Savannah.  Also,  he  completed  a residency 
training  in  obstetrics  and  Gynecology  at  Memorial 
Hospital  prior  to  coming  to  Estill  to  practice.  He  will 
be  on  the  medical-surgical  staff  of  the  Hampton  Gen- 
eral Hospital. 

Dr.  Howard  Snyder  is  now  practicing  radiology  in 
Rock  Hill. 

He  was  a general  practitioner  of  medicine  in  Sum- 
merville for  about  16  years  until  he  closed  his  office 
three  years  ago  to  specialize  in  radiology. 

Dr.  Otis  Hill,  who  has  been  practicing  medicine  in 
the  Enoree  community  since  October  has  moved  to 
Laurens  where  he  will  be  associated  with  Dr. 
Thomas  Jenkins  of  Newberry. 

Dr.  Hill  and  Dr.  Jenkins  are  graduates  of  the 
Medical  College  of  South  Carolina.  Dr.  Hill  interned  at 
Spartanburg  General  Hospital  and  Dr.  Jenkins  in- 
terned at  the  Erlinger  Baroness  Hospital  in  Chat- 
tanooga. 

Dr.  Clarence  Davis  has  returned  to  Florence  after 
a 15-year  absence  to  become  associated  with  doctors 
P.  D.  Hay,  Jr.  and  John  Hunter  in  the  radiology  de- 
partment of  McLeod  Infirmary. 

Dr.  Davis  is  a graduate  of  The  Citadel  and  the 
Medical  College  of  South  Carolina. 

After  graduation  from  The  Citadel,  he  served  as  a 
second  Lieutenant  in  the  U.  S.  Air  Force  and  after 
leaving  the  service  enrolled  at  the  medical  college. 

Dr.  Davis  moved  to  Florence  shortly  after  he  com- 
pleted three  years  as  a resident  at  Duke  Hospital  in 
Durham,  N.  C. 

Dr.  Frank  J.  Wyman,  Jr.,  has  joined  the  State  Board 
of  Health  staff  as  an  obstetrics  and  gynecologic  con- 
sultant in  the  Maternal  and  Child  Health  Division. 


A Columbia  native,  Dr.  Wyman  is  a graduate  of 
The  Citadel  and  Medical  College  of  South  Carolina. 
He  served  his  residency  at  the  University  of  Tennes- 
see, where  he  was  chief  resident  during  his  final 
year. 

He  was  stationed  in  the  Army  hospital  at  Frank- 
furt, Germany,  for  three  years. 


A Darlington  native,  Dr.  James  D.  Mclnnis,  joined 
the  staff  of  the  Coleman-Aimar  Clinic. 

He  received  his  medical  degree  in  1962  from  the 
Medical  College  of  South  Carolina.  His  internship 
was  at  the  Columbia  Hospital. 

He  entered  active  military  service  as  a captain,  and 
was  stationed  at  Brooke  Army  Hospital  in  San 
Antonio,  Texas,  before  assignment  to  the  armed 
forces  recruiting  and  induction  center  in  Knoxville, 
Tenn.,  where  he  served  for  two  years  as  medical  ex- 
amining officer. 


Archibald  McL.  Martin,  M.  D.  announces  the  open- 
ing of  his  office  for  the  practice  of  surgery  at  96-A 
Bull  Street,  Charleston,  South  Carolina. 


Dr.  Malcolm  B.  Cook,  M.  D.,  has  moved  to  new 
offices,  just  completed,  at  310  Owings  St.  in  Laurens. 

Dr.  Cook  began  the  practice  of  general  medicine 
in  1952.  He  was  a 1951  graduate  of  the  Medical  Col- 
lege of  South  Carolina  after  attending  The  Citadel. 
He  interned  one  year  at  Columbia  Hospital  before 
going  to  Laurens. 


Dr.  Douglas  Jenkins  has  opened  a general  practice 
of  medicine  in  offices  at  First  and  Harrison  Streets  in 
Dillon. 

He  completed  work  at  the  Medical  College  of  South 
Carolina  and  was  a member  of  Phi  Chi  Medical  Frat- 
ternity  there,  serving  one  year  as  its  president. 

He  interned  at  Greenville  General  Hospital  and 
then  began  a two-year  tour  of  duty  with  the  United 
States  Air  Force  as  a flight  surgeon.  He  completed  a 
three-months  course  in  aerospace  medicine  at  the 
School  of  Aerospace  Medicine,  San  Antonio,  Texas. 


Dr.  Eston  E.  Williams,  Jr.,  formerly  of  Orangeburg 
practiced  medicine  in  Crescent  beach  until  Labor 
Day  when  he  moved  his  practice  to  Loris. 

He  was  graduated  from  the  University  of  South 
Carolina  and  the  Medical  College  of  South  Carolina. 
He  served  his  internship  and  residency  at  Columbia 
Hospital,  Columbia. 


Dr.  Margaret  Louise  Wyatt,  has  opened  an  office  at 
605-A  Arlington  Avenue  in  Greenville.  Her  practice 
is  limited  to  pediatrics  and  treatment  of  allergy. 

Dr.  Wyatt  is  a graduate  of  William  and  Mary  Col- 
lege, Williamsburg,  Va.  She  graduated  from  the  Medi- 
cal College  of  South  Carolina  in  1961  and  served  her 
internship  at  the  University  of  Virginia  Hospital, 
Charlottesville,  Va.  Her  residency  in  pediatrics  was  at 
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the  North  Carolina  Memorial  Hospital,  University  of 
North  Carolina,  1962-64,  and  she  also  completed  a 
fellowship  in  pediatric  allergy  at  North  Carolina  Mem- 
orial, 1964-65. 


J.  Earle  Furman,  M.  D.  and  Jack  W.  Chandler, 
M.  D.  announce  the  association  of  Watt  McCain,  Jr., 
M.  D.  for  the  practice  of  pediatrics,  301  Anderson 
Street,  Greenville. 


Dr.  I.  Jenkins  Mikell  has  moved  his  office  to  701 
Santee  Avenue,  Columbia. 


Dr.  Hugh  V.  Coleman  is  now  occupying  his  new 
office  building  at  1211  North  Main  Street  in  Marion. 

Dr.  Coleman  began  his  practice  in  Marion  with  Dr. 
W.  L.  Cheezem  December  27,  1960  in  the  field  of 
surgery  and  orthopedics. 

He  received  his  medical  degree  from  the  Medical 
College  of  South  Carolina  in  1952.  He  interned  at 
the  University  of  Texas  Medical  Branch  Hospital, 
Galveston,  Texas  and  did  his  residency  in  surgery  at 
the  Veterans  Hospital,  Columbia.  While  doing  a 
two-year  tour  of  duty  in  the  U.  S.  Army,  Dr.  Cole- 
man was  chief  of  surgery  at  Fort  Huachuca,  Arizona. 
Following  this  he  was  associated  with  Dr.  John  R. 
Sehwartzman,  prominent  orthopedist  of  Tucson,  Ariz- 
ona, for  a year  and  a half.  Dr.  Coleman  is  a diplo- 
mate  of  the  American  Board  of  Surgery,  a member 
of  the  American  College  of  Surgeons,  a Fellow  of  the 
Southeastern  Surgical  Congresses. 

He  is  Chief  of  Staff  at  the  Marion  County  Memorial 
Hospital,  past  president  of  the  Marion  County  Medical 
Association,  vice  president  of  the  Pee  Dee  Medical 
Association.  He  is  a member  of  the  South  Carolina 
Surgical  Society. 


Exhibit  of  Medical  College  of  South  Carolina  at 
AM  A ( onvention,  New  York  City,  June  1965. 

Animated  display  of  medical  television — a joint 
project  of  the  Division  of  Postgraduate  Education 
and  South  Carolina’s  ETV  System — was  viewed 
by  thousands  of  physicians  in  the  scientific  ex- 
hibit area  of  the  world’s  largest  medical  conven- 
tion. 
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Dr.  Jones  Named  Health  Officer 

Dr.  H.  Parker  Jones  has  been  named  medical  health 
officer  in  the  Beaufort  County  Health  Department.  He 
assumed  duties  July  1. 

Dr.  Jones  is  well  known  to  Beaufort  County  citizens, 
having  practiced  medicine  there  for  many  years. 


Dr.  H.  J.  Stuckey 

Dr.  Henry  J.  Stuckey  has  been  practicing  medicine 
in  Bamberg  54  years.  He  came  to  Bamberg  in  July 
1911,  following  his  graduation  from  the  Medical  Col- 
lege of  South  Carolina,  back  in  the  horse  and  buggy 
days. 

Dr.  Stuckey  was  born  in  Bishopville  February  11, 
1886.  He  took  his  pre-med  at  Davidson  College,  and 
was  associated  with  the  late  Dr.  J.  J.  Cleckley  during 
his  first  years  in  Bamberg. 

Dr.  Stuckey  is  a dedicated  physician,  who  is  greatly 
respected  and  admired  throughout  the  entire  section 
where  he  has  spent  more  than  a half  century  of 
sympathetic  ministry  to  the  sick  and  afflicted. 

Dr.  Stuckey  is  a Lion,  a Mason,  a member  of  the 
Shriners,  Elks  and  the  Presbyterian  Church.  He  is 
President  and  a Director  of  the  Home  Building  and 
Loan  Association,  and  a Director  of  Bamberg  In- 
dustries, Inc. 

Dr.  Stuckey  was  elected  to  City  Council  several 
terms,  and  also  has  served  as  Mayor  Pro  Tern. 


Honorary  Membership  for  Dr.  McCord 

The  South  Carolina  Dental  Association  has  con- 
ferred honorary  membership  upon  Dr.  William  M. 
McCord,  Interim  President  of  the  Medical  College  of 
South  Carolina.  Dated  May  21,  1965,  the  citation 
reads  “In  appreciation  and  in  recognition  of  valuable 
contributions  to  dentistry.” 


Booklet  on  Weight  Reduction 

The  South  Carolina  Bakers  Council,  Post  Office  Box 
5141,  Columbia,  S.  C.,  has  produced  a booklet  on 
weight  reduction  entitled  “Eat  and  Grow  Slim.” 
This  booklet  has  found  considerable  acceptance  and  it 
is  still  available  to  those  in  the  health  field — physi- 
cians, nurses,  health  educators  and  other  professionals. 

These  booklets  may  be  obtained  in  limited  quantity 
without  charge  from  the  Council. 


AMA  Action  on  Medicare 

The  following  TWX  was  sent  to  the  headquarters 
offices  of  the  state  medical  associations  on  August  10. 

“AMA  Board  of  Trustees  held  special  session  on 
August  7-8,  Chicago,  to  discuss  Public  Law  89-97 
(Social  Security  Amendments  of  1965)  and  related 
matters.  Information  re  this  meeting  is  being  dis- 
seminated by  TWX  or  special  delivery  air  mail  to 
state  medical  association  presidents  and  presidents- 
elect,  headquarters  of  state  medical  associations  and 
metropolitan  medical  societies,  members  of  the  AMA 
House  of  Delegates,  and  state  medical  association 
editors. 

“Since  the  medicare  bill  has  become  Public  Law 
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89-97,  the  Board  of  Trustees  feels  that  its  role  should 
be  to  give  advice  and  guidance  to  the  Secretary  of 
Health,  Education,  and  Welfare  to  the  end  that  pro- 
grams developed  and  regulations  promulgated  will 
provide  the  stated  benefits  in  the  most  meaningful 
manner  to  our  patients  with  a minimum  of  disturb- 
ance and  inconvenience  to  the  medical  profession. 

“The  Board  has  appointed  the  following  Advisory 
Committee  to  represent  AMA  in  discussions  re  this 
law  with  Secretary  of  HEW  and  his  staff:  President 
James  Z.  Appel,  Chairman;  President-Elect  Charles  L. 
Hudson;  Secretary-Treasurer  Raymond  M.  McKeown, 
Trustee  Dwight  L.  Wilbur,  and  Chairman  of  Council 
on  Medical  Service  Russell  B.  Roth.  The  Office  of 
the  Executive  Vice  President  will  staff  this  Com- 
mittee. 

“This  Committee  held  an  organizational  meeting 
Friday,  August  13.  This  Committee  will  consult  with 
HEW  officials  regarding  implementation  of  law  and 
regulations  to  be  promulgated.  Its  recommendations 
will  be  reported  regularly  to  Board  of  Trustees  and 
through  Board  to  the  House  of  Delegates  and  other 
appropriate  groups. 

“Board  considered  action  of  House  of  Delegates  in 
June:  ‘Resolved,  That  when  the  fate  of  the  pending 
medicare  legislation  is  determined,  this  House  will 
review,  in  special  session  if  necessary,  the  effect  of  the 
law  and  take  whatever  action  is  deemed  necessary;’ 
and  after  careful  review  of  current  situation  took  no 
action  to  convene  special  session  in  view  of  im- 
minence of  November  session  in  Philadelphia  when 
much  more  information  regarding  regulations  and 
related  subjects  will  be  available. 

“As  reported  in  earlier  TWX,  pursuant  to  House  of 
Delegates  directive  regarding  restatement  of  offer  to 
meet  with  President,  Task  Force  of  Board  of  Trustees 
met  with  President  Johnson  on  July  29  and  sub- 
sequently with  Secretary  Celebrezze  and  HEW  offi- 
cials. The  President  and  HEW  asked  AMA  to  partici- 
pate in  formulation  of  regulations  and  assured  AMA 
Task  Force  that  no  regulations  would  be  finalized 
without  full  AMA  opportunity  to  evaluate  and  recom- 
mend changes. 

“The  following  is  a summary  of  the  items  dis- 
cussed by  legal  counsel  at  the  meeting  of  the  Board 
of  Trustees  on  August  8,  1965: 

“1.  Physicians  acting  alone  or  as  a group  through 
their  medical  organizations  may  freely  criticize  Public 
Law  89-97  and  may  seek  its  repeal  or  modification. 

“2.  An  individual  physician  acting  independently 
and  not  in  concert  with  others  can  lawfully  refuse  to 
accept  any  person  as  a patient  who  is  a beneficiary 
under  the  program. 

“3.  The  physician’s  right  to  practice  in  a hospital  is 
not  vested;  he  is  obligated  to  abide  by  the  reasonable 
rules  and  regulations  imposed  by  the  hospital  ad- 
ministration. Such  rules  and  regulations  may  directly 
or  indirectly  require  the  cooperation  of  the  physician 
in  assisting  the  hospital  to  participate  as  a provider 
of  services  under  the  law. 

“4.  Although  Public  Law  89-97  provides  that 


nothing  in  this  law  ‘shall  be  construed  to  authorize 
any  Federal  officer  or  employee  to  exercise  any  super- 
vision or  control  over  the  practice  of  medicine  or  the 
manner  in  which  medical  services  are  provided,’  other 
laws,  such  as  the  Sherman  Antitrust  Act,  may  apply 
to  certain  situations  involving  group  action. 

“5.  The  basic  principle  of  antitrust  laws  is  to  pro- 
hibit private  restraints  which  operate  to  impede  a 
competitive  economy;  and  action  by  an  organized 
group  of  individuals  in  refusing  to  deal  with  others 
has  been  held  illegal.  When  such  restraints  adversely 
affect  those  engaged  in  providing  health  services, 
such  as  hospitals,  nursing  homes  and  carriers,  relief 
may  be  provided  by  law.  The  Sherman  Antitrust  Act 
delegates  to  the  courts  broad  powers  to  interpret  and 
apply  the  prohibitions  of  the  law,  case  by  case,  in 
civil  and  criminal  actions  brought  by  the  Department 
of  Justice  and  by  private  persons. 

“6.  Conspiracy  under  the  antitrust  laws  may 
emanate  from  a common  understanding  or  an  express 
or  implied  agreement.  In  a number  of  cases  involving 
medical  organizations,  statements  of  policy  by  the 
organization,  such  as  resolutions  and  ‘ethical’  rules  of 
conduct,  have  been  interpreted  as  evidence  of  con- 
spiracy under  the  particular  facts  and  circumstances. 

“7.  If  physicians  acting  in  concert  through  medical 
organizations  refuse  to  participate  in  the  program, 
such  action  would  involve  exposure  to  the  applica- 
tion of  the  Sherman  Antitrust  Act. 

“The  Board  of  Trustees  will  present  thoroughly 
documented  and  extensive  report  to  House  of  Dele- 
gates at  its  regular  session  in  Philadelphia  discussing 
all  aspects  of  the  new  law  as  it  affects  the  profession, 
legal  questions  involved  in  participation  and  non- 
participation, relationship  of  the  carriers  to  govern- 
ment and  to  the  profession,  the  effect  of  the  law  on 
pathologists,  radiologists,  and  other  specialty  groups, 
and  the  important  new  provisions  in  the  Kerr-Mills 
medical  assistance  program. 

“The  Board  will  spare  no  effort  to  keep  you  com- 
pletely informed  of  developments  as  they  occur.  Every 
channel  of  communication  available  will  be  utilized 
as  indicated. 

“Meanwhile,  the  Board  urges  all  physicians  and 
especially  leaders  of  state  and  county  medical  societies 
to  face  the  problems  ahead  with  restraint,  a clear 
mind,  and  unity.” 


Meetings  and  Conferences 

The  latest  clinical  and  research  information  on 
Hodgkin’s  Disease  will  be  presented  at  a Symposium, 
co-sponsored  by  the  American  Cancer  Society  and 
the  National  Cancer  Institute,  to  be  held  Monday, 
November  22,  1965  at  the  New  York  Hilton  Hotel  in 
New  York  City.  All  interested  physicians,  medical 
students  and  investigators  are  invited  to  attend  this 
program  which  will  emphasize  the  clinical  manage- 
ment of  Hodgkin’s  Disease.  There  is  no  advanced 
registration  or  registration  fee.  For  further  informa- 
tion, write:  Dr.  Jack  W.  Milder,  Research  Depart- 
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ment,  American  Cancer  Society,  Inc.,  219  East  42 
Street,  New  York,  New  York  10017. 


Symposium  on  Common  Problems  In  General  Prac- 
tice — Office  Procedures.  Mound  Park  Hospital 
Foundation,  Florida  Academy  of  General  Practice  — 
(16th  Annual  Scientific  Assembly)  — October  29 
and  30,  1965  — registration  12:00  to  5:00  P.  M., 
October  28th.  The  Foundation  reserves  the  right  to 
limit  registration.  By  special  arrangement  — No 
Registration  Fee.  14  Accredited  Hours  by  the  Ameri- 
can Academy  of  General  Practice.  Address  — Gen- 
eral Practice,  Mound  Park  Hospital  Foundation,  Inc., 
St.  Petersburg,  Florida  33701. 


GREENVILLE  SYMPOSIUM 

A series  of  lectures  will  be  held  November  3-4  and 
a Medical  Symposium  on  November  5 at  the  Green- 
ville General  Hospital. 

There  will  be  no  Registration  Fees. 

All  sessions  will  be  held  in  the  auditorium  of 
Greenville  General  Hospital. 

A series  of  lectures  and  discussions  on  “Inhalation 
Therapy — Emphasizing  Nebulization  and  Humidifica- 
tion” as  it  pertains  to  topical  chemotherapy  within 
the  lung — 

Wednesday,  November  3 — 2:00-4:30  P.  M. 

Thursday,  November  4— 10:00  A.  M.— 12:30  P.  M. 

2:00-4:00  P.  M. 

Forrest  M.  Bird,  Ph.  D.,  will  lecture  and  direct 
discussion  periods.  Dr.  Bird,  who  developed  the  Bird 
respirator  and  is  an  aeronautical  engineer,  has  directed 
similar  sessions  with  great  success  at  other  medical 
schools  and  hospitals. 

FRIDAY  — NOVEMBER  5 — 10:00  A.  M. 
SYMPOSIUM 

“An  Approach  To  Chronic  Pulmonary  Disease” 
“Chronic  Obstructive  Ventilatory  Disease” 
Herbert  O.  Seiker,  Nl.  D.,  Duke  University  School 
of  Medicine 

“Clinical  Evaluation  of  Pulmonary  Disability” 
Hurley  Motley,  University  of  California 
Medical  School 

“What  Can  A Chest  Film  Tell  You?” 

Howard  J.  Barnhard,  M.  D.,  University  of  Arkansas 
Medical  School 

“Topical  Chemotherapy  Within  the  Lung” 

Forrest  M.  Bird,  Ph.  D.,  Palm  Springs,  California 
2:00  P.  M. — Demonstrations 
4:00  P.  M. — Case  Presentations 

For  further  information  write:  Leon  P.  Andrews, 
M.  D.,  Director  Medical  Education,  Greenville  Gen- 
eral Hospital. 


The  fall  meeting  of  the  Florida  Pediatric  Society 
will  be  held  in  Nassau,  Bahamas,  November  11-14,  at 
the  British  Colonial  Hotel,  on  the  general  topic  Dis- 
eases of  the  Newborn.  All  interested  physicians  are 
invited  to  attend. 


PIEDMONT  POST-GRADUATE 
ASSEMBLY 
OCTOBER  21,  1965 
YOUNG  MEMORIAL  AUDITORIUM 
ANDERSON  MEMORIAL  AUDITORIUM 
ANDERSON,  SOUTH  CAROLINA 

Theme:  “Various  Aspects  of  Neoplastic  Diseases” 


9:00  A.  M. 
9:15  A.  M. 


10:00  A.  M. 


10:45  A.  M. 
11:15  A.  M. 


12:00  Noon 
1:30  P.  M. 


2:15  P.  M. 


3:00  P.  M. 
3:30  P.  M. 


4:15  P.  M. 
5:00  P.  M. 
6:30  P.  M. 
7:30  P.  M. 


Welcome  and  Introduction 
Dr.  J.  R.  Young 
“Solid  Tumors” 

William  J.  Pendergrast,  M.  D.,  Atlanta, 
Ga. 

Exfoliative  Cytology 

Heinz  Bauer,  M.  D.,  Washington, 

D.  C. 

Coffee  Break  ( Exhibits ) 

“Carcinoma  of  the  Cervix” 

Frank  C.  Greiss,  Jr.,  M.  D.,  Winston- 
Salem,  N.  C. 

Lunch 

“Cancer  of  the  Pharynx  and  Larynx” 
William  R.  Hudson,  M.  D.,  Durham, 
N.  C. 

“Lymphomas” 

Donald  M.  Hayes,  M.  D.,  Winston- 
Salem,  N.  C. 

Coffee  Break  (Exhibits) 

“Brain  Scanning  in  Neoplastic  Disease” 
D.  A.  L.  Dick,  M.  D.,  Augusta, 

Georgia 

Panel  Discussion 
Free  Hour 
Social  Hour 
Banquet 

Banquet  Speaker — Charles  S.  Cam- 
eron, M.  D. 

No  Registration  Fee 
No  Cost  for  Banquet 


GUEST  SPEAKERS 


( 


William  J.  Pendergrast,  M.  D.,  Cancer  Surgeon,  At- 
lanta, Georgia 

Heinz  Bauer,  M.  D.,  Professor  of  Pathology,  George- 
town University,  Washington,  D.  C. 

Frank  C.  Greiss,  M.  D.,  Professor  of  Obstetrics  and 
Gynecology,  The  Bowman  Gray  School  of  Medi- 
cine, Winston-Salem,  North  Carolina 
William  R.  Hudson,  M.  D.,  Professor  of  Surgery,  Duke 
University  Medical  Center,  Durham,  North  Caro- 
lina 

Donald  M.  Hayes,  M.  D.,  Associate  Professor  of  Medi- 
cine, The  Bowman  Gray  School  of  Medicine, 
Winston-Salem,  North  Carolina 
D.  A.  L.  Dick,  M.  D.,  Professor  of  Radiology,  Medical 
College  of  Georgia,  Augusta,  Georgia 
Charles  S.  Cameron,  M.  D.,  President,  Hahnemann 
College  and  Hospital  of  Philadelphia,  Philadelphia, 
Pennsylvania 


First  Obstetrics  and  Gynecology  Seminar  Cruise 
presented  by  Department  of  Obstetrics  and  Gyne- 
cology, College  of  Medicine,  University  of  Florida. 
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Dr.  Harry  Prystowsky,  Chairman.  Approved  by 
Florida  State  Board  of  Health,  Florida  Medical  Asso- 
ciation, Florida  Academy  of  General  Practice. 

Crusing  the  Atlantic  and  Bahama  Waters  Aboard 
the  SS  Ariadne  (Port  Everglades,  Nassau,  Freeport) 
February  28-March  4,  1966. 

FACULTY 

Dr.  Nicholson  J.  Eastman,  Professor  Emeritus,  De- 
partment of  Obstetrics,  Johns  Hopkins  University 
School  of  Medicine. 

Dr.  S.  Leon  Israel,  Professor,  Department  of  Gyne- 
cology and  Obstetrics,  University  of  Pennsylvania 
School  of  Medicine. 

For  a brochure  giving  further  details  on  cruise 
reservations  write  to:  E.  M.  Baskette,  Eastern  Steam- 
ship Line,  Post  Office  Box  882,  Miami,  Florida  32101 


Southern  Medical  Association,  59th  Annual  Meeting, 
Houston,  Texas,  November  1-4,  1965. 


Tile  16th  National  Conference  on  Disaster  Medical 
Care  will  be  held  at  The  Drake  in  Chicago,  Oct.  30- 
31. 

For  additional  information  write:  Council  on  Na- 
tional Security,  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago,  Illinois  60610. 


Medical  Self-Help  Training 

The  South  Carolina  State  Board  of  Health  an- 
nounces that  Medical  Self-Help  Training  will  be 
available  over  the  Educational  Television  Services  of 
the  State  beginning  with  the  Fall  1965-1966  School 
Term. 

Medical  Self-Help  Training  is  designed  to  teach  in- 


dividuals how  to  care  for  their  own  health  needs  dur- 
ing times  of  disaster  and  when  there  is  no  doctor  or 
nurse  available.  The  knowledge  built  into  this  pro- 
gram has  day  to  day  implications  as  well  as  in  dis- 
asters of  a nuclear  magnitude. 

The  program  over  ETV  consists  of  the  following 
ten  lessons  which  will  be  shown  over  the  stations  and 
at  the  times  indicated: 

Since  the  Medical  Self-Help  Training  Program  was 
introduced  to  South  Carolina  in  1963,  over  20,000  in- 
dividuals have  received  this  vital  emergency  health 
training.  Several  schools  have  participated  in  this  pro- 
gram and  have  indicated  their  desire  to  continue 
supporting  this  program  with  the  standard  Medical 
Self-Help  Training  kit,  which  includes  all  the 
materials  necessary  to  teach  the  program. 

Over  50  schools  have  initially  agreed  to  participate 
in  the  Program  this  semester  over  ETV  and  have  been 
furnished  the  necessary  lesson  plans,  questionnaires, 
answer  sheets,  scoring  devices  and  the  “Family  Guide 
Emergency  Health  Care”  booklet  which  is  given  to  the 
students  as  a resource  manual. 

All  school  district,  area,  and  county  supervisors  and 
school  principals  have  been  furnished  information 
which  encourages  participation  in  the  Program.  Ac- 
cording to  past  experience  Medical  Self-Help  Training 
has  worked  very  satisfactorily  by  being  incorporated  in 
the  physical  education,  home  economics,  science  and 
social  studies  curriculum. 

Since  Medical  Self-Help  Training  is  vital  to  every- 
one, especially  in  the  age  in  which  we  live,  we  are 
endorsing  this  program  and  hope  that  all  schools 
accept  this  program  and  incorporate  it  within  their 
curriculum. 

Our  State  goal  is  to  train  at  least  one  member  of 
every  family  in  this  important  Program. 


Date  Lessons 


Monday,  September  13 

No. 

1 — Radioactive  Fallout  and  Shelter 

(27%  min.) 

Monday,  September  20 

No. 

2 — Healthful  Living  in  Emergencies 

(27%  min.) 

Monday,  October  4 

No. 

3 — Artificial  Respiration 

(13%  min.) 

Monday,  October  11 

No. 

4 — Bleeding  and  Bandaging 

(27%  min.) 

Monday,  November  15 

No. 

5 — Fractures  and  Splinting 

(27%  min.) 

Monday,  November  22 

No. 

6 — Transportation  of  the  Injured 

( 13%  min. ) 

Monday,  November  29 

No. 

7 — Burns 

(13%  min.) 

Monday,  December  13 

No. 

8 — Shock 

( 13  % min. ) 

Monday,  January  10 

No. 

9 — Nursing  Care  of  the  Sick  & Injured 

( 27  % min. ) 

Friday,  January  14 

No. 

10 — Infant  and  Child  Care 

(27%  min.) 

Time  Schedule 

On  Channel  A — Statewide  Closed  Circuit  Network  at  1:30  P.  M. 
On  Channel  7,  WITV,  Charleston  at  2:30  P.  M. 

On  Channel  29,  WNTV,  Greenville  at  12:00  Noon. 


298 


The  Journal  of  the  South  Carolina  Medical  Association 


Book  Reviews 


current  edition  was 
tions.  Comparison  \ 


LEOPOLD’S  PRINCI- 
PLES AND  METHODS 
OF  PHYSICAL  DIAG- 
NOSIS by  Henry  U.  Hop- 
kins, M.  D.,  3rd  edition  by 
W.  B.  Saunders  Company, 
Philadelphia  and  London. 
1965.  503  pages.  $8.50. 

This  is  a revision  of  a 
well  known,  rather  recent 
( 1952;  1957 ) publication 

for  instruction  in  physical 
diagnosis.  The  author  of  the 
a contributor  to  the  earlier  edi- 
,ith  the  second  edition  reveals 


that  many  sections  have  been  revised  and  rewritten 
with  change  in  emphasis  in  many  areas.  A chapter  on 
examination  of  the  skin  has  been  added.  The  book 
is  concise  though  adequate  for  second  year  medical 
student  instruction.  It  is  not  detailed  enough  nor 
broad  enough  in  coverage  to  qualify  as  a reference 
text.  Certainly  little  that  is  unimportant  is  included. 
One  of  the  more  complete  and  very  worthwhile 
sections  is  the  chapter  on  the  psychiatric  survey. 

Though  it  is  an  excellent  text  it  appears  to  the  re- 
viewer that  the  author  has,  in  this  edition  as  in 
others,  in  many  areas  been  unnecessarily  brief  in 


discussing  the  significance  of  various  physical  find- 


ings and  that  the  edition  would  have  been  improved 
by  more  attention  to  this  aspect. 

Kelly  T.  McKee,  M.  D. 


MEDICAL  DEPARTMENT,  UNITED  STATES 
ARMY— BLOOD  PROGRAM  IN  WORLD  WAR 

II.  Editor  in  Chief  Colonel  John  Boyd  Coates,  Jr., 
MC,  USA.  For  sale  by  Superintendent  of  Docu- 
ments, U.  S.  Government  Printing  Office,  Wash- 
ington, 25,  D.  C.  Pp.  922.  $8.00. 

The  concept  of  liberal  use  of  whole  blood  in  the 
resuscitation  of  casualties  was  not  generally  accepted 
in  this  country  prior  to  hostilities.  A plasma  program 
was  being  planned,  but,  from  the  standpoint  of  com- 
merical  production,  was  still  in  its  early  stages. 

Our  experience  in  North  Africa  quickly  made  it 
quite  clear  that  plasma  could  not  take  the  place  of 
whole  blood.  Once  this  was  understood,  rapid  strides 
were  made  toward  development  of  a blood  program 
on  a world  wide  basis.  Implementation  of  the  program 
came  to  be  recognized  as  one  of  the  great  medical 
pioneering  achievements  of  World  War  II. 

As  experience  was  gained,  valuable  lessons  were 
learned:  It  was  found  that,  for  planning  purposes,  one 
pint  of  blood  should  be  procured  for  each  anticipated 
casualty  to  assure  a plentiful  supply  for  heavy  com- 
bat. The  conclusion  was  drawn  that  the  arterial  blood 


pressure  was  the  most  reliable  clinical  index  to  blood 
volume  deficiency.  It  was  noted  that  a wounded 
man  could  recover  after  loss  of  about  75  per  cent  of 
his  circulating  blood  volume.  Hemorrhage  was  ob- 
served to  be  most  profuse  in  extremity  wounds  and 
least  profuse  in  uncomplicated  chest  wounds. 
Severely  shocked  casualties  were  estimated  to  have 
sustained  a blood  loss  of  about  63  per  cent.  The  case 
fatality  rate  for  all  casualties  admitted  in  severe 
shock  was  32  per  cent.  However,  when  the  arterial 
pressure  on  admission  exceeded  85  mm  Hg,  the  case 
fatality  rate  was  only  10  per  cent.  Surgery  came  to  be 
considered  a phase  in  the  resuscitation  of  casualties 
with  continued  hemorrhage.  Specifically,  when  the 
systolic  blood  pressure  had  reached  80  nun  Hg  and 
the  patient  was  warm  and  had  a good  color,  it  was 
considered  that  operation  should  be  undertaken. 
Whatever  additional  replacement  therapy  was  indi- 
cated could  be  carried  out  during  operation.  Plasma 
was  used  most  effectively  in  crushing  injuries,  burns, 
injuries  from  blunt  instruments,  and  in  other  injuries 
in  which  there  was  no  great  loss  of  blood. 

The  book  contains  abundant  evidence  that  a blood 
program  cannot  be  improvised  on  the  spur  of  the 
moment.  Some  technical  details  may  change  as  knowl- 
edge increases,  but  the  basic  principles  of  the  World 
War  II  program  are  biologic  principles  and  they  are 
unlikely  to  change  materially  from  the  facts  set  forth 
in  this  book.  It  contains  all  necessary  information  in 
regard  to  procurement,  storage,  delivery  and  other 
monotonous  but  highly  necessary  details.  In  this  book 
will  be  found  the  key  to  salvation  in  future  wars  as 
far  as  blood  is  concerned. 

O.  S.  Reeder,  M.  D. 


NEW  DRUGS,  evaluated  by  the  A.M.A.  Council 
on  Drugs,  1965,  The  American  Medical  Associa- 
tion, Chicago.  1965. 

This  new  title  replaces  “New  and  Non-Official 
Drugs,”  which  has  been  a standby,  reliable  reference 
for  many  years.  New  Drugs  presents  a different  for- 
mat and  arrangement  and  includes  the  information 
generally  furnished  in  the  older  publication  and  other 
useful  matters  in  addition. 

This  publication  is  aimed  specifically  at  the  general 
practicing  physician,  who  will  find  it  an  invaluable 
source  of  information.  The  organization  of  the  book  is 
on  the  basis  of  therapeutic  use  and  there  are  brief 
discussions  which  link  the  new  drugs  to  each  other 
and  to  older  drugs.  A very  adequate  index  includes 
non-proprietary  and  trade  names.  This  should  be  a 
highly  useful  volume  to  the  practitioner. 

JIW 
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HEART  ATTACK:  New  Hope,  New  Knowledge, 
New  Life.  By  Myron  Prinzmetal,  M.  D.  in  col- 
laboration with  William  Winter,  patient,  and  with 
preface  by  Walter  C.  Alvarez,  M.  D.  Published  by 
Simon  and  Schuster.  Revised  edition  1965.  Pp. 
232.  $1.75. 

This  paperback  book  is  written  for  patients  by  a 
patient  who  survived  a coronary  thrombosis  and  col- 
laborated with  his  doctor  (a  well  known  California 
cardiologist ) to  set  forth  in  laymen’s  language  a 
fairly  complete  explanation  of  the  disease  for  fellow 
sufferers,  including  its  pathology,  symptoms,  diag- 
nosis and  treatment.  Understandably  it  is  weighted 
somewhat  on  the  optimistic  side. 

Essentially  it  stresses  for  long  term  survival  to: 

1 ) follow  a low  fat,  low  calorie  diet 

2 ) take  daily  physical  exercise 

3)  stop  smoking 

4 ) avoid  undue  worry  and  tension  — that  is,  except 
sex,  that  “paradox  of  relaxation  and  excitement” 
which  should  be  prescribed  rather  than  prohibited. 

Nearly  a third  of  the  book  is  devoted  to  diets  which 
lay  stress  on  weight  reduction.  Anticoagulant  therapy 
is  generally  played  down  but,  like  all  the  treatments 
discussed,  is  explained  in  a lucid  and  readable  man- 
ner. 

Perhaps  it  is  true  that  we  physicians  do  often  fall 
short  on  explaining  to  our  patients  the  nature  and 
mechanisms  of  their  diseases.  Surely  books  like  this  do 
sene  a useful  purpose,  if  only  to  assuage  the  un- 
warranted fears  which  patients  evolve  when  they  are 
confronted  with  unknowns.  Doctors  who  treat  pa- 
tients with  coronary  disease  would  do  well  to  read 
this  book  themselves  and  include  it  in  the  therapy  of 
their  more  thoughtful  patients  with  coronary  heart 
disease. 

Dale  Groom,  M.  D. 


A HISTORY  OF  PATHOLOGY,  by  Esmond  R. 
Long.  Dover  Publications,  New  York.  1965.  $2.00. 

This  long  established  and  highly  regarded  work, 
published  first  in  1928,  has  been  republished  in  soft 
binding  by  Dover  Publications.  The  author  has  pre- 
pared a new  preface  and  an  appendix  especially  for 
this  edition.  The  book  is  most  readable;  paper  and 
illustrations  are  good.  This  edition  offers  an  in- 
expensive way  of  obtaining  a very  desirable  volume. 

JIW 


TODAY’S  HEALTH  GUIDE,  edited  by  W.  W. 
Bauer.  The  American  Medical  Association, 
Chicago.  460  pgs.  $4.95. 

This  large  book,  well  printed,  well  bound  and 
profusely  illustrated,  is  the  product  of  some  200  dis- 
tinguished physicians  who  have  contributed  to  its  con- 
tents. It  is  not  encyclopedic,  nor  does  it  offer  any 
specific  treatment  procedures.  Its  approach  is  on  the 
positive  side  and  subjects  included  range  from  pre- 
natal care  to  the  care  of  the  aged,  and  cover  health 
practices  and  general  guides  to  healthful  living. 

This  is  not  a book  which  offers  a quick  reference 


source  for  the  layman  in  medical  difficulties.  It  is 
rather  a guide  to  good  living  and  to  the  intricacies  of 
medical  care  and  organization.  Obviously  offered  at  a 
cost  price  or  less,  it  is  a volume  which  any  physician 
could  recommend  wholeheartedly  to  his  patients.  It 
surpasses  by  far  the  usual  popular  reference  books  on 
medical  subjects  which  are  often  misleading  or  dis- 
turbing to  their  readers. 

JIW 


PHYSICAL  EXAMINATION  OF  THE  JOINTS 

by  William  Beetham,  Howard  Polley,  Charles  Slo- 
cunrb,  and  Walt  F.  Weaver.  W.  B.  Saunders  Com- 
pany, Philadelphia  and  London.  Pp.  198.  1965. 
$7.50. 

This  is  an  excellent  monograph  for  students  and 
physicians  who  wish  an  elementary,  comprehensive 
guide  for  conducting  the  physical  examination  of 
joints  and  for  evaluating  involvement  of  the  joints  in 
the  various  rheumatic  diseases.  The  authors  are  all 
members  of  the  staff  at  the  Mayo  Clinic. 

Technics  of  examination  are  described,  the 
anatomy  of  the  synovial  membrane  being  described 
in  detail  because  of  its  importance  in  any  joint  in- 
volvement, particularly  rheumatic  diseases.  Numerous 
pictures  and  line  drawings  are  used  throughout  to 
illustrate  the  technique  of  examination  and  the 
anatomical  structures  involved.  At  the  end  of  each 
chapter,  a list  of  suggested  reading  for  additional  in- 
formation is  given. 

This  small,  8 page  text  is  recommended  for  stu- 
dents in  learning  the  proper  methods  of  joint  examina- 
tion and  for  physicians  interested  in  rheumatic  dis- 
eases. 

B.  L.  Freeman,  Jr.,  M.  D. 


THE  HORMONE  QUEST,  by  Albert  Q.  Maisel. 
Random  House,  New  York.  1965.  $5.00. 

Written  by  a well  known  “science  writer”  in  simple 
and  pleasing  literary  style,  this  book  intended  pri- 
marily for  a non-medical  readership  offers  a very 
acceptable  review  of  the  subject  which  should  appeal 
to  the  physician.  Its  statements  are  sound  and  well 
put.  It  outlines  the  history  of  the  development  of  our 
present  knowledge  of  endocrinology  since  the  1920’s, 
emphasizing  somewhat  the  current  interest  in  fertility 
control.  It  does  not  pretend  to  offer  advice  on  diag- 
nosis or  treatment  to  the  lay  reader  but  gives  him 
general  information  which  will  lead  him  to  the  physi- 
cian if  he  is  in  difficulty. 

J.  D.  G. 


APHORISMS  AND  FACETIAE  OF  BELA 
SCHICK,  by  I.  J.  Wolf,  M.  D.  The  Waverly  Press, 
Inc.,  Baltimore,  Maryland.  1965.  Pp.  50. 

This  little  book  is  a testimonial  to  the  accomplish- 
ments and  character  of  Bela  Schick,  the  Hungarian 
pediatrician  who  made  his  mark  in  the  early  days  of 
the  development  of  the  knowledge  of  allergy  and 
came  to  America  to  take  charge  of  the  Pediatric 
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The  Journal  of  the  South  Carolina  Medical  Association 


Department  of  the  Mount  Sinai  Hospital  in  New 
York.  Perhaps  less  well  known  to  some  elements  of 
the  profession,  his  name  is  a great  one  in  the  estima- 
tion of  those  who  work  in  pediatrics  and  allergy. 

The  book  contains  testimonial  remarks  by  a num- 
ber of  people  who  have  worked  with  Dr.  Schick  and 
carries  as  its  main  body  a series  of  stories,  aphorisms 
and  humorous  episodes  in  which  Dr.  Schick  plays  a 
part.  A brief  presentation  by  Dr.  Rene  Dubos  in 
making  the  1957  award  for  Service  to  Mankind  is 
followed  by  a modestly  phrased  speech  of  acceptance 
by  Dr.  Schick. 

The  book  has  been  prepared  by  Dr.  I.  J.  Wolf,  a 
disciple  of  Schick,  and  offers  a heartwarming  picture 
of  the  subject.  The  book  has  been  published  by  the 
Knoll  Pharmaceutical  Company,  Orange,  New  Jersey, 
and  copies  may  be  obtained  without  cost  upon  ap- 
plication to  the  publisher. 

JIW 


SYNOPSIS  OF  CLINICAL  TROPICAL  MEDI- 
CINE, by  Oscar  Felsenfeld,  Lt.  Col.,  U.  S.  Army, 
C.  V.  Mosby  Co.,  St.  Louis.  1965,  Pp.  378.  Price 
$9.85. 

In  providing  a condensation  of  the  various  bacterial, 
spirochetal,  rickettsial,  viral,  parasitic  and  mycotic  in- 
fections that  may  be  encountered  by  a physician  in 
the  tropical  regions  of  the  world,  the  author  has  done 
an  exceedingly  good  job  by  skillful  selection  of  the 
most  pertinent  information  one  needs  for  adequate 
clinical  management.  There  are  numerous  well 
selected  illustrations  which  add  much  to  the  sections 


composing  the  first  six  chapters  of  the  synopsis,  or  the 
first  307  pages  of  the  339  pages  of  text. 

It  would  have  been  well  if  the  author  had  dealt 
with  the  all  too  brief  and  sketchy  presentations  given 
in  his  discussion  concerning  poisonous  plants,  effects 
of  heat,  nutritional  disorders,  and  anemias  as  he  did 
with  the  material  in  his  last  chapter  on  miscellaneous 
tropical  diseases,  which  is  essentially  a listing  and 
definition  of  a group  of  illnesses.  Either  the  last  six 
chapters  should  be  reasonably  expanded  or  completely 
omitted,  because  it  is  misleading  to  believe  that  any 
worthwhile  information  is  contained  in  these  that 
would  be  really  of  value  for  a physician  practicing  in 
the  tropics. 

Likewise,  if  this  synopsis  is  meant  to  serve  as  a 
practical  guide  to  everyday  practice  for  a physician 
who  might  find  himself  assigned  by  military  or  gov- 
ernmental reasons  to  a tropical  area,  it  would  prove  a 
real  disappointment  in  its  lack  of  discussion  of  the 
various  individual  and  group  hygiene  measures  which 
are  of  prime  importance  in  the  maintenance  of  good 
health  in  tropical  areas  regarding  diet,  food  prepara- 
tion and  care,  sanitation  measures,  and  other  matters 
of  environmental  importance. 

For  those  interested  in  a brief  but  quite  complete 
resume  of  the  infectious  diseases  still  prevalent  in  the 
tropical  areas  of  the  world,  this  book  can  be  recom- 
mended. For  one  who  might  be  responsible  for  work- 
ing in  the  tropics,  acting  as  a physician  for  a group,  a 
much  more  complete  resource  will  be  needed. 

Vince  Moseley,  M.  D. 


CUT  BOOKKEEPING  — OFFICE  AND  TAX  EXPENSES  TO  A MINIMUM 

USE 

“The  Physician’s  Daily  Record” 

RECOMMENDED  BY 
TAX  EXPERTS  AND  ACCOUNTANTS 

Income — Professional  and  Non  Professional  Re- 
corded Daily 

Expenses — Professional  and  Non  Professional — 
Deductable  — Non  Deductable  Segre- 
gated 

Daily  Cash  Reconciliation — Monthly  Balances 
Business  Volume  and  Net  Profit  Summarized 
Monthly 

Accounts  Receivable  Control  Each  Month 
Guards  Against  “Slip  Ups”  on 
Charges  and  Payments 

Pay  Roll — Social  Security — Withholding  Tax. 
Place  your  order  early 

A PERMANENT  RECORD  OF  EVERY  BUSINESS  TRANSACTION 

Single  Book  for  1966  (One  Page- — 44  lines — For  Each  Day) $12.50 

Double  Book  for  1966  (Two  Pages  -88  lines  -For  Each  Day) $22.00 

Appointment  Book $ 4.00 


WINCHESTER  SURGICAL  SUPPLY  COMPANY 


“CAROLINAS’  HOUSE  OF  SERVICE" 


TORRENCE  ST. 


CHARLOTTE,  N.  C. 


for  every  80,000  people.  Where 
modern  medicine  is  all  but  unknown. 
Where  the  most  stubborn  clinical 
problems  exist.  Cholera,  trachoma, 
encephalitis,  leprosy  and  a horde  of 
other  debilitating  diseases. 

And  for  his  two-year  stretch 
as  a Peace  Corps  doctor, 

Nick  Cunningham  s pay  was  only 
$75  a month  — plus  living  expenses. 
One  reason  why  his  colleagues 
called  him  crazy. 

But  Dr.  Cunningham  saw  and 
realized  other  compensations  in  his 
Peace  Corps  assignment.  A chance  to 
take  the  best  in  American  medicine 
to  a country  desperately  needing  it. 

A rare  opportunity  for  professional, 
cultural  and  personal  growth. 

If  you’ve  some  of  the  spirit  and 
dedication  of  Nick  Cunningham,  the 
Peace  Corps  needs  you.  There  are 
many  more  requests  from  nations 
around  the  world  than  doctors 
to  fill  them. 

If  you  think  you  could  tackle  one 
of  the  most  challenging  and 
rewarding  openings  in  medicine  today, 
get  in  touch  with  us. 

Write:  THE  PEACE  CORPS, 
Washington,  D.C.  20525.  % 

Published  as  a public  service  "I 

in  cooperation  with  the  Advertising  Council. 


“My  colleagues 
thought  I was 

i” 

crazy ! 


Nick  Cunningham,  M.D.,  was 
eminently  qualified  for  any  number 
of  promising  medical  posts  here  at 
home.  Harvard  pre-med.  Hopkins 
medical.  London’s  Guys  Hospital. 
New  York’s  Presbyterian  Hospital. 

Yet,  with  this  rich  professional 
background,  Nick  Cunningham  chose 
to  become  one  of  the  first  volunteer 
doctors  in  the  Peace  Corps. 

He  preferred  to  go  to  an  African 
nation  where 
there  is  one 
physician 
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Invest  in  the  future  health  of  the  nation  and  your  profession 


ama-erf  Give  to  medical  education  through  AMA-ERP 

3 i AMERICAN  MEDICAL  ASSOCIATION 

J EDUCATION  AND  RESEARCH  FOUNDATION 


535  N.  Dearborn  St. 
Chicago  10,  III. 


WAVERLEY  SANITARIUM,  INC. 

(FOUNDED  IN  1914  BY  DR.  AND  MRS.  J.  W.  BABCOCK) 

HOSPITAL  CARE  AND  TREATMENT  OF  NERVOUS  AND  MENTAL  DISORDERS 
ADMISSIONS  LIMITED  TO  WHITE  WOMEN 

INCLUDES  OUT-PATIENT  DEPARTMENT  FOR  BOTH  SEXES 
Dr.  Chapman  J.  Milling,  Medical  Director 
Dr.  James  B.  Galloway  — Dr.  Penrod  G.  Hepfer 
Dr.  Frank  E.  O'Sheal 


2727  FOREST  DRIVE 
COLUMBIA.  S.  C. 
FIRE  SPRINKLER  SYSTEM  THROUGHOUT  HOSPITAL 


FOR  RESERVATION  CALL 
SUPERINTENDENT  AL  2-4273 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 


Founded  in  1904 

Highland  Hospital,  Inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C. 28801 
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You  can  obtain  starter  samples  by  filling  out  and 
returning  this  coupon. 


CIBA  Pharmaceutical  Company  o S 

P.O.  Box  608 
Summit,  N.J.  07901 

Gentlemen: 

Please  send  me  a complimentary  supply  of  starter 
samples  of  Serpasil®  (reserpine)  0.25-mg  Tablets. 

Name , M.D. 

(PLEASE  PRINT) 

Street 


City 


State 

Zip  Code 

e 

D 

a/»2?4MSM 

Start  with  Serpasil 

• produces  a gradual,  sustained 
lowering  of  blood  pressure,  especially 
in  the  neurogenic  type  of  hypertension 

• relieves  anxiety  and  tension,  induces 
a sense  of  well-being  in  hypertensive 
patients  with  a low  reaction  threshold 
for  stressful  situations 

• slows  the  rapid  heart  and  maintains 
the  slowed  rate 


Build  on  Serpasil 

• serves  as  baseline  therapy  for  certain 
other  more  potent  antihypertensive  ag< 

• permits  lower  dosage  of  added  poten 
antihypertensive  drugs,  minimizing 
incidence  and  severity  of  side  effects 

• brings  about  increased  therapeutic 
response  when  combined  with 
certain  other  antihypertensives 


■ I® 

rpasil 

rpine  CIBA) 

IONS:  Mild  to  moderate 
sion.  CAUTIONS:  Severe 
epression  has  appeared  in 
lercentage  of  patients,  pri- 
a dosage  above  1 mg  daily, 
he  patient  had  a preexisting, 

, endogenous  depression 
is  unmasked  or  accentuated 
line.  When  the  drug  is  dis- 
d,  depression  usually  disap- 
jt  hospitalization  and  shock 
are  sometimes  required, 
sage  above  0.25  mg  is  con- 
ited  in  patients  with  a history 
I depression  or  peptic  ulcer; 
t doses  with  caution.  Not 
anded  in  aortic  insufficiency, 
v reserpine  2 weeks  before 
if  possible.  For  emergency 
procedures,  give  vagal 
agents  parenterally  to  re- 
DOtension  and/or  bradycar- 
cautiously  with  digitalis, 
i,  or  guanethidine.  When 
on  reserpine  receive  electro- 
arapy,  use  lower  milliam- 
nd  a shorter  duration  of 
i initially.  Shock  therapy 

Ilays  after  giving  the  drug  is 
is.  SIDE  EFFECTS:  Occa- 
ssitude,  drowsiness,  nasal 
hn,  looseness  of  stools, 

»i  frequency  of  defecation, 
irrexia,  headache,  bizarre 
iiausea,  dizziness.  Nasal 
nm  and  increased  tracheo- 
ii  secretions  may  occur  in 
noabies  of  mothers  treated 
9 pine.  AVERAGE  DOSAGE: 
•Vo  0.25-mg  tablets  p.c.  daily. 
n ice— Reduce  daily  dosage 
n or  less  p.c.  SUPPLIED: 

J,  25  mg  (white,  scored)  and 
('  lite). 

’h  maceutical  Company 
t,  ew  Jersey 
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Important 

Information 

About 

MENTAL  ILLNESS 


that  Everyone 
Should  Know 


You  can  get  your  free  copy  from 
your  local  mental  health  asso- 
ciation. Other  services  of  the 
association  include: 

• Research. 

• Volunteer  services  for  the 
hospital  patients. 

• Rehabilitation  services  for 
the  returned  patient  to  help 
him  stay  well. 

• Treatment  and  schooling  for 
mentally  sick  children. 

Your  help  is  needed  to  carry  on 
these  programs.  Please  give  to 
your  local  mental  health  asso- 
ciation, an  affiliate  of  the 


For  free  leaflet  call 
your  local  mental 
health  association  or 
write  National  Asso- 
ciation for  Mental 
Health,  10  Colum- 
bus Circle,  New 
York  19,  N.Y. 


when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people  may 
be  obliged  to  leave  their  familiar  surroundings.  Moving 
in  with  children  or  entering  a home  for  the  aged  may 
satisfy  practical  requirements  but  can  be  psychologi- 
cally traumatic  since  emotional  resilience  tends  to  dimin- 
ish with  age. 

Even  when  anxiety  reaches  overwhelming  proportions, 
you  can  counteract  it  promptly  with  the  potent  trail- 
quilizer  — Atarax  (hydroxyzine  HCI). 

The  outstanding  systemic  safety  record  of  Atarax  makes 
it  particularly  suitable  for  geriatric  patients  whose  drug 
tolerance  is  often  low.  The  usual  initial  dosage  in  such 
patients  is  50  mg.  q.i.d.  However,  this  tranquilizer  is  so 
well  tolerated  that  dosage  can  be  adjusted  to  meet  in- 
dividual requirements.  The  wide  variety  of  dosage 
forms  allows  flexibility  of  administration  from  any 
standpoint  — convenience,  patient  preference,  or  emer- 
gency requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any  i 
ber  of  circumstances  can  unleash  it.  Keep  Atarc’ 
mind  for  all  your  emotionally  distressed  patients— 3 
under  6 to  over  60. 


for  any  age— for  any  stage  of  anxirti 

%1A  R7IX® 


(hydroxyzine  HCI) 


tablets 

syrup 

parenteral 


...  In  any  condition  where  tissue  depletion  of  the  w e 
soluble  vitamins  is  found,  Rx  RoeriBeC “ therapei: 
complex  with  500  mg.  of  vitamin  C. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  New  York  10017 


ADVERTISERS 


iffects  and  precautions:  The  transitory 
iness  which  may  occur  with  hydroxyzine 
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diet-rite.  cola... 

America’s  Number  1 

Diet-Rite  Cola  is  better  tasting  than  old-time  colas . . . 
or  their  low-calorie  off-shoots.  No  sugar  at  all... less 
than  1 calorie  per  bottle . . .full  cola  taste.  The  pH  of 
Diet-Rite,  about  2.6  to  2.8,  represents  the  same 
general  range  of  acidity  as  other  cola  beverages  and 
a number  of  fruit  juices.  Diet-Rite  Cola  is  a soft  drink 
you  and  your  patients  will  like... and  go  on  liking. 

A Product  of  Royal  Crown  Cola  Co. 
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The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 

SPASTIC  URETERITIS 
BLADDER  SPASM 

, , . are  relieved  by  direct  musculotropic  action  with 


Trocinate 

BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar-coated  tablets. 


The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 


Trocinate  BRAND  THIPHENAMIL  HC1 

BETA-DIETHYLAMINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  - may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HC1)  has  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
affirmed  the  safety  and  effectiveness  of  Trocinate. 


ptf.mbf.r,  1965 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Meta  Cine 


mucolytic,  acidifying,  physiologic  vaginal  douche 


SEND  FOR  SAMPLES 

Name 

Address 


City_ 


-State. 


-Zip_ 


71  PHARMACEUTICAL 

CHATTANOOGA,  TENN.  37409 


CO. 


THIS  SPACE  CONTRIBUTED  BY  THE  PUBLISHER 


Dad’s  back 

oil  the  home  team... 

for  good. 


He  is  cured  of  cancer.  His  fam- 
ily doctor  detected  an  early  sign 
of  the  disease  and  started  treat- 
ment promptly. 

There  are  1,300,000  Ameri- 
cans living  today  who  have  been 
cured  of  cancer.  Many  more 
could  be  saved  if  they  saw  their 
doctors  in  time. 

An  annual  checkup  is  your 
best  way  to  fight  cancer. 

Your  check  is  our  best 
way  to  help  defeat  it. 

Fight  cancer  with  a check- 
up and  a check. 

Send  your  check  to 
cancer,  c/o  Postmaster. 

AMERICAN  CANCER  SOCIETY 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe  i 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 

Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
HY-3417 


Hygrotorr  i 

brand  of 
chlorthalidone 

The  long-acting 
diuretic 


kho  needs  it? 


Patients  with  edema. 

Edema  in  congestive  heart  failure. 

Or  in  the  premenstrual  syndrome. 

Edema  in  pregnancy...or  obesity. 

Patients  you  want  to  bring  to  dry  weight. 
And  those  you  want  to  keep  at  dry  weight. 
Those  you  want  on  single  daily  doses. 
And  those  requiring  even  fewer  doses. 
Those  resistant  to  other  therapy. 

And  those  intolerant  of  other  diuretics. 
Those  who  have  to  pinch  pennies. 

And  those  who  can  afford  the  best. 


- 


FOR  PATIENTS 
TIED  UP  I IV 

EMOTIONAL 

KNOTS 


PHYSICAL  AND  EMOTIONAL 
TRAIVQUILIZATIOIN 


Each  Tablet  or  5 cc  Elixir  contains  16  mg. 
(Vi  gr.)  phenobarbital  (Warning:  Maybe 
habit  forming) , 0.0072  mg.  hyoscine  HBr., 
0.024  mg.  atropine  sulfate,  and  0.128  mg.  hy- 
oseyamine  HBr.  Belbarb  No.  2,  same  as  Belbarb, 
except  with  32  mg.  ( % gr.)  phenobarbital. 
(Warning:  May  be  habit  forming.) 

Belbarb  calms  both  the  agitated  mind 
and  visceral  spasm  by  its  combined  sed- 
ative/antispasmodic  action.  Many  physi- 
cians prescribe  Belbarb  in  stress  induced 
anxiety  reactions,  nervous  tension  states, 
visceral  spasm,  peptic  ulcer,  irritable 
bowel  syndrome,  urinary  tract  spasm, 
and  hypertension. 


DOSE:  One  Tablet  or  one  tsp. 
Elixir  3 or  4 times  daily,  as 
required.  Children  Vi  to  one 
tsp.  2 to  4 times  daily,  or  as 
prescribed. 

PRECAUTIONS:  Do  not  use  in  pa- 
tients with  glaucoma  or  in 
males  with  prostatic  hyper- 
trophy. 


The  G-l 


tract 


is  the 


barometer 


of  the 


mind 


ARNAR-STONE  LABORATORIES,  INC. 

CHARLES  C.  HASKELL  & COMPANY,  DIV. 

SUBSIDIARY  OF  AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

MOUNT  PROSPECT,  ILLINOIS  60058 


All  of  them,  possibly. 

Patients  approaching  middle  age,  as  well  as  pregnant 
women  who  complain  of  constipation,  belching,  and  flatu 
lence,  with  no  evidence  of  organic  disease  may  be  suffering 
from  functional  disturbance  of  the  biliary  tract. 

Often,  these  basic  disturbances  can  be  corrected  by  a 
single  convenient  and  effective  medication:  Neocholan. 

Neocholan  is  more  than  a laxative.  It  combines  all  the 
ingredients  for  the  total  management  of  functional  biliary 
stasis  in  one  tablet.  Dehydrocholic  acid  stimulates  the  proj 
duction  of  thin,  free-flowing  bile.  Bile  salts  promote  better 
digestion  to  absorb  fats  and  fat-soluble  vitamins,  and  they 
tend  to  prevent  chronic  constipation  by  maintaining  intestinal 
tone  and  normal  peristalsis.  Phenobarbital  and  homatropine 
methyl  bromide  relax  intestinal  spasm  and  insure  unob 
structed  passage  of  bile  and  pancreatic  juice  into  the 
duodenum. 

Neocholan  is  contraindicated  in  patients  with  glaucoma 
Use  cautiously  in  elderly  patients  with  urinary  retention  and 
reduce  dosage  if  blurring  of  vision,  increase  in  pulse  rate 
or  distressing  dryness  of  the  mouth  result. 

Each  tablet  contains  Dehydrocholic  Acid:  250  mg.  (3%  gr.) 
Bile  Extract  (Porcine):  15  mg.  {V\  gr.);  Phenobarbital:  8.0  mg 
{Vi  gr.)  (Warning:  May  be  habit  forming);  Homatropine  Methyl 
Bromide;  1.2  mg.  (1/50  gr.). 

NEOCHOLAN 

■M »MV>-  PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis.  ; 


Look,  Doctor,  what  he  needs  is  a shot  oj  penicillin. 


Maybe.  Maybe  not.  In  any  case,  he  needs  something  to  control  his  cough. 

If  it's  the  useless,  exhausting  type  of  cough  that  often  accompanies  respiratory  infection  or  allergy,  you  can  provide 
promptrelief  with  Novahistine  DH.  Its  decongestant-antitussive  action  controlsfrequency  and  intensity  of  cough  spasms 
without  abolishing  cough  reflex.  And  the  fresh,  grape  flavor  of  Novahistine  DH  appeals  to  children  and  adults  alike. 
When  your  diagnosis  is  bronchitis,  complicated  by  thick  tenacious  exudates,  Novahistine  Expectorant  is  particularly 
useful.  It  not  only  provides  decongestive  action  and  controls  the  cough,  but  also  encourages  expectoration,  thus 
easing  bronchial  obstruction. 

Use  with  caution  in  patients  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention.  Ambu- 
latory patients  should  be  advised  that  drowsiness  may  result.  Continuous  dosage  over  an  extended  period  is  contra- 
indicated since  codeine  phosphate  may  cause  addiction. 

Each  5 ml.  teaspoonful  of  Novahistine  DH  contains  phenylephrine  hydrochloride,  10  mg.,  chlorpheniramine  maleate, 
2 mg.,  codeine  phosphate,  10  mg.  (Warning:  may  be  habit  form- 
ing), chloroform  (approx.),  13.5  mg.,  l-menthol,  1 mg.,  Alcohol 
5%.  Each  5 ml.  of  Novahistine  Expectorant  contains  the  above 
ingredients  and,  in  addition,  glyceryl  guaiacolate,  100  mg. 

PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis,  U.S.A. 


NOVAHISTINE"  DH 
NOVAHISTINE"  EXPECTORANT 


rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 


Dore  Illustration 
from 

Dante's  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  “mental  pain”— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg. /day- 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg. /day) 
should  be  sought. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


IN  BRIEF: 

Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 

I Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antia rthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance... and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


justment  of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

A/so  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC- 
Pabalate-SF  with  hydrocortisone. 


In  each  persian-rose  enteric-coated  tablet:  potas- 
potassium  aminobenzoate 


sium  salicylate  0.3  Gm 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

— fhe  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


WHEN  MOTHER'S  IRON  ISN'T  UP  TO 

MOTHERHOOD 


IN  BRIEF:  ACTIONS  AND  USES:  A single  dose  of  Imferon  (iron  dextran  injection)  will 
measurably  begin  to  raise  hemoglobin  and  a complete  course  of  therapy  will  effectively 
rebuild  iron  reserves.  The  drug  is  indicated  only  for  specifically-diagnosed  cases  of  iron 
deficiency  anemia  and  then  only  when  oral  administration  of  iron  is  ineffective  or  imprac- 
tical. Such  iron  deficiency  anemia  may  include:  patients  in  the  last  trimester  of  preg- 
nancy; patients  with  gastrointestinal  disease  or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with  continual  and  extensive  iron  losses  not 
rapidly  replenishable  with  oral  iron;  patients  intolerant  of  blood  transfusion  as  a 
source  of  iron;  infants  with  hypochromic  anemia;  patients  who  cannot  be  relied 
upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well-tolerated  solution  of  iron  dextran 
complex  providing  an  equivalentof  50  mg.  of  elementaliron  in  each  cc.  The  solution  con- 
tains 0.9%  sodium  chloride  and  has  a pH  of  5. 2-6.0.  The  10  cc.  vial  contains  0.5%  phenol 
as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon  body  weight  and  Gm.  Hb./lOO  cc. 
of  blood,  ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or 
weekly.  The  total  iron  requirement  for  the  individual  patient  is  readily  obtainable  from 
the  dosage  chart  in  the  package  insert.  Deep  intramuscular  injection  in  the  upper  outer 
quadrant  of  the  buttock,  using  a Z-track  technique,  (with  displacement  of  the  skin 
laterally  prior  to  injection),  insures  absorption  and  will  help  avoid  staining  of  the  skin. 
A 2-inch  needle  is  recommended  for  the  adult  of  average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few.  Staining  of  the  skin  may  occur. 
Excessive  dosage,  beyond  the  calculated  need,  may  cause  hemosiderosis.  Although 
allergic  or  anaphylactoid  reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have  been  due  to  Imferon 
(iron  dextran  injection).  Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache, 
and  fever  have  occasionally  been  reported.  Initial  test  doses  of  0.5  cc.  are  advisable. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  administered  by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or  other 
exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is  contraindicated  in  patients 
sensitive  to  iron  dextran  complex.  Since  its  use  is  intended  for  the  treatment  of  iron 
deficiency  anemia  only,  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses,  Imferon  (iron  dextran 
injection)  has  been  shown  to  produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis,  if  any  in  man,  following 
recommended  therapy  with  I mferon  (iron  dextran  injection)  appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes  of  4;  10  cc.  multiple  dose  vials. 


in  iron  deficiency  anemia  for  rapid  and 
predictable  replacement  of  iron  reserves 

imferon* 


to  help  relieve  pain 
in  common 

anorectal  disorders  ^ 

“non- came' 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon  — provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1 ,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


DIOTHANE  OINTMENT 

COMPOSITION: 
diperodon  1.0%;  oxyquinoline 
benzoate  0.1%  in  a special  oint- 
ment base. 

INDICATIONS: 

Provides  temporary  palliation  of 
pain  that  may  result  from  hemor- 
rhoidectomy and  from  common 
anorectal  disorders  such  as  hemor- 
rhoids, anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 

COMPOSITION: 

Each  suppository,  weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%; 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 

(^Merrell^ 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215/Weston,  Ontario 


(mepenzolate  bromide) 


helps  restore  normal  motility  and  tone 


Cantil  (mepenzolate  bromide)  works  in  the  colon. 
In  irritable  colon,  spastic  colon,  ulcerative  colitis 
and  other  functional  and  organic  colonic  disorders, 
it  acts  to: 

• control  diarrhea/constipation 

• relieve  spasm,  cramping,  bloating 

• make  patients  more  comfortable 

with  little  effect  on  stomach,  bladder  or  other  viscera. 
"In  40  of  44  cases  of  irritable  or  spastic  colon, 
Cantil  [mepenzolate  bromide]  or  Cantil  with  Pheno- 
barbital  reduced  or  abolished  abdominal  pain,  diar- 
rhea and  distention  and  promoted  restoration  of 
normal  bowel  function  . . . Cantil  [mepenzolate 
bromide]  proved  to  be  singularly  free  of  antichol- 
inergic side-effects.  Blurring  of  vision  or  dryness 
of  the  mouth  were  occasionally  seen  and  were  us- 
ually managed  with  a reduction  in  dosage.  Urinary 
retention,  noted  in  two  cases  was  eliminated  in  one 
by  reducing  dosage.”! 


IN  BRIEF: 

One  or  two  tablets  three  times  a day  and  one  or  two 
at  bedtime  usually  provide  prompt  relief.  Cantil 
with  Phenobarbital  may  be  prescribed  if  sedation 
is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may 
occur  but  it  is  usually  mild  and  transitory.  Urinary 
retention  is  rare.  Caution  should  be  observed  in 
prostatic  hypertrophy— withhold  inglaucoma. Cantil 
with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide) — 25  mg.  per 
scored  tablet.  Bottles  of  100  and  250. 

CANTIL  with  PHENOBARBITAL  — containing  in  each 
scored  tablet  16  mg.  phenobarbital  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 

1-Riese,  J.A.:  Amer.  J.  Gaatroent.  28:541  (Nov.)  1957 

LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 
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new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive"  may  enable  you  to  detect 
hidden  pathology -long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH -values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein- results  are  read  either  in  the  “plus"  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  - provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine -both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 

08165 


(color  charts 
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more  complete  relief  for  the  "dyspeptic" 

DACTILASE' 


Dactilase  provides  comprehensive  therapy  for  a 
wide  range  of  digestive  disorders.  Its  antispas- 
modic  and  anesthetic  actions  rapidly  relieve  pain 
and  spasm.  Dactilase  decreases  hypermotility 
without  inducing  stasis.  In  addition,  it  supplies 
digestive  enzymes  to  help  reduce  bloating,  belch- 
ing and  flatulence.  Dactilase  does  not  interfere 
with  normal  digestive  secretions.  Very  often  it  can 
be  a most  useful  answer  to  the  dyspeptic’s  needs. 

DACTILASE:  Each  tablet  contains:  Dactil®  (pi- 
peridolate  hydrochloride),  50  mg.;  Standardized 
cellulolytic*  enzyme,  2 mg.;  Standardized  amylo- 


lytic  enzyme,  15  mg.;  Standardized  proteolytic 
enzyme,  10  mg.;  Pancreatin  3X**  (source  of  lipo- 
lytic activity),  100  mg.;  Taurocholic  acid,  15  mg. 

*Need  in  human  nutrition  not  established.  **As  acid  resistant  granules 
equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 

Side  Effects  and  Contraindications:  DACTILASE 
is  almost  entirely  free  of  side  effects.  However,  it  should 
be  withheld  in  glaucoma  and  in  jaundice  due  to  com- 
plete biliary  obstruction. 

Administration  and  Dosage:  One  tablet  with,  or 
immediately  following  each  meal.  Tablets  should  be 
swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 


LAKESIDE  LABORATORIES.  INC. 

Milwaukee.  Wisconsin  53201 


one  place  your  hay-fever  patient  doesn’t  need 
ORNADE®  (unless  he  has  a cold) 

Trademark  ' 

Each  capsule  contains 

8 mg  °f  Teidrin®  (brand  ...but  if  your  patient  can’t  get  away  from  hay  fever,  relieve 

of  chlorpheniramine  J ^ J J 1 

maieate)  somg.ot  phenyi  sneezing,  weeping  and  nasal  congestion  for  24  hours  with 

propanolamine  hydrochlo-  1 *■'  ^ 

ride,  and  2.5  mg.  of  isopro-  one  'Omade’  SpanSUle®  brand  sustained  release  Capsule  Ol2h 
pamide,  as  the  iodide.  1 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder  neck  obstruction.  Use 
with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease.  Drowsiness; 
excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions 
but  are  usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  <£  French  Laboratories  yP 
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when  even  southern  sun 

fails  to  warm  cold  hands  and  feet 


provide  rapid,  sustained  vasodilation  for  warmth  and  relief  of  pain, 
dizziness  and  faintness  in  patients  with  impaired  peripheral  circulation 


geriliquid  warms  cold  hands  and  feet  impaired  peripheral  circulation,  geriliquid 
through  the  thermogenic  action  of  glycine  increases  the  ability  to  walk  farther  with 
and  through  sustained  vasodilation  by  gly-  less  pain.  Patients  particularly  like  the  pal- 
cine  and  niacin.  In  addition,  in  patients  with  atable,  sherry  wine  base. 


IN  BRIEF:  Composition  : Each  5 ml.  contains  : niacin  75  mg.  and  aminoacetic  acid  (glycine)  750  mg.  in  a palatable  sherry  wine  base;  alcohol  5%. 
Side  Effects:  Occasional  lightheadedness  or  transient  itching  which  may  disappear  with  continued  use.  There  are  no  known  contraindications; 
however,  caution  is  advised  when  there  is  concomitant  administration  of  a coronary  vasodilator. 

Administration  and  Dosage:  One  or  two  teaspoonfuls  3 times  a day  before  meals.  If  flushing  is  objectionable,  dosage  may  be  lowered.  How- 
ever, tolerance  to  flushing  usually  develops  without  loss  of  efficacy  in  regard  to  vasodilation. 

Supplied:  Bottles  of  8 oz.  and  16  oz. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 
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a working  analgesic  for  the  working  arthritic 


Arthralgen®  rapidly  relieves  early  morning  stiffness  and 
arthritic  pain.  It  promises  a quicker  response  in  most 
patients  because  its  analgesic  ingredients  need  no  meta- 
bolic conversion  before  they  act.  Combining  two  better- 
tolerated,  time-tested  analgesics,  acetaminophen  and 
salicylamide,  into  a pharmacologically  sound  and  thera- 
peutically effective  formulation,  Arthralgen  relieves  pain 
rapidly  with  less  likelihood  of  gastric  irritation  than 
aspirin. 

in  maintenance  therapy  . . . 

Because  it  contains  no  sodium,  Arthralgen  is  often  a safer 
and  more  suitable  analgesic  for  use  in  the  long-term 
treatments  of  arthritic  patients  who  have  other  conditions 
which  require  sodium  restriction.1 


Arthralgen  and  Arthralgen-PR  are  indicated  in  the  manage- 
ment of  rheumatoid  arthritis,  acute  gouty  arthritis,  rheumatoid 
spondylitis,  osteoarthritis,  bursitis,  fibrositis,  and  neuritis. 
Arthralgen  may  be  used  for  analgesia  in  colds,  flu,  and  various 
myalgias. 

CONTRAINDICATIONS:  Hypersensitivity  to  any  ingredient. 

As  with  any  drug  containing  prednisone,  Arthralgen-PR  is 
contraindicated,  or  should  be  administered  only  with  care,  to 
patients  with  peptic  ulcer,  tuberculosis,  nephritis,  diabetes 
mellitus,  acute  psychoses,  Cushing’s  syndrome  (or  Cushing’s 
disease),  overwhelming  spreading  (systemic)  infection,  or 
predisposition  to  thrombophlebitis. 

Arthralgen-PR  is  generally  contraindicated  in  patients  with 
uremia  and  viral  infections,  including  poliomyelitis,  vaccinia, 
ocular  herpes  simplex,  and  fungus  infections  of  the  eye.  It  is 
also  contraindicated  in  patients  with  chickenpox  or  sus- 
ceptible persons  exposed  to  it. 

PRECAUTION:  Reduction  in  dosage  of  Arthralgen-PR  given 
over  a long  period  should  be  gradual,  never  abrupt. 


Arthralgen'1 


Each  tablet  contains: 

Salicylamide  250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


Arthralgen*-PR 

(Arthralgen  with  prednisone  1 mg.) 


SIDE  EFFECTS:  Nausea,  GI  upset,  or  mild  salicylism  may 
rarely  occur.  Symptoms  of  hypercorticoidism  dictate  reduction 
of  dosage  of  Arthralgen-PR. 

DOSAGE:  One  or  two  tablets  four  times  a day.  After  remission 
of  symptoms  dosage  should  be  reduced  to  the  minimum 
maintenance  level. 

REF:  1.  Boreus  & Sandberg,  ACTA.  PHYSIOL.  SCAND., 

28:266,  1953. 
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A.  H.  ROBINS  COMPANY,  INCORPORATED  RICHMOND,  VIRGINIA 

The  Journal  of  the  South  Carolina  Medical  Association 


approximating  the  diuretic  efficacy  of  meralluride 


METAHYDRIN 


[i  r i c n i o r m 

To  determine  the  relative  efficacy  of  thiazide 
diuretics  in  congestive  heart  failure,  Metahydrin 
(trichlormethiazide)  and  three  other  thiazides  were 
measured  against  Mercuhydrin51  (meralluride  injec- 
tion)— the  standard  diuretic.  "The  results  leave 
little  doubt  that  the  diuretic  efficacy,  that  is,  the 
'ceiling  effect’  in  these  terms,  is  not  the  same  for 
different  thiazides.”*  The  assays  ranged  from  about 
40%  of  the  effectiveness  of  Mercuhydrin  through 
67%,  77%  to  90%  for  Metahydrin.  The  latter  two 
values  were  thought  to  be  significantly  different 
from  the  lowest  value  and  to  be  therapeutically 
important. 

‘Gold,  H.,  et  al:  Closed  Panel  Conference:  Present  Status  of  the 
Management  of  Congestive  Failure  and  Advances  in  Diuretic 
Therapy,  Journal  of  New  Drugs,  1:177,  July-August,  1961. 

LAKESIDE  LABORATORIES,  INC. 

^ Milwaukee,  Wisconsin  53201 


etn  i aziae; 

IN  BRIEF:  ADMINISTRATION  AND  DOSAGE:  One  2 mg. 
iin  b t.  • or  4 mg.  tablet  once  or  twice  daily.  In  acute,  severe 
decompensation,  Mercuhydrin®  (meralluride  injection)  may 
be  necessary  initially. 

PRECAUTIONS:  As  with  all  effective  diuretics,  vigorous 
therapy  may  produce  electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should  be  observed  carefully 
since  thiazides  may  be  contraindicated.  Care  should  be  taken 
with  patients  predisposed  to  diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  those  under  therapy  with  digitalis, 
ACTH,  or  certain  adrenal  steroids,  also  should  be  watched 
carefully. 

SIDE  EFFECTS:  Nausea,  flushing,  constipation,  skin  rash, 
muscle  cramps  and  gastric  discomfort  have  been  occasionally 
noted;  rarely  thrombocytopenia  and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice,  pancreatitis,  perimac- 
ular  edema,  gout  and  diabetes  have  been  caused  by  adminis- 
tration of  thiazides. 

CONTRAINDICATIONS:  Complete  renal  shutdown;  rising 
azotemia  or  development  of  hyperkalemia  or  acidosis  in 
severe  renal  disease;  demonstrated  hypersensitivity. 

HOW  SUPPLIED:  Bottles  of  100  and  1000  tablets. 


from 

Tempest 


to 

Tranquility 


in  the  prolonged  control 
of  gastric  hyperacidity 


spasmasorb 

antacid— antispasmodic 


SPASMASORB  combats  gastric  discomfort  and  pain  by  forming  a protective 
coating  over  mucosa,  reducing  acidity  and  inhibiting  spasm.  Indicated  in  the 
treatment  of  peptic  ulcer,  gastritis,  cholecystitis,  biliary  dyskenesia,  spastic 
colitis  and  gastrointestinal  spasm.  Contains  ADIPHENINE  HYDROCHLORIDE,  a 
parasympatholytic  agent  and  highly  effective  antispasmodic  that  acts  directly 
on  the  smooth  muscle,  with  local  anesthetic  effect  on  gastric  mucosa;  PHARMA- 
SORB,  known  for  its  distinctively  high  adsorptive  and  marked  acid  neutralization 
properties;  and  PENTOBARBITAL  SODIUM,  an  efficient  mild  sedative  and  spasmo- 
lytic that  is  of  particular  value  in  the  relief  of  pain  due  to  smooth  muscle  spasm 
accompanied  by  “nervous  tension.”  CAUTION:  Federal  law  prohibits  dispensing 
without  prescription. 


Now  Available  in  Both  Tablet  and  Liquid  Form! 

Average  Adult  Dose:  Orally,  two  to  four  tablets  or  two  to  four 
teaspoonfuls  before  each  meal,  or  as  directed  by  physician, 


PALMEDICO,  INC.  - BOX  3115  • COLUMBIA,  S.C. 
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the  price  of  “success” 

m 

102 


Hypertension  has  been  called  the  price  of  success... and  in  some  life-situations, 
the  cost  of  failure.  In  either  event,  Metatensin  lowers  blood  pressure,  cushions 
the  patient  against  stress  and  retards  the  progress  of  disease.  Metatensin  is  effec- 
tive and  economical.  It  is  well-tolerated  over  long  periods. 

EE—  METATENSIN' 

EACH  SCORED  TABLET  CONTAINS: 

Metahydrm^  (trichlormethiazide)  2 mg.  or  4 mg.  Reserpine  0.1  mg. 

In  Brief:  Patients  with  hepatic  cirrhosis  or  diarrheal  syndromes,  or  under  therapy  with  digitalis,  ACTH,  or  potassium-losing  steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides,  electrolyte  depletion,  diabetes,  gout,  granulopenia,  nausea,  pancreatitis,  cholestatic  jaundice,  flushing,  mild  muscle  cramps,  con- 
stipation, photosensitivity,  acute  myopia,  perimacular  edema,  paresthesias,  neonatal  bone  marrow  depression  in  infants  of  mothers  who  received  thiazides  during 
pregnancy,  skin  rash  or  purpura  with  or  without  thrombocytopenia,  may  occur.  With  reserpine,  untoward  effects  may  include  depression,  peptic  ulcer  and  bron- 
chial asthma.  Withdraw  medication  at  least  7 days  prior  to  electroshock  therapy,  2 weeks  prior  to  elective  surgery.  Contraindications  are  complete  renal  shutdown, 
rising  azotemia  or  development  of  hyperkalemia  or  acidosis  in  severe  renal  disease. 

Supplied:  Metatensin  tablets,  2 mg.,  4 mg.  — bottles  of  100  and  1000. 

LAKESIDE  LABORATORIES,  INC.  Milwaukee,  Wisconsin  53201 


METATENSIN 

EACH  SCORED  TABLET  CONTAINS: 

MetahydrinTj  llrichlormethiaaidel  2 mg.  or  4 mg.  Reserpine  0.1  mg. 
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Turn  a bundle  of  colic 


Golic,  often  in  part  a reflection  of  family  tension,  adds 
sleepless  nights  to  patients’  and  parents’  distraught 
days.  Pediatric  Piptal  with  Phenobarbital  slows  down 
spasm,  diminishes  pain  and  crying,  improves  feeding  patterns 
. . . permits  sleep  and  rest ...  for  patient  and  family. 

Pleasant  tasting  Pediatric  Piptal  with  Phenobarbital  is 
miscible  in  milk,  formulas  and  fruit  juices,  and  may  also  be 
administered  by  dropper  directly  on  the  infant’s  tongue. 
Dosage  is  0.5  cc.  15  minutes  before  feeding;  in  severe  cases, 
1.0  cc.  four  times  daily.  High  doses  may  occasionally  cause 
constipation  with  tenesmus  and,  rarely,  flushing  without 
fever.  Contraindicated  in  bowel  obstruction  or  sensitivity  to 
phenobarbital  or  anticholinergics.  Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 


PEDIATRIC  PIPTAL® 
with  PHENOBARBITAL 


each  cc.  contains:  6 mg.  phenobarbital  (warning:  may  be  habit  forming); 
4 mg.  Piptal®  (pipenzolate  bromide),  and  20%  alcohol  in  a pleasant- 
tasting  solution. 


LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 
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Piptal®  (pipenzolate  bromide)  efficiently 
suppresses  acid  secretion  and  motility 
. . . relieves  pain  and  spasm  of  peptic 
ulcer.  Despite  its  potent  gastrointestinal 
effects,  “its  clinically  effective  therapeutic 
dose  is  well  below  that  required  to  produce 
side  reactions.”1  Because  urinary  retention 
is  rarely  a problem,  piptal  (pipenzolate  bro- 
mide) is  “a  highly  desirable  drug  in  the 
treatment  of  peptic  ulcer  in  older  patients 
. . .”2  Tolerance  to  piptal  (pipenzolate  bro- 
mide) has  not  been  demonstrated,  and  the 
drug  may  be  administered  over  prolonged 
periods  without  loss  of  efficacy,  piptal-phb 
is  specifically  designed  for  the  tense  ulcer  pa- 
tient who  will  benefit  from  the  sedative  effect 
of  phenobarbital. 

1 — Pomeranze,  J.,  and  Gadek,  R.J.:  Am.  Pract.  & Digest 
Treat.  8: 73-77  (Jan.)  1957 

2 — Asher,  L.M.:  Am.  J.  Digestive  Diseases  4:272  (Apr.)  1959 


Prompt  relief  of 
pain  and  spasm 
in  functional 
g.i.  distress... 


P 1 P T A L®  P I P T A L®-  P 11  B 


(pipenzolate  bromide)  (phenobarbital,  16  mg.,  pipenzolate  bromide,  5 mg.) 


IN  BRIEF:  PIPTAL — Each  tablet  contains  5 mg.  pipenzolate  bromide,  PIPTAI^PHB — Each  tablet  (or  5 cc.  of  elixir)  contains 
phenobarbital  (warning:  may  be  habit  forming)  16.0  mg.,  Piptal  (pipenzolate  bromide)  5 mg.  The  elixir  contains  alcohol  20%. 
Side  Effects:  Dry  mouth,  blurring  of  vision  or  drowsiness  may  occur. 

Contraindications:  Withhold  in  glaucoma,  bladder  or  g.i.  obstruction,  cardiac  arrhythmias  and  in  sensitivity  to  anticholinergics 
or  phenobarbital  (Piptal-PHB).  Caution  should  be  observed  in  patients  with  prostatic  hypertrophy. 

Administration  and  Dosage:  PIPTAL  or  PIPTAL-PHB  Tablets:  One  tablet  three  times  a day  before  meals  and  one  or  two 
tablets  at  bedtime.  (PIPTAL-PHB  Elixir:  One  teaspoonful  three  or  four  times  daily  for  adults  and  children  over  six  years  of  age.) 

Supplied:  PIPTAL  (pipenzolate  bromide)  5.0  mg.  Tablets— bottles  of  100.  PIPTAL-PHB  Tablets— bottles  of  100. 
PIPTAL-PHB  Elixir — bottles  of  8 fluid  ounces. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


IN  THE  TREATMENT  OF  SELECTED  CASES  OF  PREMATURE  LABOR 


AND  THREATENED 


AND  HABITUAL  ABORTION 


in  vivo  measurement 
of  LUTREXIN  (Lututrin)  on 
contracting  uterine  muscle 


(.CHLORAMPHENICOL) 


Complete  information  for  usage  available  to  physicians  upon  request. 


For  those  who  cannot  cope  realistically  with  the  emotional  turmoil  and  stress  of  modern  living,  the 
physician  has  at  hand  many  valuable  psychotherapeutic  aids.  One  of  the  most  useful  is  Librium,  a 
pre-eminent  prescription  for  excessive  anxiety  in  this  modern  age. 

LIBRIUlVIfchlordiazepoxide  HCI) 

5 mg  10  mg  25  mg  capsules  in  #50’s 


In  prescribing:  Dosage— Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d.  Side  Effects:  Side  effects,  usually  dose-related,  include  drowsiness,  ataxia, 
minor  skin  rashes,  edema,  menstrual  irregularities,  nausea  and  constipation.  When  treatment  is  protracted,  blood  counts 
and  liver  function  tests  are  advisable.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual 
maintenance  dosages  should  be  determined.  Precautions:  Advise  patients  against  possibly  hazardous  procedures  until 
maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  combining  with  other  psychotropics, 
particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function,  in  long-term  treatment  and  in  presence  of  depression  or  suicidal  tendencies. 
Exercise  caution  in  administering  drug  to  addiction-prone  patients  or  those  who  might  increase  dosage;  withdrawal  symp- 
toms, similar  to  those  seen  with  barbiturates  or  meprobamate,  can  occur  upon  abrupt  cessation  after  prolonged  overdosage. 
Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  for  pregnant  patients.  Supplied:  Capsules,  5 mg,  10  mg 
and  25  mg,  bottles  of  50.  Roche  Laboratories  • Division  of  Hoffmann-La  Roche  Inc  • Nutley,  N.J.  07110 
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Iron  deficiency 
is  effectively  treated 
with  Zentinic 


Zentinic  is  an  oral  multifactor  hematinic 
in  Pulvule®  form.  ■ It  offers  efficient 
treatment  of  iron  deficiency  in  patients 
with  menorrhagia,  pregnant  patients  with 
depleted  iron  stores,  and  adolescent  pa- 
tients with  erratic  eating  habits  compli- 
cated by  the  onset  of  menstruation  and 


rapid  growth.  ■ The  Zentinic  formula 
contains  100  mg.  of  elemental  iron  as 
ferrous  fumarate  and  200  mg.  of  vitamin 
C to  aid  absorption  of  the  iron  by  helping 
to  maintain  it  in  the  ferrous  state,  ■ In 
addition,  the  B complex  vitamins  are  in- 
cluded for  general  nutritional  support. 


Zentinic 


Multifactor  Hematinic  with  Vitamins 


reduce 

the 

risk 


• i 


with  NegGram,  a specific 
urinary  antibacterial. 


NegGram  clears  most  gram- 
negative urinary  tract  infections 
with  a minimum  of  side  effects: 
No  fungal  overgrowth  • no 
crystalluria  • no  ototoxicity  • no 
nephrotoxicity  • no  significant 
hematologic  or  hepatic 
disturbances.  NegGram  is  so  well 
tolerated  that  it  can  even  be 
given  to  patients  who  suffer  from 
moderate  renal  impairment. 
Gram-negative  urinary  infection 
-cystitis,  pyelitis,  pyelonephri- 
tis, prostatitis,  urethritis?  Start 
first  with  NegGram... “a  good 
‘starting’ drug.”1  NegGram 
“...treatment  may  be  first  choice 
in  potentially  curable  gram  nega- 
tive bacterial  urinary  infections.”2 

*of  a total  of  1049  patients  treated  (Cooperative  Study. 

Department  of  Medical  Research,  Winthrop  Lab.) 


iMegGranr 

Brand  of 

nalidixic  acid 

Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 


Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances:  in  occasional 
instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild  eosinophilia,  revers- 
ible subjective  visual  disturbances  (overbrightness  of  lights,  change  in  visual 
color  perception,  difficulty  in  focusing,  decrease  in  visual  acuity  and  double 
vision),  and  reversible  photosensitivity  reactions.  Marked  overdosage,  coupled 
with  certain  predisposing  factors,  has  produced  brief  convulsions  in  a few 
patients. 


Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advisable 
during  prolonged  treatment  Pending  further  experience,  like  most  chemothera- 
peutic agents,  this  drug  should  not  be  given  in  the  first  trimester  of  pregnancy.  It 
must  be  used  cautiously  in  patients  with  liver  disease  or  severe  impairment  of 
kidney  function.  Because  photosensitivity  reactions  have  occurred  in  a small 
number  of  cases,  patients  should  be  cautioned  to  avoid  unnecessary  exposure  to 
direct  sunlight  while  receiving  NegGram.  and  if  a reaction  occurs,  therapy  should 
be  discontinued.  The  dosage  recommended  for  adults  and  children  should  not 
arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a physician. 
Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a false- 
positive reaction. 

Dosage:  Adults:  Four  Gm.  dally  by  mouth  (2  Caplets®  of  500  mg.  four  times  daily) 
for  one  to  two  weeks.  Thereafter,  if  prolonged  treatment  is  indicated,  the  dosage 
may  be  reduced  to  two  Gm.  daily.  Children  may  be  given  approximately  25  mg. 
per  pound  of  body  weight  per  day,  administered  in  divided  doses.  The  dosage 
recommended  above  for  adults  and  children  should  not  arbitrarily  be  doubled 
unless  under  the  careful  supervision  of  a physician.  Until  further  experience  is 
gained,  infants  under  1 month  should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conveniently 
available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in  bottles 
of  1,000.  250  mg.  for  children,  available  in  bottles  of  56  and  1,000. 

References:  (1)  Carroll.  G.:  Urologists'  Letter  Club,  June  1,  1964.  (2)  McDonald, 
D.  F.,  and  Short,  H.  B.:  Address  to  the  Fourth  Interscience  Conference  on  Anti- 
microbial Agents  and  Chemotherapy,  New  York,  Oct.  26-23,  19G4. 


l/V/nthrop 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group  oriented ; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 
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In  the  Growth  of  the  Voluntary  Health  Care  System  . . 


In  South  Carolina  approximately  16,000  new  Blue  Shield  members  are  added  each  year  . . . Addi 
strength  to  our  American  way  of  life  . . . The  voluntary  way  of  life  . . . That’s  why  doctors  sponsor  Bl 
Shield  . . . That's  why  doctors  guide  Blue  Shield  . . . That’s  why  doctors  recommend  Blue  Shield  . 3 
. . . Blue  Shield  ...  A vital  link  in  growth  of  the  voluntary  health  rare  system  . . . 

YOUR  SUPPORT  WILL  HELP  BLUE  SHIELD  GROW  . . . 

SOUTH  CAROLINA  MEDICAL  CARE  PLAN  • 709  SALUDA  AVENUE,  COLUMBIA,  SOUTH  CAR*1' 
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The  views  expressed  in  this  publication  are  those  of  the  writers  and  do  not 
necessarily  reflect  the  opinions  of  the  South  Carolina  Medical  Association. 

Contributions  of  Original  Articles 

Length — Short  articles  of  about  2,500  words  (about  8 typewritten  pages,  double 
spaced)  are  preferred.  Longer  articles  ordinarily  will  defer  to  the  shorter  ones  in 
schedule  of  publication. 

Manuscripts — Manuscripts  should  be  typewritten,  double  spaced,  and  the  original 
and  a carbon  copy  submitted. 

Illustrations — Ordinarily  publication  of  4 small  illustrations  or  the  equivalent 
accompanying  an  article  will  be  paid  for  by  The  Journal.  Any  number  beyond 
this  must  be  paid  for  by  the  author  except  under  unusual  conditions.  Illustrations 
should  be  sent  as  glossy  prints  or  graphs  in  black  ink  with  lettering  large  enough 
to  show  after  reduction. 

References — Should  conform  to  the  following  order:  surname  and  initials  of 
author,  title  of  article  in  small  letters,  name  of  periodical,  with  volume,  page, 
month,  day  of  the  month  if  weekly,  and  year — e.g. : Lee,  G.  S. : The  heart  rhythm 
following  therapy  with  digitalis,  Arch  Int  Med  44  :554,  Dec.  1942.  They  should  be 
listed  numerically  in  order  of  appearance  in  the  text.  Standard  abbreviations  for 
journals  should  be  used.  Note  that  periods  are  not  used  with  these  abbreviations 
as  indicated  by  the  Index  Medicus.  Other  abbreviations  should  also  be  standard — 
e.  g.  mg,  ml,  Gm. 

Reprints — Reprints  will  be  made  for  the  author  at  established  standard  rates. 


BACTERIAL  ASSOCIATED 
COMPLICATIONS  DISCOMFORT 


in  U.R.I.  j 


BRING  THE  TREATMENT  TOGETHER 
IN  A SINGLE  PRESCRIPTION  0 

ACHROCIDIN 

^^-Tetracycline  HCI-Antihistamine-Analgesic  Compound 


Each  tablet  contains:  Caffeine 30  mg 

ACHROMYCIN®  Tetracycline  HCI  ..  . 125  mg  Salicylamide 150  mg 

Acetophenetidin  (Phenacetin) 120  mg  Chlorothen  Citrate 25  mg 

Effective  in  controlling  complicating  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic 
relief  in  allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  include  drowsiness,  slight  gastric 
distress,  anorexia,  overgrowth  of  nonsusceptible  organisms,  tooth  discoloration  (if  given  during  tooth  forma- 
tion), photodynamic  reaction  to  sunlight  and  increased  intracranial  pressure  (in  young  infants).  Average  adult 
dosage:  2 tablets  four  times  daily,  given  at  least  one  hour  before,  or  two  hours  after  meals.  Patient  should  avoid 
direct  exposure  to  artificial  or  natural  sunlight;  and  should  not  drive  a car  or  operate  machinery  while  on  drug. 
Reduce  dosage  in  impaired  renal  function.  Stop  drug  immediately  at  the  first  sign  of  adverse  reaction. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

607  5-2912 


to  help  relieve  pain 
in  common 
anorectal  disorders 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon  — provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1 ,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


; THANE  OINTMENT 

i IPOSITION: 

i rodon  1.0%;  oxyquinoline 
ibate  0.1%  in  a special  oint- 
4 base. 

^CATIONS: 

nides  temporary  palliation  of 
ijthat  may  result  from  hemor- 
ic  ectomy  and  from  common 

acta!  disorders  such  as  hemor- 
s,  anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 

COMPOSITION: 

Each  suppository,  weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%; 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 

(^Merrell^ 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215/Weston,  Ontario 
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The  good  life— just  what  the  doctor  ordered 


Sea  and  sun  are  both  in  his  doctor’s  orders  — so  is  that 
grapefruit  he’s  eating  with  such  gusto.  Citrus  fruit  is  a 
wonderful  way  for  this  patient  or  any  patient  to  get  his 
daily  quota  of  vitamin  C ...  to  enjoy  something  good  to 
eat,  tasty  and  satisfying  but  not  rich. 

Not  all  patients  are  so  lucky  as  to  have  retired  to 
Florida,  where  they  can  pick  citrus  fruit  off  their  own 
trees.  But  any  patient  anywhere  can  get  the  same  benefits 
of  the  natural  vitamin  C in  Florida  oranges,  grapefruit, 
and  tangerines  . . . thanks  to  modern  methods  of  process- 
ing fresh  fruit.  Whether  it  is  frozen,  canned,  or  in  cartons, 
98%  of  the  vitamin  C content  of  the  fruit  is  preserved. 


Grapefruit  and  other  citrus  fruits  filled  with  vitamin  C 
are  valuable  in  the  nutrition  of  every  age  group.  Among 
the  teen-agers,  vitamin  C is  one  of  the  two  nutrients  most 
often  low  in  the  diet.  Infants,  too,  need  generous  amounts 
of  vitamin  C;  and  they  will  take  it  readily  when  it  comes 
to  them  in  the  form  of  delicious  orange  juice. 

When  your  patient  chooses  Florida  citrus,  he  can  be 
sure  of  getting  fruit  filled  with  natural  goodness  and  of 
just  the  right  sweetness.  Florida  citrus  is  unexcelled  be- 
cause a State  commission  watches  over  the  entire  Florida 
citrus  crop  to  see  that  it  meets  the  world’s  highest  stand- 
ards for  fresh,  frozen,  canned,  or  cartoned  citrus  fruit. 


is 

© Florida  Citrus  Commission,  Lakeland,  Florida 


The  human  spine  is  not  engineered  f 
prolonged  sitting  at  desks,  pianos,  typ 
writers  and  drafting  boards.  The  stress^ 
set  up  by  the  heavy,  forward-tilted  he; 
and  trunk,  balanced  precariously  on  < 
insufficient  base,  result  in  strain  of  tl 
dorsal  musculature,  particularly  at  t\ 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  am 
gesic  properties  of  'Soma'  make  it  esp 
dally  useful  in  the  treatment  of  low  bac 
sprains  and  strains.  ‘Soma’  is  wide 
prescribed  □ to  relieve  pain  □ to  relc 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management 
muscle  spasm,  pain,  and  stiffness  in  a variety 
inflammatory,  traumatic,  and  degenerative  muse 
loskeletal  conditions.  It  also  may  act  to  normali; 
motor  activity  in  certain  neurologic  disturbance 
Contraindications:  Allergic  or  idiosyncratic  rea 
tions  to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervoi 
system  depressants,  should  be  used  with  cautic 
in  patients  with  known  propensity  for  taking  e 
cessive  quantities  of  drugs  and  in  patients  wil 
known  sensitivity  to  compounds  of  similar  cherr 
cal  structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  ar 
frequency  is  sleepiness,  usually  on  higher  tha 
recommended  doses.  An  occasional  patient  m; 
not  tolerate  carisoprodol  because  of  an  individu; 
reaction,  such  as  a sensation  of  weakness.  Othe 
rarely  observed  reactions  have  included  dizzines: 
ataxia,  tremor,  agitation,  irritability,  headache,  ir 
crease  in  eosinophil  count,  flushing  of  face,  an 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuk< 
penia,  occurring  when  carisoprodol  was  admit 
istered  with  other  drugs,  has  been  reported,  as  hs 
an  instance  of  fixed  drug  eruption  with  carisoprodt 
and  subsequent  cross  reaction  to  meprobamate 
Rare  allergic  reactions,  usually  mild,  have  include 
one  case  each  of  anaphylactoid  reaction  with  mil 
shock  and  angioneurotic  edema  with  respirator 
difficulty,  both  reversed  with  appropriate  therapy 
In  cases  of  allergic  or  hypersensitivity  reaction: 
carisoprodol  should  be  discontinued  and  appropr 
ate  therapy  initiated.  Suicidal  attempts  may  pre 
duce  coma  and/or  mild  shock  and  respirator 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  table 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablet 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 

for  the  relief 
of  low  back 
sprains  and  strains 

SOMA 

(carisoprodol: 


► Wallace  Laboratories,  Cranbury,  N.J. 

• 26S01J 


■■■■■ 

11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE  MARK  ® 


things  go 

better,! 

^with 

Coke 


YOUR  OWN  ORGANIZATION  SPONSORED 

INCOME  PROTECTION  PLAN 

HAS  PAID  OVER 

$87,800™ 

OF  RENEFITS  TO  MEMBERS  OF  THE 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


FOR  TIME  LOST  DUE  TO  DISABILITY 
MORE  THAN  350  MEMBERS  NOW  COVERED 


LEARN  HOW  YOUR 


S.C.M.A.  INCOME  PROTECTION  PLAN 

CAN  HELP  YOU,  TOO 

PREMIUMS  FOR  ALL  INSUREDS  WERE  REDUCED  IN  1963 


CHARLES  W.  DUDLEY,  236  Ashley  Ct.,  Florence,  S.  C. 
Looks  Forward  to  Greeting  You  at  Your  Annual  Convention 
Ask  Him  For  Full  Details 

EDUCATORS  MUTUAL  LIFE  INSURANCE  COMPANY 

HOME  OFFICE,  LANCASTER,  PENNA. 


If  the  dealer,  North,  is  46  yrs.  old  and  West  is  42  and  East 
is  39  and  South  is  pregnant,  who  has  biliary  dysfunction? 


They’re  all  vulnerable. 

Patients  approaching  middle  age,  as  well  as  preg- 
nant women  who  complain  of  ’’irregular"  constipa- 
tion, belching,  flatulence  and  indigestion  with  no 
evidence  of  organic  disease  may  be  suffering  from 
functional  disturbances  of  the  biliary  tract. 

These  basic  disturbances  can  often  be  corrected 
by  a single  convenient  and  effective  medication: 
Neocholan. 

Neocholan  is  more  than  a laxative.  It  combines  all 
the  ingredients  for  the  total  management  of  func- 
tional biliary  stasis  in  one  tablet.  Dehydrocholic  acid 
stimulates  the  production  of  thin,  free-flowing  bile. 
Bile  salts  promote  better  digestion  to  absorb  fats  and 


fat-soluble  vitamins,  and  they  tend  to  prevent  chronic 
constipation  by  maintaining  intestinal  tone  and 
normal  peristalsis.  Phenobarbital  and  homatropine 
methyl  bromide  relax  intestinal  spasm  and  insure 
unobstructed  passage  of  bile  and  pancreatic  juice 
into  the  duodenum. 

Neocholan  is  contraindicated  in  patients  with 
glaucoma.  Use  cautiously  in  elderly  patients  with 
urinary  retention  and  reduce  dosage  if  blurring  of 
vision,  increase  in  pulse  rate,  or  distressing  dryness 
of  the  mouth  result. 


Each  tablet  contains  Dehydrocholic  Acid:  250  mo. 
(3 yA  gr.);  Bile  Extract  (Porcine):  15  mg.  (%  gr.);  Pheno- 
barbital: 8.0  mg.  V/%  or.)  (Warnino:  May  be  habit  form- 
ing.); Homatropine  methyl  bromide:  1.2  mg.  (1/50  or.). 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis,  Indiana 


(TM) 


is  truly  a one  shot  measles  vaccine. 


Lirugen  is  the  most  highly  attenuated,  but  fully  antigenic,  live  measles  vaccine  (Schwarz  Strain).11 8)  Additional 
special  passages  of  the  Edmonston  Strain  resulted  in  further  attenuation  which  reduces  systemic  reactions  so 
effectively  that  the  use  of  gamma  globulin  with  Lirugen  is  not  needed.  In  recent  clinical  trials,  Lirugen  was 
administered  without  gamma  globulin  to  approximately  13,000  children.  In  1,405  of  these  children  tested  serologi- 
cally, a conversion  rate  of  99%  was  reported.  Close  medical  follow-up  of  inoculated  children  and  controls  showed 
no  significant  differences  between  mean  maximum  temperatures  in  the  two  groups.  The  incidence  of  high  fever 
(103°F  and  above,  rectally)  attributable  to  the  vaccine  could  be  calculated  at  less  than  1%,  and  the  occurrence  of 
mild,  transient  rash  at  less  than  3%. 

Contraindications:  Pregnancy;  leukemia,  lymphoma  and  other  generalized  malignancies;  brain  damage  in  children 
under  one  year  of  age;  febrile  illness;  allergy  to  egg  proteins,  neomycin,  or  streptomycin.  Precautions:  Use  cautiously 
in  patients  with  a history  of  tuberculosis  and  patients  being  treated  with  steroids,  irradiation,  alkylating  agents, 
and  antimetabolites.  Consult  package  literature  before  administering  Lirugen. 
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1.  Schwarz,  A.J.F.:  Amer.  J.  Dis.  Child.,  103:386-389,  1962. 

2.  Krugman,  S.  et  al.:  Pediatrics,  31:  919-928,  1962. 

3.  Andelman,  S.  L.  et  al.:  J.A.M.A.,  184:  721-723,  1963. 


4.  Measles  Vaccines:  W.H.O.  Technical  Report  Series  No. 
263, 1963. 

5.  Schwarz,  A.J.F.:  Annales  Paediatrici,  202:  241-253,  1964. 

6.  Morley,  D.  C.  et  al.:  Bull.  W.H.O.,  30:  733-739,  1964. 


7.  Andelman,  S.  L.  et  al.:  Scientific  exhibit  at  annual  meet- 
ing of  The  American  Academy  of  Pediatrics,  1964. 

8.  Krugman,  S.  et  al.:  J.  Pediatrics,  66:  471-488,  1965. 
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On  Stelazine  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed, 


Smith  Kline  & French  Laboratories 


October,  1965 
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uncommon 


cold|> 


Palmedico’s  New  ANTIBACTERIAL 
and  NASAL  DECONGESTANT 


Indicated  for  use  in  the  management 
of  colds,  coughs,  and  related  upper 
respiratory  tract  involvements  when  a 
secondary  bacterial  infection,  suscep- 
tible to  Sulfonamide  therapy,  threatens 
or  is  present.  AFLUHIST  gives  the 
economy  of  one  prescription  where  two 
would  otherwise  be  required.  Caution: 
exercise  the  usual  precautions  for 
antihistaminic  and  sympathomimetic 
agents.  Federal  law  prohibits  dispen- 
sing without  prescription.  Write  for 
complete  disclosure  information  and 
samples.  Available  in  bottles  of  100’s 
and  1,000’s. 


D 


[tH 


EACH 

TABLET 

CONTAINS: 

J 

Sulfadiazine  166.66  Mg. 

Sulfamethazine  166.66  Mg. 

Sulfamerazine  166.66  Mg. 

Pyrilamine  Maleate  6.25  Mg. 

Methapyrilene  Hydrochloride  6.25  Mg. 
Phenylephrine  Hydrochloride  5.00  Mg. 


PALMEDICO,  INC.  • BOX  3115  • COLUMBIA,  S.C. 
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mild  arthritic  problems 


tirin  alone 
oo  little 


but 

full  steroid 
is  too  much 


>a  ne  for  aspirin— when  the  pain 
fn  s are  almost  bearable  and  easily 
ec  . There's  a time  for  full-dosage 
— f limited  periods,  as  in  severe 
cf  e-up — And  there’s  often  a time 
ite  formulation  of  the  two— when 
ra  e symptoms,  in  your  judgment, 

’ mi  lie-range  therapy.  With  Sigmagen, 
ihr ; patients  get  both  anti-inflam- 
y an  analgesic  action  to  relieve 
ia;  n,  swelling,  pain  and  stiffness. 


middle-range 

therapy 

with 

Sigmagen\ABLETs 

brand  of  corticoid-analgesic  compound 
Each  tablet  contains  0.75  mg.  prednisone, 
325  mg.  acetylsalicylic  acid,  20  mg. 
ascorbic  acid,  75  mg.  aluminum  hydroxide. 


Clinical  considerations:  Precautions  — Sigmagen 

Tablets  should  be  used  with  the  same  precautions  as 
other  corticosteroids.  They  should  not  be  used  in 
patients  with  tuberculosis,  peptic  ulcer,  agitated 
psychotic  states,  or  herpes  simplex  of  the  eye.  The 
physician  must  be  watchful  in  patients  with  cardiac 
decompensation,  severe  hypertension,  diabetes  mellitus, 
renal  insufficiency,  osteoporosis,  and  marked 
emotional  instability  or  psychotic  tendency.  Acute 
infections  must  be  controlled  with  appropriate  agents. 
Corticosteroids  may  mask  signs  of  infection.  For  more 
complete  details,  consult  Schermg  literature 
available  from  your  Schering  Representative  or 
Medical  Services  Department,  Union,  N.J.  07083.  s.771 


Happily,  but 

not  all  your  patients  for  those  who  are . . . 

are  overweight 

Bamadex 

d-amphetamine  sulfate  (1  5 mg.)  and  meprobamate  (300  mg.) 

Sequels 

Sustained  Release  Capsules 


Most  overweight  patients  could  benefit  from  the  appetite  control  provided  by  the  prolonged  an- 
orexigenic-tranquilizing  action  of  BAMADEX  SEQUELS:  anorexigenic  action  through  the  central 
stimulant  effect  of  the  amphetamine;  tranquilizing  action  with  only  mild  sedation  through  mepro- 
bamate; prolonged  action  through  sustained  release  of  active  ingredients. 

Contraindications:  Hyperexcitableand  prepsychotic  states;  patients  hypersensitive  to  meprobamate. 
Side  Effects:  Occasional  allergic  skin  reactions  may  occur  with  meprobamate,  accompanied 
by  fever,  nonthrombocytopenic  purpura,  angioneurotic  edema,  hypotension,  or  bronchial  spasm. 
Drowsiness  with  or  without  ataxia  and/or  alteration  in  visual  accommodation  may  occur.  Effects 
of  alcoholic  beverages  may  be  increased  by  meprobamate.  Use  with  caution  in  patients  with 
coronary  or  cardiovascular  disease  or  severe  hypertension.  Prolonged  use  may  result  in  dependence. 
Reactions  can  occur  if  drug  is  not  withdrawn  gradually. 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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stop  nausea 
and  vomiting 
of  pregnancy 
with  confidence 

& 

Bonadoxin 

Meclizine  HCI  (25  mg.)  and  high  B6  content  (50  mg.) 


Documented  record  of  clinical  safety 

References:  1.  Goldsmith,  J.  W.:  Minn.  Med.  (Feb.)  1957.  2.  Groskloss, 
H.  H.,  Clancy,  C.  L.,  Healey,  E.  F.,  McCann,  W.  J.,  Maloney,  F.  D.,  Loritz, 
A.  F.:  Clinical  Medicine  (Sept.)  1955.  3.  Codling,  J.  W.,  Lowden,  R.  J.: 
Northwest  Med.  (March)  1958.  4.  Bethea,  R.  C.:  International  Record  of 
Med.  (May)  1960.  5.  Lenz,  W.,  Second 
International  Conference  on  Congenital 
Malformations,  N.  Y.,  N.Y.,  (July)  1963. 

Side  effects:  the  incidence  of  drowsiness 
and  other  atropine-like  effects  is  low. 

However,  caution  patients  engaged  in 
activities  where  alertness  is  mandatory. 

J.  B.  Roerig  and  Company 
New  York,  New  York  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World's  Well-Being'1' 


for  a 

nutritionally 

sound 

pregnancy 

0BR0N-6 

Prenatal  nutritional 
supplement  with 
high  B6  content. 
Also  available  with 
fluoride. 


Butazolidin 

brand  of 
phenylbutazone 

in  painful 
shoulder 


Geigy 


Therapeutic  Effects 

The  acute  phase  of  subdeltoid  bursitis, 
tendinitis  and  associated  periarticular 
inflammation  usually  responds  promptly  and 
dramatically  to  Butazolidin,  brand  of  phenyl- 
butazone. Pain  and  tenderness  may  be 
relieved  within  24-48  hours  and  mobility  of 
the  affected  arm  quickly  restored.  Full 
recovery  is  frequently  achieved  within  7-10 
days  so  that  therapy  is  generally  of  short 
duration.  Calcific  deposits  are  not  specifi- 
cally affected  by  treatment,  but  their  pres- 
ence does  not  appear  to  retard  symptomatic 
improvement. 

Phenylbutazone  has  not  replaced  physio- 
therapy, x-ray  treatment,  or  local  injections 
of  hydrocortisone  in  the  more  chronic  condi- 
tions, but  it  may  advantageously  be  com- 
bined with  these  measures. 

Contraindications 

Edema,  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  Because 
of  the  increased  possibility  of  toxic  reac- 
tions, the  drug  should  not  be  given  when  the 
patient  is  senile,  or  when  other  potent 
chemotherapeutic  agents  are  given  concur- 
rently. Large  doses  of  Butazolidin  alka  are 
contraindicated  in  patients  with  glaucoma. 

Precautions 

Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a com- 


plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia);  sudden  weight  gain  (water  reten- 
tion); skin  reactions;  black  or  tarry  stools. 
Regular  blood  counts  should  be  made.  The 
drug  should  be  used  with  greater  care  in 
the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 
Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea  and 
sulfonamide-type  agents  and  insulin.  Pa- 
tients receiving  such  concomitant  therapy 
should  be  carefully  observed  for  this  effect. 

Adverse  Reactions 

The  most  common  adverse  reactions  are 
nausea,  edema  and  drug  rash.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  reported 
but  cannot  definitely  be  attributed  to  the 
drug.  Thrombocytopenic  purpura  and  aplas- 
tic anemia  are  also  possible  side  effects. 
Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient 
hearing  loss  have  been  reported,  as  have 
hepatitis,  jaundice,  and  several  cases  of 


anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage 

Initially,  give  400  mg.  daily  (one  tablet  or 
capsule  q.i.d.),  reducing  this,  if  possible, 
when  a favorable  therapeutic  effect  has 
been  obtained.  If  after  one  week  there  has 
been  no  response,  discontinue  the  drug. 
To  minimize  gastric  distress,  Butazolidin 
alka  capsules  may  be  the  preferred  form. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  adverse  reactions, 
and  contraindications  as  contained  in  the 
complete  prescribing  information. 


Butazolidin  alka 


Butazolidin,  brand  of 
phenylbutazone 

100  mi 

dried  aluminum 
hydroxide  qel 

100  mi 

magnesium  trisilicate 

150  m< 

homatropine  methylbromide 

1.25  itv 

Butazolidin 

brand  of  phenylbutazone 
Tablets  of  100  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 
Ardsley,  New  York 


NEW  UNEXCELLED  TASTE 


- Raldrate 

SYRUP  OF  CHLORAL  HYDRATE 

NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 


lO  Grains  (U.S.P.  Dose)  of  palatable  lime  flavored 
chloral-hydrate  syrup  in  each  teaspoonful 

RAPID  SEDATION  WITHOUT  HANGOVER 


JONES  and  VAUGHAN,  Inc  . RICHMOND  26,  VA. 
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V-Cillin  K now  costs  approximately  21  percent  less. 
This  significant  price  decline  constitutes  a substantial 
saving  and  still  offers  these  important  benefits  over 
penicillin  G: 

The  effectiveness  of  intramuscular  penicillin.  Just  three 
250-mg.  doses  daily  provide  total  twenty-four-hour 
penicillin  blood  levels  equal  to  those  achieved  by  injec- 
tion of  600,000  units  of  procaine  penicillin  G.  A 
fourth  dose  increases  daily  penicillemia  to  levels  35 
percent  above  those  achieved  by  injection. 

Consistent  dependability — even  in  the  presence  of  food. 

Comparative  pharmacologic  data  show  that  V-Cillin  K 
produces  peak  blood  levels  twice  as  high  as  those  of 
penicillin  G,  with  half  the  dose. 

New,  thin  coating  . . . new  size  and  shape.  The  new  coat- 
ing eliminates  the  characteristically  bitter  taste  of  oral 
penicillin  and  makes  V-Cillin  K tablets  easy  to  swallow. 
The  new  shape  makes  them  easy  for  physicians  and 
pharmacists  to  identify. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the  treatment  of 
streptococcus,  pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity  reac- 
tions are  much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be  administered  to  pa- 
tients with  a history  of  allergy  to  penicillin.  As  with  any  anti- 
biotic, observation  for  overgrowth  of  nonsusceptible  organisms 
during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three  times  a day 
to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and  V-Cillin  K, 
Pediatric,  125  mg.  per  5-cc.  teaspoonful,  in  40,  80,  and  150- 
cc.-size  packages. 

V-Cillin  K 

Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and  Com- 
pany, Indianapolis,  Indiana. 
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ISONIAZID  PROPHYLAXIS  IN  TUBERCULOSIS 
PREVENTION:  CHARLESTON  COUNTY 
EXPERIENCE 


DAVID  B.  GREGG,  M.  D. 

T uberculosis  Clinician 

Tuberculosis  Control  Section,  State  Board  of  Health 

JANIE  M.  KUEMMERER,  R.  N„  M.  P.  H. 

Nurse  Coordinator 

T uberculosis  Control  Section,  State  Board  of  Health 
Columbia,  S.  C. 


The  marked  effectiveness  in  treating 
tuberculosis  which  isoniazid  demon- 
strated soon  after  its  introduction  in 
1952  led  early  to  the  supposition  that  it  might 
also  be  effective  as  a prophylactic  agent  in 
preventing  the  disease.  Its  small  cost,  very  low 
toxicity  and  ease  of  administration  as  well  as 
its  effectiveness  in  treatment  also  fulfilled  de- 
sirable characteristics  of  a prophylactic  agent. 
Tuberculosis,  with  its  usually  rather  long  per- 
iod of  incubation  or  latency  following  primary 
infection,  would  also  seem  to  be  particularly 
susceptible  to  the  use  of  an  effective  chemo- 
therapeutic agent;  especially  since  we  have  in 
the  Mantoux  test  a standardized  diagnostic  tool 
to  detect  the  presence  of  tuberculous  infection 
with  a high  degree  of  accuracy.  Since  prophy- 
laxis is  defined  as  prevention  of  disease  it 
would  certainly  be  applicable  to  the  use  of 
isoniazid  in  infected  persons  identified  by  a 


positive  Mantoux  test,  but  otherwise  exhibit- 
ing no  evidence  of  disease.  The  term  second- 
ary prophylaxis  has  been  suggested  when  ap- 
plied to  such  infected  individuals,  with  pri- 
mary prophylaxis  being  used  to  denote  pre- 
vention of  infection.  Certainly  in  the  present 
state  of  tuberculosis  control  in  this  country 
with  the  rapidly  decreasing  numbers  of 
tubercle  bacilli  available  for  infection,  there 
would  be  a very  limited  use  for  primary 
prophylaxis  per  se.  Since  several  rather  large 
scale  studies  have  already  demonstrated 
adequately  that  approximately  80  percent  of 
our  new  cases  of  tuberculosis  are  now  occur- 
ring among  those  already  infected,  it  is  ob- 
viously in  the  area  of  secondary  prophylaxis 
which  isoniazid  must  be  effective  if  it  is  to  be 
a significant  addition  to  present  tuberculosis 
control  measures.1' 2 

Initial  experimental  work  with  mice  in  1953 
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TUBERCULOSIS  PREVENTION 


with  use  of  attenuated  strains  of  myco- 
bacteria was  directed  primarily  at  determin- 
ing the  effect  of  isoniazid  on  development  of 
immunity  to  tuberculosis  in  that  species.  Re- 
ports were  conflicting,  one  indicating  delay  or 
prevention  of  development  of  immunity  in 
vaccinated  mice,1  and  another  indicating  that 
immunity  induced  by  intraperitoneal  injection 
of  attenuated  strain  of  mycobacteria  was  not 
affected  by  a limited  period  of  administra- 
tion of  isoniazid.4  Further  experimental  work 
with  the  susceptible  guinea  pig  in  1954 
showed  that  the  oral  administration  of  as 
little  as  5 mg  per  kilo  of  body  weight  given 
daily  did  completely  protect  these  animals 
from  an  intraperitoneal  injection  of  sufficient 
virulent  strain  of  tubercle  bacilli  to  cause 
death  from  progressive  tuberculosis  in  over 
ninety  percent  of  similarly  infected  controls.  ' 
It  was  also  observed  in  this  study  that  the 
animals  who  had  survived  an  isoniazid  pro- 
tected infection  and  were  subsequently  re- 
exposed by  another  inoculum  of  virulent 
tubercle  bacilli  without  isoniazid  protection 
exhibited  a definite  degree  of  resistance  to 
tuberculosis  similar  to  that  which  had  been 
previously  achieved  by  BCG  vaccination. 
This  implied  that  development  of  immunity 
during  isoniazid-controlled  infection  was  not 
significantly  affected.  In  summarizing  these 
and  many  other  reports  on  small  animal  ex- 
perimental work,  it  can  at  least  be  stated  that 
gross  and  microscopic  evidence  of  tuberculo- 
sis can  be  prevented  in  a very  high  order  of 
effectiveness  during  isoniazid  administration 
in  a dosage  comparable  to  that  used  in  man 
(5  mg/ kilo  body  wt.  daily),  the  fate  of  the 
animals  after  discontinuing  the  drug  depend- 
ing on  the  number  of  viable  bacilli  given  in 
the  initial  inoculum,  the  timing  of  the  ad- 
ministration of  isoniazid  with  relation  to  the 
inoculum  and  length  of  time  the  drug  was 
given.  In  general  the  sooner  after  inoculation 
that  isoniazid  was  started  and  the  longer  it 
was  given,  the  more  effective  it  was  in  pre- 
vention; and  immunity  was  interfered  with 
only  when  the  initial  inoculum  was  small  and 
isoniazid  was  given  simultaneously  with  the 
inoculum.9 


Another  experimental  work  with  monkeys 
using  a more  natural  infection  by  exposure  to 
other  monkeys  with  tuberculosis  revealed 
some  very  interesting  findings  with  possible 
implications  for  application  of  prophylaxis  in 
man.7’ 8 A group  of  tuberculin  negative 
monkeys  were  caged  with  a group  of  those 
with  positive  tuberculin  and  evidence  of  pul- 
monary tuberculosis  on  x-ray  examination.  All 
were  given  isoniazid  for  the  year  in  which 
they  remained  caged  together.  Interestingly 
the  monkeys  which  were  uninfected  at  the 
beginning  of  the  study  remained  tuberculin 
negative  and  well  at  the  end  of  this  year.  On 
discontinuing  isoniazid  they  were  separated 
in  another  area  to  prevent  a subsequent  re- 
infection. Thirteen  of  27  in  this  group  de- 
veloped positive  tuberculin  tests  within  four 
to  eight  months  and,  further,  all  13  went  on 
to  develop  progressive  tuberculosis  within 
two  months  of  the  observed  conversion  of 
tuberculins.  In  contrast,  of  the  53  monkeys 
with  positive  tuberculin  tests  and  x-ray  evi- 
dence of  pulmonary  tuberculosis  initially, 
which  would  ordinarily  have  proved  fatal 
within  a short  period  of  time,  all  not  only  re- 
mained well,  but  only  five  had  evidence  of 
reactivation  of  disease  after  discontinuing 
isoniazid.  The  remainder  showed  no  evidence 
of  active  disease  even  on  autopsy  when  sacri- 
ficed some  18  months  after  discontinuance  of 
isoniazid.  This  suggests  that  isoniazid  given 
after  an  established  tuberculous  infection  not 
only  checks  the  infectious  process,  but  per- 
mits sufficient  immunity  to  develop  to  keep 
the  monkeys  from  developing  disease  again 
after  discontinuing  the  drug;  when  given  to 
uninfected  animals,  isoniazid  appears  to  pre- 
vent disease  while  being  given,  but  also  would 
seem  to  prevent  the  development  of  any  im- 
munity which  would  inhibit  any  remaining 
viable  bacilli  from  multiplying  and  producing 
progressive  disease  on  withholding  the  drug. 

Although  the  animal  experimental  work 
was  optimistic  for  the  most  part,  there  were 
considerable  conflicting  reports,  particularly 
as  related  to  the  effect  of  isoniazid  prophy- 
laxis on  immunity.  Admittedly,  at  best  the 
results  of  animal  work  were  not  directly  ap- 
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plicable  in  human  tuberculosis,  but  the  find- 
ings coupled  with  growing  evidence  of  lack  of 
toxicity  of  isoniazid  with  its  use  in  therapy 
justified  trials  in  man.  One  of  the  earliest  of 
these  involved  2750  children  and  infants  who 
had  positive  tuberculin  tests  and  most  with 
x-ray  evidence  of  primary  tuberculosis  as 
well.”  This  was  a double  blind  study  with 
half  of  the  children  receiving  isoniazid  and  a 
similar  half  placebo.  There  were  only  five 
children  among  the  isoniazid  half  who  de- 
veloped extra-pulmonary  complications  dur- 
ing the  year  of  pill  taking;  and  this  included 
two  cases  of  miliary  tuberculosis  of  doubtful 
significance  because  of  the  extremely  short 
period  of  isoniazid  administration  in  one  and 
doubtful  diagnosis  in  the  other.  In  the 
placebo  half  there  were  27  who  developed 
extra-pulmonary  complications.  In  years  sub- 
sequent to  the  one  in  which  isoniazid  was 
taken  there  were  still  fewer  children  among 
the  isoniazid  group  who  developed  complica- 
tions than  among  the  placebo  group  indicat- 
ing that  isoniazid  did  more  than  just  delay 
the  development  of  extra-pulmonary  disease. 

Encouraged  by  this  initial  work  with  chil- 
dren, which  was  admittedly  really  early  treat- 
ment in  most  instances,  the  U.  S.  Public 
Health  Service  after  preliminary  pilot  studies 
in  a few  areas  began  in  1956  several  large 
scale  investigations,  again  using  the  double 
blind  method  of  serially  assigning  isoniazid 
and  placebo  in  such  a manner  to  assure  homo- 
genous grouping  in  each.  Ultimately  some 

63.000  persons  were  involved;  about  half  of 
this  number  were  household  contacts  of  newly 
diagnosed  cases  of  active  tuberculosis,  some 

17.000  were  Alaskan  villagers  in  an  area  of 
high  tuberculosis  incidence  and  the  remainder 
inmates  of  large  mental  institutions  with 
known  high  incidence  of  tuberculosis.  All 
were  given  an  intradermal  test  with  inter- 
mediate strength  PPD  (0.0001  mg)  and  a 
14  x 17  chest  x-ray  film  on  initial  screening 
for  the  study  and  any  with  diagnosable 
tuberculosis  were  excluded  from  the  trials  and 
referred  for  proper  medical  management.  In 
this  initial  screening  19  per  1000  examined 


were  found  to  have  active  tuberculosis,  sup- 
porting the  supposition  that  this  selected 
group  was  indeed  one  with  a significant  de- 
gree of  exposure  and  consequently  at  more 
than  average  risk  of  developing  tuberculosis. 
These  trials  indicated  that  isoniazid  was  ap- 
plicable on  a large  scale,  in  that  over  two- 
thirds  of  the  participants  took  their  assigned 
pills  quite  regularly,  while  one-fifth  took  pills 
only  irregularly,  leaving  one-tenth  who  took 
them  poorly  or  not  at  all;  toxicity  was  not  a 
deterrent  in  that  side  effects  in  the  isoniazid 
group,  consisting  mainly  of  transient  head- 
ache, gastro-intestinal  distress  and  skin  rash, 
occurred  in  2.3  percent  with  similar  reactions 
appearing  in  1.9  percent  of  the  placebo 
group,  leaving  an  actual  incidence  of  toxicity 
of  only  0.4  percent  really  attributable  to 
isoniazid;  and  even  in  the  mobile  population 
of  non-institutionalized  persons  all  but  0.1 
percent  were  successfully  traced  and  ex- 
amined by  the  fifteenth  month  of  the  study — 
15  assigned  the  placebo  and  eight  assigned 
to  the  isoniazid  group. 

The  results  of  at  least  five  of  these  U.  S. 
Public  Health  Service  trials  were  best  sum- 
marized by  Ferebee.10  There  were  196  cases 
of  active  tuberculosis  diagnosed  among  the 
placebo  group  and  only  45  among  the  isonia- 
zid group,  representing  a reduction  of  slightly 
over  77%  in  active  tuberculosis  among  the 
participants  receiving  isoniazid  during  the 
year  pills  were  taken  and  three  months  there- 
after. It  is  emphasized  that  this  represents 
results  of  a mass  trial  where  admittedly  the 
regularity  of  taking  isoniazid  was  far  from 
perfect  and  thus  does  not  represent  the  ab- 
solute effectiveness  of  isoniazid  in  prevention 
of  tuberculosis.  To  support  this  contention, 
the  Alaskan  villagers  who  took  their  medica- 
tions the  poorest  also  had  the  poorest  pre- 
vention rate  of  70%;  household  contacts  who 
took  their  pills  better  had  an  80%  reduction 
rate;  and  institutionalized  patients  who  were 
given  their  pills  by  nursing  personnel  and 
consequently  took  them  best  of  all,  although 
still  not  perfectly,  had  the  best  reduction  rate 
of  85  % . 
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Follow  up  examinations  are  being  con- 
tinued on  many  of  these  participants  to  de- 
termine if  the  above  results  merely  represent 
a delay  in  the  development  of  progressive  dis- 
ease. Although  not  considered  complete  at  last 
report,10  there  were  105  new  cases  of  active 
tuberculosis  found  among  the  placebo  group 
and  only  62  among  the  isoniazid  group  in 
subsequent  yearly  examinations.  Although  not 
as  impressive  as  during  the  year  of  medica- 
tion, this  still  represents  a 40%  reduction  in 
the  isoniazid  group  after  a maximum  of  nine 
years  to  a minimum  of  four  years  observa- 
tion. Thus  it  would  appear  that  isoniazid 
prophylaxis  given  for  one  year  not  only  pro- 
vides a high  degree  of  protection  during  that 
year,  but  seems  also  to  alter  the  sub-clinical 
infection  in  some  manner  that  decreases  the 
future  risk  of  developing  active  tuberculosis. 

The  concern  over  the  possibility  of  develop- 
ing resistant  strains  of  tubercle  bacilli  in  those 
individuals  who  do  develop  active  tubercu- 
losis after  receiving  isoniazid  prophylaxis  has 
apparently  not  materialized.  Although  ad- 
mittedly pre-treatment  sensitivity  studies  on 
cultures  of  such  patients  have  not  been  ob- 
tained in  all  instances,  they  have  been  avail- 
able in  many  institutionalized  patients  and 
also  among  some  household  contacts  who  de- 
veloped active  disease;  and  from  all  these 
sensitivity  studies,  not  one  incidence  of 
isoniazid  resistant  organisms  has  been  found.10 

The  chest  clinic  in  the  Charleston  County 
Health  Departent  was  a participant  in  the 
U.  S.  Public  Health  Service  Isoniazid  Prophy- 
laxis Trials  in  the  household  contact  group. 
Beginning  in  September,  1957,  all  household 
contacts  of  newly  diagnosed  cases  of  active 
pulmonary  tuberculosis  were  offered  partici- 
pation in  the  study.  This  was  continued 
through  September,  1959,  with  412  contacts  of 
81  index  cases0  being  placed  on  the  program. 
This  would  seem  to  be  a low  incidence  of 
participation  in  the  trials  from  an  area  in 
which  there  had  been  from  a low  of  120  to  a 


““An  index  case  is  a newly  reported  active  case  of 
tuberculosis  with  no  established  contact  relationship 
to  another  recently  diagnosed  case.” 


high  of  150  newly  diagnosed  cases  of  active 
tuberculosis  annually  for  the  preceding  5 
years,  and  actually  reports  of  well  over  200 
new  cases  during  the  two  years  of  the  study. 
However,  the  discrepancy  between  cases  and 
participants  narrows  when  it  is  realized  that 
for  all  areas  where  such  statistics  are  avail- 
able, approximately  one-third  of  all  new  cases 
have  no  “household”  contacts;  these  patients 
lived  alone  in  rooming  houses,  hotels,  or  had 
no  established  residence.  An  additional  num- 
ber again  approaching  one-third  of  newly  re- 
ported cases,  are  usually  found  among  con- 
tacts of  a previously  identified  case,  most 
often  within  a family,  thus  further  decreasing 
potential  number  of  “index”  cases.  The  experi- 
mental aspect  of  the  trials  definitely  had  a 
bearing  on  lack  of  acceptance  by  a few  house- 
holds declining  the  service  and  even  more 
understandably  by  those  under  private  medi- 
cal care  whose  physicians  traditionally  recom- 
mended only  proven  medical  procedures  for 
their  patients.  Only  nine  of  the  412  partici- 
pants developed  active  tuberculosis  by  1962; 
three  were  primary  tuberculosis  and  one  was 
reinfection  pulmonary  while  still  taking  pills 
and  five  were  reinfection  pulmonary  with 
onset  after  completion  of  year  of  pill  taking. 
All  nine  records  were  decoded  in  the  Central 
Office  of  the  USPHS  and  found  to  be  in  the 
placebo  group. 

With  this  local  experience  and  with  early 
encouraging  reports  on  the  overall  results  by 
the  USPHS  in  the  prophylaxis  trials  with 
isoniazid,  the  Charleston  County  Health  De- 
partment Chest  Clinic  adopted  a policy  of 
recommending  isoniazid  prophylaxis  routinely 
for  household  and  other  close  contacts  of  all 
newly  diagnosed  and  reactivated  cases  of 
active  pulmonary  tuberculosis  beginning 
January  1,  1962.  The  institution  of  this  plan 
was  relatively  easy  since  the  techniques  of 
application  were  largely  copied  from  those  of 
the  prophylaxis  trials  which  had  been  ably 
taught  by  personnel  of  the  USPHS.  The  dif- 
ference being  that  now  the  placebo  compo- 
nent was  discontinued  and  more  definite 
assurance  of  a significant  degree  of  pro- 
tection could  be  given  in  light  of  the  pub- 
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lislied  results  of  the  prophylaxis  trials.  This 
certainly  contributed  to  the  greater  accept- 
ability of  isoniazid  prophylaxis  by  individuals 
as  well  as  by  private  physicians  for  their 
patients.  Prior  to  January,  1962,  a conference 
was  held  with  the  public  health  nursing  staff 
to  discuss  the  new  service  and  its  implica- 
tions. The  public  health  nurse  presents  this 
service  to  the  family  contacts  on  her  initial 
visit  following  the  report  of  a new  active  or 
reactivated  case.  When  the  contact  work-up 
consisting  of  a Mantoux  test  and  a 14  x 17 
chest  x-ray  film  is  completed  and  cleared  for 
beginning  prophylaxis,  the  Health  Nurse 
assigned  to  the  chest  clinic  further  counsels 
with  the  family  about  the  importance  of  the 
service  and  gives  them  an  opportunity  to  ask 
questions.  Acceptance  of  the  service  is  vol- 
untary and  where  applicable  consultations 
with  personal  physicians  are  obtained  to  gain 
approval  for  their  patients.  She  then  instructs 
those  accepting  in  the  taking  of  tablets  and 
selects  a responsible  member  of  the  family  to 
see  that  all  members  take  their  pills  regularly. 
This  person  is  also  advised  that  although  re- 
actions to  isoniazid  are  very  uncommon,  any 
possible  toxic  manifestations  in  any  member 
of  the  family  should  be  reported  to  the  chest 
clinic  at  once.  Tablets  of  isoniazid  are  then 
issued  sufficient  for  approximately  5 mg  per 
kilo  of  body  weight  daily  for  each  member 
of  the  household  for  32  days,  with  written 
dosages  for  each  member  on  the  bottle.  Ap- 
pointment is  made  to  return  in  28  days  and 
to  return  the  unused  tablets  in  the  bottle.  The 
five  day  excess  is  provided  so  that  there  will 
be  no  interruption  in  medication  with  the 
number  of  unused  tablets  being  noted  and 
recorded.  In  this  way  a fairly  reliable  indi- 
cator of  how  well  isoniazid  is  taken  is  avail- 
able. The  isoniazid  is  provided  for  this  service 
by  the  Tuberculosis  Control  Section  of  the 
State  Board  of  Health,  and  is  given  to  partici- 
pants without  cost  unless  there  is  desire  and 
ability  to  pay.  The  cost  of  even  the  maximum 
dose  of  isoniazid,  300  mg  daily,  actually 
amounts  to  approximately  one  dollar  monthly. 

In  1961,  the  year  preceding  adoption  of 
routine  isoniazid  prophylaxis  for  household 


and  other  close  contacts,  there  were  102 
newly  reported  active  cases  of  tuberculosis  in 
Charleston  County  having  no  relationship 
with  another  recently  identified  case.  In  addi- 
tion to  these  “index”  cases  there  were  an  ad- 
ditional 29  new  active  cases  found  on  first 
examination  of  the  close  contacts  of  these 
index  cases.  There  were  also  21  additional 
new  cases  found  among  the  identified  con- 
tacts on  subsequent  examinations  which 
occurred  from  the  second  one  in  three  months 
to  many  examinations  up  to  two  years  later. 
Since  only  five  of  the  latter  occurred  before 
the  end  of  1961,  the  total  new  cases  for  that 
year  was  136.  Thirteen  of  the  21  cases  found 
on  subsequent  examinations  came  from  a 
group  of  23  who  had  an  initial  negative  tuber- 
culin test  which  converted  to  positive  on  a 
later  testing.  As  would  be  expected,  12  of  the 
13  who  became  cases  converted  on  the  second 
tuberculin  test  three  months  after  the  initial 
negative  one,  leaving  one  case  who  converted 
on  fourth  testing  18  months  after  the  initial 
negative  tuberculin.  The  remaining  converters 
whose  x-ray  films  remained  negative,  eight 
on  second  testing  in  three  months,  and  two 
on  subsequent  testings,  were  all  begun  on 
isoniazid  prophylaxis  after  conversion,  almost 
certainly  decreasing  the  incidence  of  cases 
among  contacts  identified  in  1961.  Tvpes  of 
tuberculosis  diagnosed  in  the  converters  were: 
primary  tuberculosis  in  ten,  pleural  effusion 
in  two,  and  one  meningitis. 

In  1962,  the  first  full  year  following  the 
adoption  of  routine  isoniazid  prophylaxis  for 
household  and  other  close  contacts,  there 
were  99  newly  reported  index  cases.  There 
were  an  additional  30  new  cases  found  among 
the  identified  contacts  of  these  index  cases 
on  initial  examination.  Only  nine  more  cases 
were  found  among  these  contacts  in  sub- 
sequent examinations  up  to  approximately 
two  years.  Since  eight  of  these  occurred  with- 
in the  year,  the  total  new  active  cases  for 
1962  was  137.  There  were  59  of  the  index 
cases  whose  contacts  were  given  isoniazid 
prophylaxis,  leaving  40  whose  contacts  did 
not  receive  prophylaxis.  The  reasons  for  no 
prophylaxis  in  these  40  were:  failure  to 
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TABLE  1 

NEWLY  REPORTED  INDEX  CASES,  CHARLESTON  COUNTY,  1961-1962,  INDICATING 
THOSE  IN  WHICH  ISONIAZID  PROPHYLAXIS  WAS  GIVEN 


Type 

1961 

1962 

Index  Case 

No  Prophylaxis 

With  Prophylaxis 

No  Prophylaxis 

White 

Negro 

White 

Negro 

White 

Negro 

Positive  Smear  or  Cult. 

19 

46 

16 

31 

5 

8 

Negative  Smear  and  Cult. 

7 

11 

2 

6 

6 

4 

Extrapulmonary 

5 

8 

0 

0 

3 

9 

Primary 

1 

2 

0 

0 

1 

0 

Reported  by  Deatli  Certificate  1 

2 

0 

4 

0 

4 

Sub  Totals 

33 

69 

18 

41 

15 

25 

Totals 

102 

a o . , r 

59 

40° 

“See  text  for  reason  no  prophylaxis. 


identify  any  close  contacts  in  seven,  refusal 
of  examinations  by  contacts  in  four,  diagnosis 
of  extra-pulmonary  tuberculosis  in  14,  mini- 
mal pulmonary  with  negative  smear  and  cul- 
ture in  seven,  contacts  under  other  super- 
vision or  moved  from  county  in  five,  diagnosis 
of  primary  tuberculosis  in  one,  minimal  pul- 
monary with  negative  smear  and  subsequent 
positive  culture  in  one  and  one  index  case 
having  just  arrived  in  county  at  time  of  death. 
Table  1 compares  index  cases  for  1961  and 
1962  by  form  and  sputum  status,  indicating 
those  in  the  later  year  whose  contacts  re- 
ceived isoniazid  prophylaxis. 

Of  the  nine  new  active  cases  found  among 
the  contacts  at  any  subsequent  examination 
following  the  use  of  prophylaxis  in  1962,  five 
were  among  identified  contacts  who  were  not 
offered  isoniazid  prophylaxis.  Two  of  these 


five  were  not  offered  prophylaxis  in  1962  as 
they  were  not  household  contacts  and  only 
became  cases  in  1964  after  another  known 
exposure  in  that  year;  with  the  diagnosis  of 
minimal  pulmonary  with  negative  sputum 
or  extra-pulmonary  tuberculosis  in  index 
cases  related  to  the  remaining  three  as  rea- 
sons for  not  receiving  prophylaxis.  Three  of 
the  four  who  became  cases  while  on  isoniazid 
were  all  diagnosed  primary  tuberculosis  on 
basis  of  x-ray  changes  and  conversion  from 
negative  to  positive  tuberculins  after  having 
been  on  isoniazid  less  than  three  months.  One 
had  been  on  isoniazid  12  months  with  an 
initially  positive  tuberculin  when  x-ray 
changes  indicated  primary  tuberculosis.  Table 
2 compares  newly  reported  cases  among  con- 
tacts for  1961  and  1962. 

Most  significantly  there  were  20  contacts 


TABLE  2 


NEW  ACTIVE  CASES  TUBERCULOSIS  FOUND  AMONG  CONTACTS 
OF  IDENTIFIED  INDEX  CASES:  1961  AND  1962 


Index  Case 

1961  No  Prophylaxis 

1962  Isoniazid  Prophylaxis 

Sputum  Status 

Initial  Exam.  Later  Exam. 

Initial  Exam. 

Later  Exam. 

Negro  White  Negro  White 

Negro  White 

Negro  White 

Positive 
Smear  & Cult. 

28  1 20  1 

26 

7 

Neg.  Smear 
Pos.  Cult. 

1 

1 

Negative 
Smear  & Cult. 

2 1 

1 

Sub  Totals 

29  21 

30 

9s 

Totals 

50 

39 

°5  of  these  not  offered  isoniazid  in  1962.  See  text. 
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TABLE  3 

FATE  OF  TUBERCULIN  CONVERTERS  AMONG  CONTACTS 
EFFECT  OF  ISONIAZID  PROPHYLAXIS 

Year  - 1961  Year  - 1962 

Converters  No  Prophylaxis  Isoniazid  Prophylaxis 


Simple  Conversion 

10“ 

Diagnosed  Tuberculosis 

13 

Primary 

Pleural  Effusion 

Meningitis  or  Other 

Total  Converters 

23 

Incidence  of  TB 

56.5% 

“Converters  without  evidence  of  disease  were 
certainly  decreasing  incidence  of  tuberculosis 

who  were  observed  to  convert  from  negative 
to  positive  tuberculins  while  on  isoniazid  and 
only  the  three  noted  above  of  the  converters 
developed  diagnosable  disease.  Thus  only  15 
percent  or  less  than  one  fifth  of  converters 
developed  diagnosable  disease  when  re- 
ceiving isoniazid;  and  even  those  were 
asymptomatic  primary  tuberculosis  with  no 
associated  morbidity  or  complications.  In  con- 
trast, of  the  23  converters  who  did  not  receive 
isoniazid  prophvlactically  in  1961,  13  or  56.5 
percent,  more  than  one-half,  developed  diag- 
nosable tuberculosis.  Moreover  three  of  the  13 
were  serious  forms  of  disease  with  associated 
morbidity,  hospitalization  and  even  a threat 
to  life  in  the  case  of  meningitis.  Table  3 
compares  the  fate  of  converters  in  1961  and 
1962. 

There  were  a total  of  240  persons  who  were 
placed  on  isoniazid  prophylaxis;  180  were 
Negro  and  60  were  white.  (Table  4) 

Isoniazid  was  felt  to  be  contra-indicated  in 
five  instances  and  consequently  not  pre- 


17 

3 

10  3 

2 0 

1 0 

20 
15% 

placed  on  INH  prophylaxis  in  1961 — almost 
in  this  year. 

scribed  for  the  following  reasons:  three  with 
history  of  epilepsy  or  mental  disorder,  one 
with  heart  disease  and  one  elderly  person 
with  terminal  cancer. 

Only  two  out  of  242  persons  proffered 
isoniazid  prophylaxis  refused  to  accept  the 
service.  It  was  necessary  to  discontinue  the 
isoniazid  in  only  two  instances;  once  for  a mild 
skin  rash  and  once  for  symptoms  suggesting 
orthostatic  hypotension  noted  after  three  days 
of  taking  isoniazid.  This  would  represent  an 
incidence  of  toxicity  of  0.83  percent;  lower 
than  that  observed  for  placebo  or  isoniazid  in 
the  trials,  but  close  to  the  0.4  percent  really 
attributed  to  isoniazid  in  that  study. 

Although  the  introduction  of  isoniazid 
prophylaxis  had  no  appreciable  effect  on  the 
overall  new  active  case  incidence  for  Charles- 
ton County  in  the  year  following  its  intro- 
duction, with  136  cases  in  1961  and  137  in 
1962,  or  the  first  year  of  routine  prophylaxis 
in  household  or  other  close  contacts;  there 
was  a 22%  reduction  in  new  active  cases 


TABLE  4 


PERCENT  OF  ISONIAZID  TAKEN  BY  PROPHYLAXIS  PARTICIPANTS 


Approximate 

NEGRO 

WHITE 

TOTAL 

Bottles  Taken0 

% Prescribed 

No. 

% 

No. 

% 

No. 

% 

0 to  2 

0 to  10% 

8 

13.79 

8 

3.33 

2 to  5 

16  to  40% 

26 

14.45 

15 

25.86 

41 

17.09 

6 to  8 

50  to  66% 

46 

25.55 

13 

22.42 

59 

24.58 

9 to  12  + 
Discontinued 

75  to  100% 

108 

60.00 

22 

37.93 

130 

54.17 

( toxicity ) 

2 

2 

0.83 

TOTALS 

180 

100% 

60 

100% 

240 

100% 

“Bottles  contained  approximately  32  days  supply  of  isoniazid  for  family  unit. 
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found  among  contacts.  This  is,  of  course,  the 
group  toward  whom  this  program  was 
directed.  (See  Table  2.) 

An  even  more  accurate  way  to  judge  the 
effectiveness  of  isoniazid  prophylaxis  in  pre- 
venting tuberculosis  would  be  to  compare  the 
21  new  active  cases  which  occurred  on  sub- 
sequent examinations  of  contacts  identified 
in  1961,  the  year  without  prophylaxis,  to  the 
nine  cases  occurring  in  subsequent  examina- 
tions in  1962,  the  year  with  the  prophylaxis 
program.  This  represents  a 57.1  percent  re- 
duction, and  if  the  five  patients  who  did  not 
receive  isoniazid  because  of  reasons  cited 
earlier  are  not  counted,  the  reduction  rises  to 
80  percent.  This  is  slightly  better  than  the 
77%  reduction  reported  among  contacts  who 
received  isoniazid  in  the  extensive  USPIIS 
isoniazid  prophylaxis  trials  involving  63,104 
individuals  when  compared  with  the  half 
who  received  placebo."’ 

Judged  in  this  manner  the  program  would 
certainly  be  considered  a success  and  worth- 
while. In  fact,  we  should  investigate  methods 
for  identification  of  others  at  high  risk  of  de- 
veloping tuberculosis  and  extend  the  use  of 
isoniazid  prophylaxis.  As  Ferebee  has  said, 
“Without  the  use  of  prophylaxis  in  conjunc- 
tion with  other  control  measures,  eradication 


is  simply  a topic  of  conversation,  not  a real 
possibility.”10 

Summary 

1.  Isoniazid  prophylaxis  was  offered  to  242 
persons  identified  as  contacts  of  active  cases 
of  tuberculosis  in  1962.  Only  two  refused  the 
drug  and  in  only  two  persons  was  it  dis- 
continued because  of  intolerance,  an  inci- 
dence of  0.83  percent  toxicity. 

2.  There  was  an  actual  reduction  of  new 
active  cases  among  contacts  identified  in  1962 
of  57.1  percent  over  those  identified  in  1961, 
before  routine  prophylaxis  was  begun.  The 
percentage  of  reduction  rises  to  80%  when 
identified  contacts  in  1962  who  did  not  re- 
ceive isoniazid  for  various  reasons  are  elimin- 
ated. 

3.  Over  half  ( 56,59%. ) of  converters  found 
among  contacts  in  1961  without  prophylaxis 
developed  active  tuberculosis,  while  in  1962 
less  than  one-fifth  ( 15% ) of  converters  on 
prophylaxis  developed  disease. 

4.  In  conclusion,  isoniazid  prophylaxis  for 
household  and  other  close  contacts  is  a worth- 
while addition  to  good  tuberculosis  control 
programs.  It  may  be  the  necessary  feature  of 
control  programs  if  there  is  to  be  any  ac- 
celeration of  the  presently  slowly  declining 
new  case  rates. 
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The  patient  reported  in  this  paper  had 
two  primary  intracranial  tumors  of  di- 
verse origin,  both  having  unusual 
pathologic  features,  and  also  clinical  mani- 
festations not  characteristic  of  the  ‘"brain 
tumor  syndrome.”  The  anatomic  findings  are 
discussed  and  correlated  with  symptoms  and 
signs. 

Case  Report 

A 50-year-old  white  housewife  was  admitted,  com- 
plaining of  pain  and  numbness  of  the  left  side  of  the 
face,  and  inequality  of  pupillary  size.  Five  months 
earlier,  she  first  had  transient  sharp  pains  beneath 
the  left  eye.  These  pains  radiated  over  the  cheek  and 
into  the  teeth,  had  no  precipitating  cause,  and  lasted 
a few  seconds  to  three  minutes.  They  recurred  at 
intervals  of  two  to  four  weeks,  and  most  frequently 
awakened  her  at  night.  Numbness  of  the  left  side  of 
the  face  was  present  from  the  onset  and  persisted 
between  attacks  of  pain.  Approximately  two  months 
before  hospitalization,  she  noted  that  the  left  pupil 
was  smaller  than  the  right.  The  patient  had  rheuma- 
toid arthritis  for  approximately  ten  years,  and  joint 
pain  was  controlled  with  salicylates. 

The  blood  pressure  was  140/88  mm  Hg.  Char- 
acteristic deformities  of  chronic  rheumatoid  arthritis 
were  present  in  the  hands  and  wrists.  There  was 
hypalgesia  over  the  left  side  of  the  face  and  scalp  in 
the  distribution  of  the  trigeminal  nerve.  Horner’s 
syndrome  was  present  on  the  left.  The  urine,  white 
blood  cell  count,  hematocrit,  hemoglobin,  blood  urea 
nitrogen  and  fasting  blood  sugar  were  normal.  Three 
cell  preparations  for  lupus  erythematosus  (L.E.) 
were  negative.  Roentgenograms  of  the  chest,  cervical 
spine  and  skull  were  normal. 

The  cerebrospinal  fluid  was  under  normal  pressure, 
had  a total  protein  content  of  31  mg/ 100  ml,  con- 
tained one  leukocyte,  and  the  colloidal  gold  curve 
and  Wasserman  reaction  were  negative.  Electro- 
encephalogram, audiogram,  pneumoencephalogram 
and  bilateral  carotid  arteriograms  were  normal. 


During  the  second  day  in  the  hospital,  the  patient 
had  an  attack  of  left  facial  pain  lasting  four  hours. 
Except  for  this  episode,  she  was  asymptomatic  during 
the  sixteen  days  in  the  hospital.  The  diagnosis  was 
trigeminal  neuralgia  and  Horner’s  syndrome  of  un- 
determined origin. 

The  patient  was  re-admitted  one  year  later.  She 
had  been  asymptomatic  until  three  weeks  before  the 
second  admission,  when  she  had  a transient  attack  of 
numbness  beginning  on  the  right  side  of  the  face, 
spreading  over  the  right  extremities  and  right  side  of 
the  body.  A few  similar  episodes  recurred  before  ad- 
mission. 

Examination  again  revealed  the  joint  deformities, 
hypalgesia  in  the  distribution  of  the  left  trigeminal 
nerve  and  the  Horner’s  syndrome  on  the  left.  In  ad- 
dition, she  had  mild  cortical  sensory  impairment  in 
the  right  hand. 

Roentgenograms  of  the  skull  were  again  normal. 
The  electroencephalogram  (EEG)  initially  was  nor- 
mal, but  a tracing  two  weeks  later  showed  a slow- 
wave  abnormality  from  the  left  anterior  quadrant. 
Cerebrospinal  fluid  pressure,  protein  content  and 
cells  were  normal.  A biopsy  of  the  right  deltoid 
muscle  was  unrevealing,  and  three  LE  cell  prepara- 
tions were  negative.  Latex  fixation  was  strongly  posi- 
tive. 

The  patient  then  had  numerous  episodes  of  right- 
sided cortical  sensory  phenomena,  corticospinal  tract 
signs  and  dysphasia.  These  attacks  lasted  less  than 
one  hour  and  initially  left  no  deficit,  but  after  several 
of  these  episodes  the  residual  deficit  became  more 
severe,  and  after  about  ten  days  she  had  a constant 
cortical  sensory  impairment  on  the  right,  mild  spas- 
tic hemiparesis,  homonymous  hemianopsia  and  mild 
dysphasia.  She  continued  to  have  frequent  transient 
increases  in  her  neurologic  abnormality. 

Prednisolone  was  started  one  week  before  dis- 
charge, and  the  dose  gradually  increased  to  60  mg 
a day.  She  had  less  frequent  bouts  of  neurologic  dys- 
function, and  the  fixed  deficit  was  less  severe.  The 
diagnosis  was  cerebral  vascular  insufficiency,  prob- 
ably secondary  to  collagen  disease. 


Octobf.h,  1965 


309 


INTRACRANIAL  TUMORS 


Fig.  1.  Ventral  view  of  brain  stem  and  cerebellum. 
Arrow  indicates  tumor  involving  the  left  trigeminal 
nerve  root. 


Three  months  later,  she  was  admitted  to  the  hos- 
pital for  the  third  time  because  of  gradual  progression 
of  neurologic  impairment.  She  had  continued  taking 
tlie  steroid  in  a dose  of  80  mg  daily. 

She  was  alert  but  had  severe  dysphasia.  The  left 
facial  hypalgesia  and  Horner’s  syndrome  persisted. 
There  was  right  spastic  hemiparesis,  cortical  sensory 
deficit  over  the  right  extremities,  and  a right 
homonymous  hemianopsia.  Papilledema  was  not  pres- 
ent. The  pressure  of  the  cerebrospinal  fluid  was  140 
mm,  the  protein  content  45  mg/ 100  ml,  and  3 
lymphocytes  per  ml  were  present.  Echoencephalo- 
gram  showed  the  midline  structures  shifted  3 mm  to 
the  right.  The  EEG  was  unchanged,  continuing  to 
show  a slow-wave  abnormality  in  the  left  anterior 
quadrant.  A scan  with  radio-active  mercury  was  sug- 
gestive of  a tumor  in  the  left  frontal  region.  Left 
carotid  arteriogram  showed  vascular  shift  and  a 
blush  compatible  with  a neoplasm  in  the  left  parietal 
lobe. 

A large,  necrotic  tumor  was  examined  by  biopsy 
through  a left  parietal  burr-hole.  The  microscopic 
diagnosis  was  glioblastoma  multiforme.  The  patient 
died  one  day  later  with  signs  of  increased  intra- 
cranial pressure. 

Necropsy:  Significant  findings  were  limited  to  the 
nervous  system.  The  root  of  the  left  trigeminal  nerve 
was  encased  in  a thick,  ragged  tumor  extending  from 
the  lateral  border  of  the  pons  to  the  Gasserian  gan- 
glion (Fig.  1).  The  brain  was  diffusely  swollen,  but 
the  left  hemisphere  was  larger,  and  the  left  cingulate 
gyrus  was  herniated  beneath  the  falx  cerebri.  Both 
unci  were  partially  herniated  and  compressed  the 
posterior  cerebral  arteries  and  the  brain  stem.  There 
were  a few  scattered  atheromata  in  the  arteries  at  the 
base  of  the  brain,  but  the  vessels  were  not  sig- 
nificantly narrowed  or  occluded.  A tumor  occupied 
the  left  cerebral  hemisphere  from  the  mid-frontal 
lobe  to  the  occipital  pole.  This  tumor  contained 
multiple  necrotic  and  hemorrhagic  zones,  and  in 
most  areas  invaded  adjacent  cerebral  tissue,  but 


Fig.  2.  Coronal  section  of  cerebral  hemispheres 
showing  glioblastoma  multiforme  in  left  occipital 
lobe.  The  arrow  points  to  normal  white  matter  be- 
tween a focus  of  tumor  laterally  and  hemorrhage 
medially.  A separate  focus  of  neoplasm  lies  medial  to 
the  hemorrhage.  Note  hemorrhagic  infarction  of  in- 
ferior part  of  left  occipital  lobe. 


hemorrhagic  infarction  was  present  in  the  left  thala- 
mus and  inferior  surface  of  the  left  occipital  lobe. 
The  pons  was  swollen  and  contained  ischemic  and 
hemorrhagic  infarcts. 

Microscopically,  the  tumor  involving  the  left 
trigeminal  root  and  Gasserian  ganglion  consisted  of 
meningocytes  which  formed  whorls,  and  the  stroma 
was  connective  tissue.  Psammoma  bodies  were  pres- 
ent. Clusters  of  tumor  cells  invaded  the  Gasserian 
ganglion  and  the  trigeminal  root  (Fig.  3).  The  dural 
sheath  was  thickened  and  the  interstitial  connective 
tissue  of  the  root  was  excessive. 

The  stroma  of  the  tumor  in  the  left  cerebral 
hemisphere  was  composed  of  fibrillary  glial  pro- 


Fig.  3.  Photomicrograph  of  meningioma  of  Gas- 
serian ganglion  and  trigeminal  root.  H & E,  x 150; 
inset  x 235.  Inset  shows  psammoma  bodies  in  center 
of  meningocytic  whorl. 


some  segments  of  the  tumor  were  well  circum- 
scribed. Two  foci  of  neoplasm  were  separated  by 
normal  tissue  in  the  occipftrtTTobe  ( Eig.  2).  Recent 
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Fig.  4.  Photomicrograph  of  glioblastoma  multi- 
forme of  left  cerebral  hemisphere.  Note  glial  fibrillary 
stroma,  pleomorphism,  necrosis,  and  vascular  endo- 
thelial proliferation  at  arrow.  H & E,  x 235. 


cesses.  The  cells  were  polymorphic  with  giant  cells, 
mitotic  figures,  hemorrhage,  necrosis  with  pseudo- 
palisading  and  vascular  endothelial  proliferation 
( Fig.  4 ) . The  diagnosis  was  glioblastoma  multiforme, 
probably  multi-centric.  The  acute  infarcts  in  the  dis- 
tribution of  the  left  posterior  cerebral  artery  were 
confirmed  microscopically. 

Discussion 

Multiple,  primary  intracranial  neoplasms 
of  diverse  origin  are  not  common,  if  cases  of 
von  Recklinghausen’s  disease  are  excluded.1’ 2 
Madonick  et  aV  found  41  reported  cases,  but 
several  were  of  von  Recklinghausen’s  disease. 
Of  these  41  cases,  23  were  combinations  of 
meningioma  and  glioma,  and  the  authors 
added  another  case.  Cushing  and  Eisenhardt' 
found  only  one  combination  of  intracranial 
meningioma  and  glioma  in  their  review  of  313 
meningiomas. 

Most  often  when  two  intracranial  tumors  of 
diverse  origin  exist,  one  is  an  incidental  find- 
ing at  necropsy.  Rare  instances  of  surgical  re- 
moval of  two  such  tumors  have  been  re- 
ported; and  two  tumors  of  different  origin 
have  been  demonstrated  angiographically.'1 
Only  one  of  the  tumors  in  the  case  reported 
here  was  diagnosed  antemortem  in  spite  of 
multiple  diagnostic  studies,  but  it  is  clear, 
retrospectively,  that  each  neoplasm  caused  a 
distinct  syndrome. 

Both  tumors  had  unusual  clinical  and 
pathologic  aspects.  The  meningioma  was 
manifested  by  intermittent  facial  pain  with 
associated  hypalgesia  and  Horner’s  syndrome. 
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The  site  of  the  tumor,  especially  that  involving 
Meckel’s  cave,  explains  the  symptoms  and 
signs.  Isolated  trigeminal  neuralgia  is  not 
usually  caused  by  a demonstrable  lesion,  but 
when  associated  with  sensory  impairment  in 
the  face,  a structural  lesion  should  be  sus- 
pected. ' The  most  common  demonstrable 
cause  of  a syndrome  of  the  fifth  cranial  nerve 
is  neoplasia,  the  two  most  common  neoplasms 
being  Schwannoma  and  meningioma.4 ' 7'  " 

The  exact  site  of  origin  of  this  meningioma 
is  not  known.  The  most  likely  source  was  the 
meningeal  envelopes  of  the  Gasserian 
ganglion,  subsequent  growth  posteriorly  with- 
in the  dural  sheath  of  the  trigeminal  root,  and 
extension  of  the  tumor  above  and  below  the 
tentorium.  Cushing  and  Eisenhardt4  de- 
reported  neoplasms  of  the  Gasserian  ganglion 
five  of  which  were  meningiomas.  The  inci- 
dence of  meningiomas  in  this  location  cannot 
be  determined  with  certainty  because  many 
reported  neoplasms  of  the  Gasserian  ganglion 
have  not  been  accurately  classified  histo- 
logically. Even  those  tumors  reported  in  the 
older  literature  as  endotheliomas  probably  are 
a diverse  group.* 

Caution  must  be  exerted  in  diagnosing  a 
small  tumor  of  the  Gasserian  ganglion  as  a 
meningioma.  Russell  and  Rubinstein2  have 
illustrated  a Gasserian  ganglion  “Schwan- 
noma" with  whorl  formation,  and  with  re- 
active meningocytes  in  an  adjacent  micro- 
scopic field.  Small  meningiomas  in  any  loca- 
tion should  be  differentiated  from  non-neo- 
plastic meningeal  proliferation,  although  ab- 
solute criteria  may  not  always  be  found.  In  the 
case  presented  here,  the  gross  appearance  of 
the  tumor,  the  invasion  of  the  nerve  root  and 
ganglion  bv  nests  of  cells,  and  the  absence  of 
any  other  lesion  strongly  support  the  diag- 
nosis of  neoplasm.  The  whorls  in  this  tumor 
were  predominately  cellular  and  were  either 
solid  or  had  small  central  blood  vessels.  This 
appearance  is  in  contrast  to  the  Sehwannian 
whorls  which  are  fibrillary  and  may  have  a 
nerve  fiber  in  the  core.1  None  of  the  histo- 
logic characteristics  of  Schwannoma  was 
present  in  this  tumor. 

The  clinical  course  of  the  glioblastoma 
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multiforme  was  intermittent  and  without  evi- 
dence of  increased  intracranial  pressure,  thus 
leading  to  a diagnosis  of  cerebral  vascular  in- 
sufficiency. An  intermittent  course  is  not 
characteristic  of  intracranial  neoplasms,  but 
occurs  often  enough  that  it  should  not  exclude 
tumor  from  diagnostic  consideration.  Netsky 
and  Watson10  emphasized  this  variable  in  the 
natural  history  of  intracranial  neoplasms  and 
discussed  the  pathogenic  mechanisms,  in- 
cluding (1)  bleeding  into  the  tumor,  (2) 
compression  of  blood  vessels  by  tumor  or 
swelling,  (3)  block  or  shift  of  the  ventricular 
system,  (4)  cerebral  edema  or  swelling,  and 
(5)  general  factors,  such  as  hydration,  nutri- 
tion, blood  pressure  and  cardiac  function.  The 
absence  of  intracranial  hypertension  before 
the  biopsy  is  unusual  for  a glioma  of  this  size. 
The  patient  took  large  doses  of  prednisolone 
for  approximately  four  months  before  death. 
This  drug  may  have  altered  the  natural 
course  of  the  disease,  especially  in  regard  to 
cerebral  edema. 

Probably  less  than  10  per  cent  of  glio- 
blastomas are  multi-centric,  although  a 20  per 


cent  incidence  has  been  reported.3, 10  The 
nature  of  the  multi-centricity  ranges  from  the 
occurrences  of  satellites  in  close  proximity  to 
the  parent  tumor  to  the  presence  of  widely 
scattered  foci.  The  satellite  variety  is  most 
common,  and  the  tumor  in  the  present  case 
was  of  this  type.  Three  possible  pathogenetic 
mechanisms  have  been  proposed  for  multi- 
focal glioblastomas:  (1)  the  satellite  tumors 
are  local  metastases,  (2)  metastasis  is  by  way 
of  the  cerebrospinal  fluid,  and  (3)  the  multi- 
ple tumors  represent  a neoplastic  reaction  of 
cerebral  tissue  to  an  unknown  stimulus. 

Summary 

A patient  is  reported  with  two  primary 
intracranial  neoplasms  of  different  origin. 
One  tumor  was  a meningioma  of  the  left 
Gasserian  ganglion  which  extended  sub- 
tentorially,  and  the  other  an  extensive  multi- 
centric glioblastoma  multiforme  of  the  left 
cerebral  hemisphere.  Each  tumor  produced  a 
separate  syndrome,  the  two  over-lapping 
temporally.  Unusual  clinical  and  pathologic 
features  of  the  tumors  have  been  discussed. 
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Angiospermous  plants  are  comprised  of 
two  classes:  tire  monocots  and  dicots. 
The  various  orders  of  the  monocots  in- 
clude numerous  plants,  both  wild  and  culti- 
vated, which  are  poison  hazards.  Plants  of  the 
monocot  families  will  be  presented  first. 

The  arrow  grass  family  ( Scheuzeriaceae ) 
contains  some  species,  e.g.  T riglochin  maritima 
L.,  capable  of  liberating  hydrocyanic  acid.  Al- 
though browsing  animals  may  be  poisoned  by 
eating  such  forage  the  danger  to  humans  is 
negligible. 

In  the  grass  family  (Gramineae)  some 
species  under  certain  circumstances  can 
form  hydrocyanic  acid.  Species  of  Sorghum, 
Briza  (quaking  grass),  Chloris  (windmill 
grass)  growing  in  South  Carolina  are  among 
such  potentially  hazardous  plants  for  grazing 
animals.  Alkaloids  are  formed  in  some  of  our 
grasses,  e.g.  species  of  Festuca  (fescue  grass), 
Lolium  (darnel),  Hordeum  (barley).  How- 
ever, these  grasses  do  not  present  a toxicity 
problem  for  humans. 

Most  members  of  the  arum  family  ( Araceae) 
contain  copious  groups  of  microscopic  needle 
crystals  (raphides)  of  calcium  oxalate  in  their 
leaves,  stems  and  underground  organs.  These 
tiny  needles  penetrate  the  mucosa  and  set  up 
intense  irritation  which  in  some  instances  ap- 
pears to  be  exaggerated  by  infiltration  of  such 
wounds  by  certain  active  substances  from  the 
plant  tissues.  Secretory  structures  with  latex, 
oily  and  resinous  contents  also  characterize 
this  family  and  such  “juices”  are  often  irritants 
of  the  skin  and  mucosa.  Thus,  all  arums  are 
suspect  even  though  the  painful  irritating 
actions  are  without  lasting  results. 


The  irritating  components  may  act  on  the 
skin,  evoking  hyperemia,  ‘Turning”  and  in- 
flammation; or  be  especially  irritant  to 
mucous  membranes,  evoking  painful  burning 
sensations  in  the  mouth;  or  may  sometimes 
evoke  a loss  of  sensation.  The  corrosive  and 
acrid  substances  are  usually  destroyed  by  dry- 
ing the  plant  parts. 

Monsterci  deliciosa  Liebm.  or  cerimen  is 
grown  as  a pot  plant  for  its  unusual  orna- 
mental foliage.  The  leaves  are  pinnatifid  and 
perforate  and  reach  a length  of  two  to  three 
feet.  The  juice  of  the  leaves  is  a skin  irritant 
and  will  cause  inflammation  of  the  mouth  and 
throat  if  the  leaf  is  chewed.  The  cone-like 
fruits  have  a smell  and  taste  resembling 
banana  and  pineapple  and  are  edible  when 
ripe;  however,  cells  of  the  unripe  fruit  contain 
needle  crystals  which  irritate  the  mouth  and 
throat,  and  cause  gastrointestinal  upset  if 
swallowed.  A dozen  or  more  species  of  Mon- 
stera  are  cultivated  for  their  ornamental  leaf 


MONSTER  A deliciosa 
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Philodendron  cordatum  (True  Species) 


forms.  All  of  them  probably  are  capable  of 
evoking  distressing  symptoms. 

Skunk  cabbage,  Symplocarpus  foetidus  (L. ) 
Salisb.,  is  a native  plant  of  swampy  and  low 
meadows.  The  rhizome  will  sting  and  burn  the 
mouth  if  chewed,  due  to  the  needle  crystals  it 
contains.  The  leaves  also  contain  these  crystals 
as  well  as  some  serotonin,  although  the  latter 
is  of  no  importance  as  a contributor  to  the 
deleterious  effects  from  eating  this  plant. 

Numerous  species,  hybrids  and  varieties  of 
the  tropical  American  genus  Philodendron  are 
commonly  grown  as  house  plants  for  their 
ornamental  leaves.  P.  cordatum  Kunth  is  pic- 
tured as  a representative  of  this  genus.  The 
acrid  juice  of  the  leaves  is  rubefacient  but  the 
nature  of  the  irritant  principle  is  unknown. 
The  leaf,  if  swallowed,  produces  irritation  of 
the  alimentary  canal  and  drastic  purging. 

Another,  and  very  dangerous  house  plant,  is 
the  dumb  cane  ( Dieffenbachia  species,  es- 
pecially D.  Seguine  (Vent.)  Schott  and  D. 
picta  (Lodd.)  Schott)  which  may  grow  to 
eight  feet  in  height  and  is  often  used  to  deco- 
rate lobbies.  It  has  a general  resemblance  to 
the  banana  plant.  Both  leaves  and  jointed 
stems  contain  needle  crystals  of  calcium  oxa- 
late which  are  irritant  to  the  oral  mucosa  if 
chewed.  However,  ingestion  of  the  stem  pro- 
duces more  dire  results — severe  burning  pain 
in  the  lips,  tongue  and  throat,  followed  by 
profuse  salivation  and  swelling  so  severe  that 


speech  may  become  impossible.  The  sub- 
maxillary and  parotid  glands  also  become  en- 
larged and  tender.  Clinical  reports  of  the 
symptomatology  and  toxicity  are  described  in 
recent  literature.  * 

Symptomatic  and  supportive  therapy  miti- 
gates the  patient’s  distress.  The  substance(s) 
responsible  for  producing  the  symptoms  have 
not  been  isolated  or  identified.  Oxalate  ap- 
parently is  not  the  main  damaging  agent, 
which  may  be  a protein-like  substance. 

Jack-in -the-pulpit  or  Indian  turnip  is  the 
name  commonly  used  for  Arisaema  triphyllum 
( L. ) Schott  and  its  subspecies.  This  native 
plant  may  produce  dermatitis  in  a few  persons. 
The  fresh  plant  is  strongly  irritant  when 
chewed  and  if  swallowed  a violent  gastro- 
intestinal inflammation  results.  In  addition  to 
the  irritant  raphide  crystals  of  oxalate,  a 
saponin  and  a volatile  acrid  substance  occur 
in  the  underground  conn.  A.  atrorubens  (Ait.) 
Blume  and  A.  dracontium  (L. ) Schott  also  are 
wild  plants  in  S.  C.;  the  latter  is  often  called 
green  dragon  or  dragon  head  and  its  corm 
was  once  used  as  an  insecticide.  These  species 
too  are  irritant  and  probably  contain  prin- 
ciples like  those  of  A.  triphyllum. 

Tannin  (strong  tea)  and  stimulants  have 
been  suggested  to  reduce  the  patient’s  distress. 

Arum  is  a genus  several  species  of  which  are 
planted  as  ornamentals.  Their  attractive 
foliage  has  an  irritant  juice  which  contains 


“Reports  of  the  1940s  about  its  sterilizant  power  in 
rats  have  not  been  confirmed  in  humans. 
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saponin  and  cyanogen  compounds.  The  scarlet 
berries  are  very  toxic;  a drop  of  juice  causes  a 
burning  sensation  in  the  mouth  and  throat 
which  persists  for  hours.0  The  tuberous  roots, 
about  the  size  of  a pigeon  egg,  contain  saponin 
and  a volatile  acrid  principle  which  probably 
is  the  oily  liquid  alkaloid  reported  to  be  pres- 
ent throughout  Arum  plants. 

Skin  irritation  from  the  leaf  juice  and  emeto- 
cathartic  effects  from  ingestion  of  the  leaf  or 
tuber  are  the  commonest  manifestations  met 
with. 

Colocasia  antiquorum  Schott,  called  ele- 
phant’s ear,  is  a complex  of  varieties  and  culti- 
gens  known  primarily  for  the  edibility  of  its 


prepared  tuber  (“taro,”  “poi”).  Several  Colo- 
casia species  are  also  grown  for  their  orna- 
mental foliage.  Chewing  the  fresh  tuber 
irritates  the  mouth  and  throat  (raphide  crys- 
tals); the  gastrointestinal  irritation  is  asso- 
ciated with  a volatile  alkaloid  and  an 
hemolysin. 

Caladium  bicolor  Vent.,  the  common  cala- 
dium,  and  other  Caladium  species;  members 
of  the  genus  Alocasia;  Calla  palustris  L.,  the 
water  arum  or  wild  calla;  Z antedeschia 
aethiopica  ( L. ) Spreng.,  the  “calla-lily”  of 
gardeners;  as  well  as  species  of  Xanthosma,  all 
are  cultivated  ornamental  plants  with  irritant 
properties  similar  to  those  set  forth  above. 


“The  death  of  small  children  is  recorded  from  eating  Illustrations  from  exotica  3 by  Alfred  Byrd  Graf, 

the  berries;  cramps  and  convulsions  preceding  death.  Rutherford,  New  Jersey:  Roehrs  Company,  j963. 


Steroid  cataracts — R.  W.  Spencer  and  S.  Y.  Andel- 
man.  Arch  Ophthal  74:38  (July)  1965. 

A complete  ophthalmological  examination  was  per- 
formed on  each  of  58  patients  who  had  previously 
received  intramuscular  injections  of  triamcinolone 
acetonide.  An  incidence  of  60%  posterior  subcapsular 
cataract  formation  was  found  in  this  group  of  pa- 
tients. The  occurrence  of  posterior  subcapsular  cata- 
ract increased  with  the  duration  of  therapy  and  the 
total  amount  of  drug  received.  Since  53  of  the  58  pa- 
tients had  received  other  corticosteroids  prior  to  the 
initiation  of  intramuscular  triamcinolone  acetonide, 
the  exact  stage  of  cataract  initiation  could  not  be  de- 
termined. In  another  group  of  15  rheumatoid  arthritis 
patients  showing  no  signs  of  posterior  subcapsular 
cataract  prior  to  initiation  of  intramuscular  triam- 
cinolone acetonide,  27%  developed  posterior  sub- 
capsular cataract  after  six  to  nine  months  of  therapy. 
A 16-week  study  of  30  Surague-Dawley  rats  receiving 
various  weekly  injections  of  triamcinolone  acetonide 
rendered  no  evidence  of  cataract  formation. 


Carcinoma  of  the  stomach:  A ten  year  survey  of 
results  and  of  factors  affecting  prognosis — V.  S. 
Brookes,  J.  A.  Waterhouse,  and  D.  J.  Powell.  Brit 
Med  J 1:1577  (June  19)  1965. 

Studies  were  made  of  5,44 1 cases  of  gastric  car- 
cinoma recorded  in  the  Birmingham  Regional  Cancer 
Registry  from  1950  to  1959  and  1,802  cases  recorded 


from  1936  to  1949.  Radical  surgery  was  possible  in 
25%  of  all  cases  reviewed  and  18%  survived  for  at 
least  five  years.  All  deaths  which  eventually  did  occur 
were  due  to  the  original  disease.  The  disease  was 
more  prevalent  in  urban  areas  than  in  rural  districts, 
and  there  is  some  statistical  evidence  that  the  inci- 
dence of  the  disease  is  decreasing.  Factors  influencing 
prognosis  and  operability  were  analyzed.  The  duration 
of  preoperative  symptoms  was  most  significant — the 
longer  the  history,  the  greater  the  operability  and  the 
longer  the  survival.  The  site  of  the  growth  in  the 
stomach  affected  prognosis  to  a lesser  extent.  Histo- 
logical variations  did  not  appear  to  affect  either  the 
prognosis,  operability,  or  the  duration  of  the  symp- 
toms. No  evidence  was  found  that  peptic  ulcer  was  a 
significant  cause  of  gastric  carcinoma  or  that  the  two 
conditions  were  significantly  associated.  They  were 
frequently  confused  clinically,  radiologically,  and  at 
operation. 


The  ingrain  method  of  treating  psoriasis — S.  Com- 
aish.  Arch  Derm  92:56  (July)  1965. 

A method  of  treating  psoriasis  without  the  use  of 
corticosteroids  or  antimitotic  agents  is  described.  A 
special  technique  incorporating  the  use  of  anthralin  is 
employed  with  results  which  are  better  than  any 
thus  far  published.  The  technique  is  effective,  and  in- 
expensive, and  safe  without  systemic  side  effects.  It 
has  been  adopted  as  the  standard  treatment  in  some 
centers  in  England  and  Europe. 
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LOMOTIL  Pharmacologic  Activit 


The  significant  pharmacologic  actio 
of  Lomotil  are  summarized  as  follow 


Evidence  indicates  that  Lomotil  ac 
directly  by  inhibiting  excess  peristals 

Lomotil  is  not  known  to  inhibit  nonpi 
pulsive  intestinal  movements. 

Roentgenograms  demonstrate  that  tl 
activity  occurs  within  two  hours  af 
oral  administration  and  persists  for 
least  six  hours. 

Comparative  studies  in  the  rat  sh< 
Lomotil  to  be  more  effective  in  inhil 
ing  fecal  excretion  than  either  code  i 
or  morphine. 

Analgesic,  anticholinergic,  mydriali 
and  gastric  secretory  effects  have  u 
been  significant. 

Reduction  of  propulsive  motility  wt 
Lomotil  relieves  spasm  and  crampi; 
allows  physiologic  absorption  of  fit 
and  reduces  frequency  of  evacuation:  t 
provide  prompt,  symptomatic  contro  i 
virtually  all  diarrheas. 


Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 


tablets  • liquid 


slows  propulsion 


relieves  distress 


stops  diarrhea 


Precautions:  Lomotil  is  an  exempt  nar- 
cotic preparation  of  very  low  addictive 
potential:  more  than  three  million  prescrip- 
tions have  now  been  written  for  Lomotil. 
Recommended  dosages  should  not  be  ex- 
ceeded. Lomotil  should  be  used  with  cau- 
tion in  patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs  or 
barbiturates. 

Side  Effects:  Side  effects  are  relatively  un- 
common but  among  those  reported  are  gas- 
trointestinal irritation,  sedation,  dizziness, 
cutaneous  manifestations,  restlessness  and 
insomnia. 

Dosage:  For  full  therapeutic  effect— Rx 
full  therapeutic  dosage.  The  recommended 
initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 

Children: 

3 to  6 months-3  mg.  (¥2  tsp.*  t.i.d.) 

6 to  12  months— 4 mg.  (¥2  tsp.  q.i.d.) 

1 to  2 years-5  mg.  (¥2  tsp.  5 times  daily) 

2 to  5 years-6  mg.  (1  tsp.  t.i.d.) 

5 to  8 years— 8 mg.  (1  tsp.  q.i.d.) 

8 to  12  years-10  mg.  (1  tsp.  5 times  daily) 

Adults: 

20  mg.  (2  tsp.  5 times  daily  or 
2 tablets  4 times  daily) 

*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one 
fourth  the  therapeutic  dose. 

Lomotil  is  a brand  of  diphenoxylate  hydro- 
chloride with  atropine  sulfate;  the  subther- 
apeutic  amount  of  atropine  is  added  to 
discourage  deliberate  overdosage. 
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X-RAY  FILM  OF  THE  MONTH. 


S.  E.  PUCKETTE,  M.  D., 

Medical  College  Hospital 
Charleston,  S.  C. 


This  12  year  old  child  had  complained  of 
cramping  abdominal  pain  intermittently 
for  several  years.  Due  to  a recurrence 


of  the  pain,  a KUB  was  ordered  which  showed 
a large  “soft  tissue”  mass  in  the  right  flank 
region.  A small  bowel  study  was  then  done, 
and  a 1 hour  film  is  shown  below. 

This  film  demonstrates  an  intra-abdominal 
hernia,  often  called  internal  hernia.  This  type 
of  hernia  refers  to  a variety  of  rare,  congenital 
abdominal  conditions  in  which  a portion  of 
small  intestine  is  present  in  an  anomalous 
fossa.  Most  of  the  internal  hernias  are  symp- 
tomless and  have  been  discovered  incidentally 
during  operations  for  other  causes.  When 
symptoms  are  produced,  they  are  most  often 
in  the  nature  of  acute  intestinal  obstruction, 
not  infrequently  with  strangulation.  Occasion- 
ally, as  in  this  case,  the  symptoms  are  those  of 
chronic  or  recurrent  partial  or  complete  ob- 
struction. On  the  plain  x-ray  film  one  sees  a 
mass  that  contains  rather  than  displaces  the 
small  bowel  gas.  Definite  verification  is  ob- 
tained by  doing  a small  bowel  study  as  shown 
here.  Treatment,  of  course,  depends  on  the 
symptomatology,  but  for  the  most  part  is  re- 
lated to  relieving  acute  obstruction. 
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It  is  customary  for  the  president  of  the  state  medical 
association  to  speak  to  the  incoming  students  of  the 
Medical  College  on  the  first  day  of  their  medical  career. 
I had  thought  this  a gracious  gesture  until  the  invitation 
was  extended  me.  I realized  it  was  an  honor  to  the 
speaker,  but  I wondered  whether  it  might  also  be  a 
boring  experience  for  the  captive  audience. 

What  do  you  say  to  a group  of  young  men  and 
women  who  are  about  to  begin  the  course  of  study  lead- 
ing toward  a degree  in  medicine?  Think  back  to  that  day 
when  you  first  gathered  with  your  classmates  in  medical 
school.  What  information,  ideas,  and  suggestions  would 
have  helped  you — or  would  you  have  perferred  silence? 

Opening  day  convocations,  like  commencement  exercises,  can  serve  as  occasions  for  his- 
torical, philosophical,  cultural,  and  political  addresses.  This  did  not  appeal  to  me.  I am  not 
a historian,  a philosopher,  a poet,  an  artist,  or  a politician — I am  just  a practicing  physician. 
The  best  plan  for  me,  I concluded,  was  to  be  myself. 

What  can  an  older  physician  say  to  his  young  colleague  that  will  be  interesting,  informa- 
tive, and  of  value?  Should  I present  a scientific  paper,  should  I talk  about  medical  education, 
should  I attempt  an  appraisal  of  the  social-medical  problems  of  the  day,  should  I play  the  role 
of  a prophet  and  make  predictions?  None  of  these  appealed  to  me. 

My  final  decision  was  to  discuss  briefly  four  foundation  stones  upon  which  a student  of 
medicine  would  do  well  to  build  his  career,  and  I chose  four  words  around  which  to  gather 
my  thoughts. 

The  first  word  was  — study.  From  the  day  he  enters  medical  school  until  the  day  he 
retires  the  man  of  medicine  must  study,  and  the  physician  who  does  not  study  — be  he  25  or 
45  or  65  — is  a dishonor  to  his  profession  and  a menace  to  the  public  welfare. 

The  second  word  was  — think.  To  cram  one’s  brain  with  information  until  he  becomes  a 
walking  encyclopedia  is  not  the  ultimate  of  education.  There  must  be  in  addition  an  ability 
and  desire  to  question,  to  doubt,  to  ponder,  to  reason,  to  dream. 

The  third  word  was  — work.  An  eight  hour  day  and  a forty  hour  week  are  not  a part  of 
the  physician’s  life.  “Medicine  is  a jealous  mistress,”  and  the  way  is  long  and  the  road  rough 
for  the  man  who  puts  other  interests  ahead  of  her. 

The  last  word  was  — service.  The  ultimate  goal  of  the  physician’s  task  has  been  and  must 
ever  be  to  serve  his  patient.  The  doctor  of  medicine  is  worthy  of  his  hire  and  is  entitled  to  a 
just  return  for  his  work  — but  he  cannot  let  mammon  become  his  master.  He  must  emulate  the 
Great  Physician  who  came  “not  to  be  ministered  unto,  but  to  minister.” 

That  was  my  message  to  the  young  students  in  Baruch  Auditorium.  How  was  it  received, 
what  effect  did  it  have  upon  those  in  the  audience  — 1 do  not  know.  “I  shot  an  arrow  into 
the  air,  it  fell  to  the  earth,  1 know  not  where.”  To  the  large  majority  it  was  undoubtedly  a twenty 
minute  talk  to  be  heard  and  soon  forgotten.  Perhaps  in  one  or  two  it  struck  a spark  and 
ignited  a burning  desire  to  study,  to  work,  and  to  serve.  I hope  so. 


Julian  P.  Price,  M.  D. 
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Editorials 


The  Folsom  Report 

The  physicians  of  New  York  State  are  await- 
ing with  much  interest  the  results  of  many 
proposed  studies  and  comments  on  the  report 
of  a committee  appointed  by  the  governor 
with  Marion  B.  Folsom,  former  Secretary  of 
HEW,  as  chairman.  This  committee  has  re- 
ported what  many  physicians  consider  to  be 
quite  radical  measures  concerning  hospitaliza- 
tion practices,  and  the  units  of  the  Medical 
Society  of  the  State  of  New  York  are  now 
in  the  process  of  examining  the  proposals  and 
taking  some  action.  If  adopted,  the  report 
would  make  a tremendous  change  in  the  prac- 
tice of  medicine  in  the  state. 

Basically,  the  Folsom  Report  calls  for  com- 
pulsory hospitalization  insurance  for  all  em- 
ployees and  their  dependents.  Also  it  sug- 
gests a state-controlled  system  of  reporting 
hospital  costs,  new  state  grants  and  loans  for 
a thorough  hospital  modernization  program, 
and  concentration  in  the  State  Health  De- 
partment of  all  state  responsibilities  for  hos- 
pitals. In  addition  it  recommends  a reorgan- 
ization of  the  eight  separate  Blue  Cross  plans 
which  operate  in  New  York. 

This  report  is  said  to  be  made  in  the  inter- 
est of  efficiency  and  economy.  Actually,  it 
assumes  the  power  of  life  and  death  over  the 
hospital  systems.  Consolidation,  conversion, 
an  apportionment  of  different  activities  to 
various  hospitals  are  all  considered  legitimate 
changes.  Utilization  committees  are  strongly 
urged;  self-care  and  home-care  are  stressed, 
a formulary  system  is  thought  desirable  and 
a joint  purchasing  arrangement  for  hospitals 
is  recommended. 

The  report  criticized,  perhaps  justly,  a lack 
of  “weekend”  services  in  hospitals,  the  ex- 
cessive use  of  laboratory  tests  in  the  hospitals, 
and  the  failure  to  arrange  for  ambulatory  pa- 
tients to  have  tests  before  entering  the  hos- 
pital. 

The  Folsom  Report  includes  many  recom- 
mendations which  are  repugnant  to  the  aver- 


age physician  in  his  present  relation  to  the 
hospital.  It  should  be  followed  carefully  and 
watched  for  any  evidence  of  spreading  in- 
fluence to  other  areas. 


Influenza  Forecast 

As  uncertain  as  the  forecast  may  be,  there 
seems  to  be  some  probability  that  the  coming 
year  may  have  a considerable  amount  of  in- 
fluenza  to  contend  with.  On  the  basis  of  the 
two  to  three  year  periodicity  of  the  disease, 
it  may  be  guessed  that  this  winter  is  ready  for 
an  upward  surge  in  the  prevalence  of  the 
condition. 

Influenza  vaccine  has  not  proven  com- 
pletely satisfactory,  but  it  has  given  a marked 
degree  of  protection  for  a large  majority  of 
those  who  receive  it.  This  year  it  will  offer 
protection  against  five  different  types  of 
virus,  any  one  or  several  of  which  may  be 
active  in  the  coming  season. 

Immunization  should  be  done  without  de- 
lay and  particularly  is  it  desirable  for  the 
group  of  people  who  present  basically  higher 
risk  in  the  face  of  any  infection.  These  are 
sufferers  from  chronic  disease,  persons  in  the 
older  age  groups,  pregnant  women  and  pa- 
tients in  nursing  homes  and  chronic  disease 
hospitals  where  possibility  of  the  spread  of 
infection  is  greater  than  in  the  general  popula- 
tion. 


Amphetamines 

There  seems  to  be  some  reason  to  believe 
that  some  of  our  physicians  are  rather  free 
handed  with  the  use  of  amphetamines  in  the 
treatment  of  obesity,  and  that  they  do  not 
boggle  at  promoting  a rapid  reduction  to  the 
extent  of  anywhere  from  60  to  80  pounds  in 
some  instances.  There  are  a number  of  side 
effects  from  the  amphetamines  which  must 
be  considered.  Among  these  is  the  real,  but 
rather  rare,  possibility  of  a practical  state  of 
addiction.  Certainly,  the  drug  should  be  used 
very  cautiously  and  under  veiy  close  observa- 
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tion  of  any  side  effects  of  the  drug  itself  or 
any  ill  effects  of  too  rapid  reduction  in  body 
weight. 

Project  Head  Start 

Project  Head  Start,  promoted  this  summer 
as  a widespread  experiment  in  preparing  de- 
prived children  for  entrance  to  school,  has 
performed  its  job  temporarily  but  now  goes 
on  a year-round  basis.  Fortified  by  ample 
federal  funds,  a great  part  of  which  went  to 
highly  paid  officials  who  managed  the  pro- 
gram, the  project  expanded  from  a planned 
group  of  100,000  children  to  something  like 
600,000.  The  stream  of  federal  money  is  in 
spate  and  there  is  no  predicting  where  the 
florid  will  carry  the  flotsam  of  underprivileged 
children. 

The  Charleston  Pediatric  Society'  stands 
by  its  decision  that  it  was  not  necessary  to 
promote  any  special  clinical  arrangement  to 
take  care  of  the  medical  examinations  of  the 
Head  Starters.  It  has  advocated  the  use  of 
existing  facilities  in  the  Health  Department 
and  in  the  regular  clinics  of  the  city  and  its 
members  have  offered  to  supplement  these 
resources  by  examining  without  charge  pa- 
tients who  may  be  referred  to  their  offices.  By 
this  arrangement  no  new  bureaucratic  examin- 
ing board  is  established  and  the  examinations 
are  far  more  worthwhile  than  they  would  be 
en  masse.  Other  areas  of  our  State  have  not 
adopted  this  stand,  and  have  gone  along  with 
the  original  arrangement  requested  by  the 
promoters  of  Head  Start  to  conduct  clinics 
and  perform  a “crash  program”  of  examina- 
tions. 

The  findings  of  Head  Start  have  been 
what  would  be  expected.  There  has  been  no 
radical  discovery  of  unexpected  deficiencies 
and  relatively  little  done  in  the  way  of  cor- 
rection. However,  Head  Starters  can  now  tell 
a horse  from  a cow  and  possibly  soon  will  be 
able  to  tell  a Ford  from  a Rolls  Boyce. 


A Letter  To  Dr.  Price 

In  response  to  an  urgent  appeal  to  Ameri- 
can Medicine  by  President  Lyndon  B.  John- 
son, the  American  Medical  Association  is 
assisting  the  newly  formed  voluntary  organiza- 


tion known  as  PROJECT  VIET-NAM.  This 
Project,  administered  bv  The  People-to-People 
Health  Foundation,  Inc.,  is  a cooperative 
medical  effort  of  America’s  inter-voluntary 
agencies  for  the  people  of  South  Viet-Nam. 
The  Agency  for  International  Development 
(AID)  is  also  participating  in  this  program 
that  appears  vital  to  our  success  in  the  present 
crisis  in  Asia. 

PROJECT  VIET-NAM  was  developed  to 
help  alleviate  the  problem  of  the  critical 
shortage  of  physicians  in  South  Viet-Nam — a 
problem  that  is  crippling  and  demoralizing 
the  civilian  population  of  the  country.  The 
matter  is  of  concern  to  all  physicians — those 
believing  that  human  life  everywhere  is 
sacred,  and  those  sharing  a stake  in  the  secur- 
ity of  the  United  States.  The  American  Medi- 
cal Association,  cooperating  with  the  Presi- 
dent’s request,  is  appealing  to  each  County' 
and  State  Society  for  participation  in  a pro- 
gram that  will  assist  in  the  procurement  of 
volunteer  physicians  for  this  important  ven- 
ture. 

PROJECT  VIET-NAM  will  send  teams  of 
20  physicians  into  Viet-Nam  for  periods  of 
just  60  days.  The  teams  will  be  divided  into 
four  groups,  each  being  assigned  to  a hos- 
pital now  being  operated  under  the  AID 
program.  Facilities  and  supporting  personnel 
are  available  at  each  installation  for  carrying 
out  services  in  accordance  with  acceptable 
professional  standards.  While  ultimately  many 
disciplines  of  medicine  may  be  required,  the 
immediate  need  is  for  physicians  in  general 
practice,  general  surgery  and  orthopedic  sur- 
gery. Although  service  with  PROJECT  VIET- 
NAM is  on  a volunteer  basis,  transportation 
from  home  and  return  via  commercial  airline, 
a nominal  per  diem,  housing,  meals  and  other 
needs  will  be  supplied.  The  federal  govern- 
ment has  also  given  assurance  that  all  volun- 
teers will  be  granted  the  same  privileges, 
courtesies  and  priority  provided  government 
personnel  in  the  area. 

I trust  that  you  will  bring  this  information 
to  the  attention  of  the  membership  of  your 
society  through  the  most  expedient  and 
effective  method.  Interested  physicians  may 
obtain  further  information  and  application 
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forms  by  communicating  with: 

PROJECT  VIET-NAM 
2233  Wisconsin  Avenue,  N.  W. 
Washington,  D.  C.  20007 
Phone:  338-5730  or  338-6110 
l ask  your  help  in  the  medical  support  of 
valiant  people  playing  a decisive  role  in  the 
defense  of  freedom,  not  only  in  Southeast 
Asia,  but  in  all  the  world. 

Sincerely, 

James  Z.  Appel,  M.  D. 

President,  AMA 


A Summary  of  Medicare’s  Provisions 
Basic  Program 
Hospitalization 

Up  to  90  days  in  each  spell  of  illness.  The  patient 
pays  the  first  $40  of  hospital  costs.  If  he  stays  more 
than  60  days,  he  pays  $10  for  each  additional  day  up 
to  the  90-day  limit.  A spell  of  illness  starts  with  the 
first  day  of  hospitalization  and  ends  when  the  patient 
has  spent  60  consecutive  days  without  hospital  or 
nursing  care. 

The  hospitalization  covers  room  and  board,  pre- 
scribed drugs  while  hospitalized  and  other  services 
and  supplies  except  private  duty  nursing  and  services 
of  physicians  other  than  interns  or  residents  in 
training.  Christian  Science  sanatoriums  and  psy- 
chiatric hospitals  are  included.  There  is  a lifetime 
limit  of  190  days  in  a psychiatric  hospital. 

Nursing  Home  Care 

Up  to  100  days  in  an  extended  care  facility  in  each 
spell  of  illness  after  a stay  of  at  least  three  days  in  a 
hospital.  There  is  no  charge  to  the  patient  for  the  first 
20  days.  The  patient  pays  $5  for  each  day  above  20, 
up  to  the  100-day  limit. 

Home  Nursing 

Up  to  100  visits  by  nurses  or  technicians  in  a one- 
vcar  period  following  the  patient’s  discharge  from  a 
hospital  or  extended  care  facility.  The  services  fur- 
nished must  be  in  accordance  with  a program  set  up 
and  periodically  reviewed  by  a physician. 

Diagnostic  Services 

Tests  and  related  diagnostic  services,  other  than 
those  performed  by  physicians,  that  are  normally  pro- 
vided by  hospitals  to  out-patients.  The  patient  pays 
$20  of  the  charge  for  each  diagnostic  study  provided 
by  the  same  hospital  in  a 20-day  period.  The  patient 
pays  20  per  cent  of  the  charges  above  $20. 

SUPPLEMENTARY  PROGRAM 

Persons  enrolling  in  this  program  will  pay  $3  a 
month  in  premiums.  The  federal  government  will 
match  this  with  a payment  of  $3  a month  for  each 
participant.  The  federal  share,  about  $600  million  a 
year,  will  come  from  general  tax  revenues.  The  in- 
surance supplements  the  basic  program  by  covering 
most  other  major  medical  expenses  except  those  for 
dental  services,  medicines  and  drugs. 


A participant  in  the  program  pays  $50  of  his  annual 
costs  for  the  services  and  supplies  covered.  He  also 
pays  20  per  cent  of  the  annual  costs  above  $50  while 
the  program  pays  80  per  cent. 

The  coverage  includes:  Physicians’  services,  in- 
cluding surgery,  whether  performed  in  a hospital, 
clinic,  office  or  home. 

Up  to  100  home  nursing  visits  each  year  in  addi- 
tion to  those  allowed  under  the  basic  program  and 
without  any  requirement  for  prior  hospitalization. 

Various  services  and  supplies,  whether  provided 
in  or  out  of  a medical  institution,  such  as  x-ray  and 
other  diagnostic  tests,  radiological  treatments,  sur- 
gical dressings,  splints,  casts,  iron  lungs  and  other 
specified  prosthetic  devices,  artificial  arms,  legs  and 
eyes  and  ambulance  service. 

WELFARE  AID 

The  bill  authorizes  increases  of  about  $400  million 
in  annual  federal  grants  to  states  for  public  assistance 
( relief  of  the  needy ) and  other  welfare  programs.  It 
consolidates  the  Kerr-Mills  medical  assistance  pro- 
gram with  fixe  related  programs  and  sets  federal 
standards  for  the  scope  of  benefits  and  eligibility  of 
beneficiaries. 

A new  program  of  health  care  for  children  in 
impoverished  families  is  established,  with  $185  mil- 
lion in  grants  authorized  for  the  first  five  years. 
Grants  for  maternal  and  child  health  services  and 
aid  to  crippled  children  are  raised  in  four  steps  from 
the  present  level  of  $80  million  to  $120  million  in 
1970. 

By  revising  the  general  formula  for  public 
assistance  grants,  the  bill  raises  annual  federal  author- 
izations by  $150  million. 


SUMMARY  OF  THE 

PUBLIC  RELATIONS  INSTITUTE  OF 
THE  AMERICAN  MEDICAL 
ASSOCIATION 

August  19th  and  20th,  1965 

Tlie  key  note  address  of  the  Public  Relations  In- 
stitute was  made  by  Dr.  F.  J.  L.  Blasingame,  AMA 
Executive  Vice  President.  Dr.  Blasingame  pointed  out 
that  the  recent  legislative  defeat  must  be  recognized 
as  a Dunkirk  and  not  a Waterloo  and  we  are  facing 
a long  battle  which  will  extend  into  the  future.  We 
must  be  prepared  to  meet  the  increasing  demands, 
individually  and  collectively.  It  was  pointed  out  that 
though  Medicare  was  passed,  that  we  must  continue 
to  fight  with  determination  and  force,  both  col- 
lectively and  individually,  and  that  the  physician 
must  not  only  concern  himself  with  the  arts  and 
sciences  of  medicine  but  also  be  knowledgeable  in 
its  socio-economic  enxironment. 

It  was  decided  by  our  AMA  Board  of  Trustees 
that  we  shouJ4  give  advice  and  guidance  to  the 
Secretary  of  Health,  Education  and  Welfare  that 
will  be  the  most  meaningful  to  our  patients  with  a 
minimum  of  disturbance  and  inconvenience  to  the 
medical  profession:, 'Tbe  Board  decided  to  await  any 
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further  action  until  more  information  regarding 
regulations  and  related  subjects  were  available. 

Dr.  Blasingame  pointed  out  a summary  of  ideas 
discussed  by  the  legal  counsel: 

1.  Physicians  may  criticize  Public  Law  89-97  and 
may  seek  its  repeal  and  modification. 

2.  Physicians  acting  independently  can  refuse  to 
accept  any  person  as  a patient  under  the  program. 

3.  The  physician  is  obligated  to  abide  by  hospital 
rules  which  may  or  may  not  require  assisting  the 
hospital  in  its  participation  under  the  law. 

4.  The  Medicare  law  provides  nothing  authorizing 
any  federal  officer  to  exercise  any  supervision  or 
control  over  the  practice  of  medicine.  Other  laws, 
such  as  the  Sherman  Antitrust  Act,  may  apply  to 
certain  situations  involving  group  action. 

5.  By  organized  groups  of  individuals  in  refusing 
to  deal  with  others  has  been  held  illegal  and  since 
the  Sherman  Antitrust  Act  delegates  to  the  Courts 
broad  powers  in  civil  and  criminal  actions  may  be 
brought  by  the  Justice  Department  and  by  private 
persons. 

6.  Conspiracy  under  antitrust  laws  may  emanate 
from  a common  understanding  or  an  expressed  or 
implied  agreement. 

7.  If  physicians  acting  in  concert  through  medical 
organizations  refuse  to  participate  in  the  program, 
such  action  would  involve  exposure  to  application 
of  the  Sherman  Antitrust  Act. 

Dr.  Blasingame  pointed  out  that  although  all  of  us 
had  deep  and  mixed  emotions,  we  should  remember 
that  anger  and  frustration  are  not  going  to  bring  us 
success  and  we  need  clear  thinking,  planning  and 
courage,  and  that  our  leadership  demands  a sense  of 
destiny,  of  consistent  purpose  and  direction.  He  re- 
minded us  that  approximately  180  million  of  our 
citizens  are  not  covered  under  Medicare,  and  it  is 
important  for  us  through  public  relations  and  educa- 
tion to  educate  all  of  our  citizens  to  the  fallacies  of 
socialistic  medicine  and  to  guide  the  citizens  towards 
the  continued  medical  care  of  the  world  today,  in 
history  past  and  that  free  enterprise  is  the  answer 
to  continued  growth  in  the  art  and  science  of  medi- 
cine. 

There  were  many  vital  phases  of  public  relations 
work  that  were  pointed  out  to  the  participants  of  the 
Institute.  Educationally,  there  were  a series  of  talks 
on  the  Biomedical  Research  Institute  Programs  and 
the  AMA  Drug  Program.  It  was  pointed  out  that  the 
New  Drugs,  which  is  a 500  page  up  to  date  book  on 
statements  made  by  the  Council  on  drugs  was  avail- 


able. The  new  book,  Today’s  Health  Guide,  published 
by  the  AMA  for  the  American  family,  was  presented. 
All  doctors  were  encouraged  to  have  a copy  of  this 
guide  for  their  waiting  room  and  for  their  personal 
use. 

The  AMA  Student  Loan  Program  was  presented 
and  all  State  and  Local  Societies  were  encouraged 
to  make  general  knowledge  of  the  loan  program 
which  is  available  to  medical  students  and  interns 
and  residents. 

In  Public  Relations,  the  Project  Vietnam  was  per- 
haps the  most  exciting  program.  Physicians  were 
urged  to  volunteer  for  duty  in  Vietnam  to  help  with 
the  critical  need  of  this  wartorn  country. 

Physicians  were  encouraged  to  use  the  AMA 
pamphlets  on  various  diseases  and  problems  and  to 
make  available  in  their  mailing  the  brochures  on 
various  Medical  Tips.  There  were  discussions  on 
Chiropractic  as  fraud  and  quackery  and  in  this  dis- 
cussion the  inadequate  rating  in  the  Chiropractic 
field  was  pointed  out,  not  only  in  their  “approved 
institutes’’  but  even  in  their  education  requirements, 
which  were  less  than  a high  school  education. 

Needless  to  say,  all  of  the  facets  of  the  Institute 
were  too  numerous  to  even  outline  in  this  presenta- 
tion, nevertheless,  your  Public  Relations  Committee 
plans  to  have  an  exhibit  at  the  South  Carolina  Medi- 
cal Association’s  Spring  Meeting,  at  which  time  an 
exhibit  will  be  presented  which  will  be  a followup 
of  many  of  the  public  relations  ideas  that  were  out- 
lined in  the  Institute. 

It  is  important  that  all  physicians  and  their  So- 
cieties avail  themselves  to  the  AMA  Long-Range 
Advertising  Campaign  and  follow  through  on  all  the 
aspects  of  public  relations,  as  well  as  make  available 
to  their  Societies  by  speakers  from  AMA  Head- 
quarters the  AMA  image,  as  well  as  its  long-range 
planning. 

I will  be  most  happy  to  make  available  to  any 
interested  physicians  or  Societies  such  information  as 
I have  available  to  me  in  the  public  relations  field, 
and  Dr.  George  Johnson  and  I will  answer  any 
questions  that  you  might  have  concerning  the  recita- 
tions at  the  Institute. 

Respectfully  submitted  in  behalf  of  the  South 
Carolina  Medical  Association  Public  Relations 
Committee,  Dr.  Joseph  Waring,  Chairman. 

Robert  S.  Solomon,  M.  D. 


October,  1965 
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HOW  BIG  IS  TOO  BIG  IN  BOARD  EXAMINATIONS? 


H.  E.  JERVEY,  JR.,  M.  D. 
COLUMBIA,  S.  C. 


Have  we  readied  a point  of  no  return  in  our  ideas 
and  philosophies  on  examinations  in  medicine?  We 
agree  that  the  Federal  Government  has  become  an 
octopus.  Are  we  unwittingly  developing  one  of  our 
own?  Antitrust  and  antimonopoly  laws  purport  to 
protect  us  against  cartels  and  big  business.  What  is  to 
protect  us  against  ourselves? 

There  are  knowledgeable  men  who  feel  that  the 
National  Board  of  Medical  Examiners  is  becoming 
just  a Medusa.  On  what  facts  is  such  an  assertion 
based?  In  1964  only  eight  states,  Arkansas,  Delaware, 
Florida,  Georgia,  Indiana,  Louisiana,  Michigan,  North 
Carolina,  Texas,  and  the  Virgin  Islands  did  not 
accept  for  licensure  without  examination  physicians 
who  were  diplomates  of  the  National  Board  ( Approxi- 
mately 2,471  in  1963).  Thirty-five  medical  schools  or 
more  utilize  National  Board  to  evaluate  the  effective- 
ness of  the  teaching  program  and  to  compare  their 
results  with  other  schools.  In  October  of  1963  over 
10,000  foreign  medical  graduates  took  the  ECFN1G 
screening  examination.  This  is  compiled  and  admin- 
istered by  the  National  Board.  This  is  a greater  num- 
ber than  all  of  the  USA  medical  schools  combined.  It 
is  not  known  how  many,  but  several  of  the  specialty 
boards  have  utilized,  and  more  are  planning  to  use 
National  Board  assistance  in  formulating  all  or  part 
of  their  specialty  board  examinations.  Is  this  big 
enough?  From  informal  discussions  it  seems  likely  in 
the  very  near  future  that  all  of  the  medical  schools 
and  a large  number  of  the  specialty  boards  will  be 
using  National  Board  assistance  in  their  examination 
procedures.  If  this  trend  continues,  and  there  is 
nothing  in  sight  to  stop  it,  within  the  next  decade  or 
so  all  students  will  be  evaluated  for  the  M.  D.  degree 
and  graduation,  for  licenses  to  practice  medicine,  and 
for  certification  by  specialty  boards  by  one  and  the 
same  organization.  It  can’t  happen  here  you  say!  The 
facts  speak  for  themselves. 

Financially  the  size  is  not  too  impressive.  In  1964 
National  Board’s  anticipated  receipts  were  listed  as 
$645,200.  Certainly  this  does  not  begin  to  compare 
with  the  twenty  million  dollar  budget  of  the  AMA  or 
the  millions  which  even  the  poorest  medical  school 
spends  each  year.  However,  in  terms  of  organizations 
which  examine  medical  graduates  at  any  level,  in- 
cluding state  boards,  this  is  a respectable  expenditure 
in  this  one  area  alone.  Money  is  not  the  factor  in  this 
operation  that  is  important,  it  is  the  inexhaustible 
wealth  in  terms  of  manpower  and  brains  which 
creates  the  power  structure.  So  what  is  bad  about 
brains? 

Are  exams  not  properly  and  expertly  prepared?  Are 
they  poorly  administered?  Is  there  failure  to  maintain 


security?  Are  the  results  used  for  illegal  or  unethical 
purposes?  The  answer  to  all  of  these  and  many  others 
of  a like  nature  is  a resounding  No  — and  thereby 
hangs  the  tale. 

The  men  who  prepare  the  questions  are  among  the 
most  competent,  experienced  and  respected  physicians 
in  the  profession.  The  methods  used  in  developing 
the  questions  are  the  most  scientific  and  sound  that 
have  been  devised.  The  papers  are  machine  graded 
and  therefore  impartial  and  accurate.  The  security 
measures  are  as  rigid  as  those  at  Fort  Knox.  The  men, 
and  perhaps  even  the  machines,  are  motivated  by  a 
sincere  desire  to  create  the  fairest  and  most  compre- 
hensive examination  that  can  be  developed.  This 
would  appear  to  be  almost  perfect.  The  weakness  lies 
in  attitudes. 

The  strength  of  any  system  whether  it  be  govern- 
ment or  education  is  in  its  checks  and  balances.  In 
government,  without  these  it  becomes  a dictatorship. 
In  education  a dictatorship  of  a different  nature  with 
frustration,  sterility,  ineptness,  and  moral  and  mental 
deterioration  results.  So  what  has  this  to  do  with  the 
National  Board? 

The  forces  at  play  both  within  and  without  the 
profession  must  be  considered.  Today  it  is  not  the 
voice  of  the  turtle  that  is  heard,  but  the  voice  of 
authority.  We  worship  the  sound  of  authority  whether 
it  be  the  mechanic  working  on  our  car,  the  elementary 
school  teacher,  or  the  most  talented  medical  re- 
searcher. By  their  higher  training  doctors,  more  than 
many,  recognize  their  inability  to  know  everything 
about  everything.  This  is  true  from  the  most  highly, 
but  narrowly  trained  cardiologists,  to  the  best  and 
most  broadly  trained  general  practitioner.  Reflexlv 
they  look  to  the  authorities  in  fields  other  than  their 
own  for  guidance  and  opinions.  A few  independently 
check  the  facts.  The  majority  follow  the  leader.  In 
medical  education  this  is  also  true.  Listen  to  a group 
of  doctors  giving  vent  to  their  ideas  on  medical  educa- 
tion and  then  have  a man  enter  the  group  and  state, 
“I  have  been  teaching  for  20  years  and  in  my  experi- 
ence — ”.  From  then  on  he  is  the  authority  and  any 
difference  of  opinion  is  voiced  mildly  and  diffidently. 
He  could  be  the  most  stupid  jackass  in  the  world,  but 
lie  is  cloaked  with  an  invincible  armor  of  authority. 
Only  another  authority  has  an  equal  chance  against 
him.  Are  you  beginning  to  get  the  picture? 

Already  the  stage  is  being  set.  In  meeting  rooms 
and  hotel  lobbys  where  educators  and  licensing  board 
members  are  assembled,  the  murmurings  can  be 
heard  “No  single  medical  licensing  board  or  specialty 
board  can  draw  upon  such  a limitless  reservoir  of 
talent  and  experience  to  compose  an  examination  as 
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can  National  Board.  No  individual  group  can  afford 
to  spend  as  many  man  hours  on  making  up  questions 
as  they  do.  They’re  geared  to  conduct  examinations.” 
This  is  logical,  factual  and  it  is  difficult  to  refute. 
There  are  two  obvious  fallacies  involved. 

A few  of  the  medical  educators  in  thinking  out 
loud  question  whether  in  utilizing  National  Board 
questions  they  are  being  fair  to  the  students.  Is  the 
emphasis  shifting  ever  so  slightly  from  teaching  stu- 
dents to  minister  to  patients  to  that  of  priming  them 
for  an  examination  in  order  for  the  school  and  ulti- 
mately the  administration  of  the  school  to  look  good? 
The  comparative  results  among  students  from  the 
various  schools  are  made  known.  Certainly  it  would 
be  less  than  human  if  the  Dean  of  school  “A”  in  see- 
ing that  his  students  ranked  at  the  bottom  nationally 
would  not  want  this  improved.  If  this  involved  im- 
provement in  teaching  and  standards  this  would  be 
desirable,  unfortunately  the  feeling  among  some  ed- 
ucators is  that  this  doesn't  happen.  Rather  the  teach- 
ing becomes  geared  to  standards  set  by  the  examina- 
tion and  thereby  the  tail  begins  to  wag  the  dog.  The 
students  and  even  faculty  become  sacrificial  lambs  on 
the  altar  of  “ National  school  image”  and  the  ambi- 
tions of  their  Dean. 

Even  this  would  not  be  without  benefits  except  for 
human  frailty.  Even  the  most  conscientious,  dedi- 
cated and  talented  physicians  are  subject  to  the  same 
failings  as  the  rest  of  mankind.  They  become  blinded 
by  their  prejudices,  overwhelmed  by  their  en- 
thusiasms, intolerant  and  arrogant  by  positions  of 
authority,  and  not  infrequently  their  judgment  is 
destroyed  by  fame. 

Therefore  when  the  day  arrives  that  the  National 
Board  examines  all  groups  in  medicine,  these  forces 
will  be  at  play.  The  voice  of  authority  will  be  heard 
in  all  areas  of  medical  education.  No  one  will  be  able 
to  refute  the  methods  used  or  the  conclusions  drawn. 
The  board  will  have  developed  too  much  prestige 


and  no  one  will  be  in  a position  to  question  them. 
Their  consultants  will  have  become  so  enamored 
with  their  positions  of  authority,  and  will  have  suc- 
cumbed to  their  own  statistics  that  maintain  them- 
selves in  power  as  saviors  of  the  profession  and 
guardians  of  national  health.  They  will  have  the 
facts  to  back  them  up,  and  who  is  to  question  this 
noble  accomplishment.  However,  all  checks  and  bal- 
ances will  have  been  swept  aside.  Unwittingly,  we 
will  have  developed  a new  breed  of  super-examina- 
tion consultants  and  will  have  to  bow  to  the  tune 
they  call.  There  will  be  no  need  for  state  licensing 
boards.  Specialty  boards  will  merely  be  rubber  stamps 
with  additional  expenses,  and  ultimately  perhaps 
there  would  be  no  need  for  the  AM  A Council  on 
Education  to  continue  with  its  accreditation  program 
of  medical  schools  or  even  internships  and  residen- 
cies. Why  could  not  these  be  evaluated  by  refined 
examination  techniques  administered  by  an  all-know- 
ing board? 

And  all  the  while  smirking  in  the  background, 
hanging  ominously  over  us,  will  be  the  specter  of  the 
Federal  Government.  Once  the  politicians  determined, 
and  they  would,  that  a monopoly  has  developed  in  the 
field  of  medical  education,  they  would  self-righteously 
feel  impelled  to  move  in  to  protect  the  health  of  the 
public.  And  once  again  we  would  have  provided 
them  with  motivation,  justification  and  an  organiza- 
tional setup  which  they  could  have  never  obtained 
through  any  legislative  means.  Washington  would  be 
handed  over  an  organization  which  we  voluntarily 
had  developed  and  which  would  allow  Government 
to  control  the  entire  field  of  medicine  from  top  to 
bottom.  Great  battles  would  not  have  ensued.  Only 
cne  final,  futile  skirmish  to  harbinger  the  end. 

It  can’t  happen.  One  man,  Aristotle,  became  the 
authority  with  the  resultant  Dark  Ages.  With  such  a 
large,  imposing  and  prestigious  group  as  the  National 
Board  why  can't  it  happen  tomorrow? 


News 


Dr.  Kinard  Is  Named  Graduate  School  Dean 

A dean  has  been  appointed  for  a full-fledged 
school  of  graduate  studies  at  the  Medical  College  of 
South  Carolina. 

Dr.  Frederick  W.  Kinard  will  head  the  school  for 
students  working  toward  graduate  degrees  in  the 
basic  medical  sciences  of  anatomy,  chemistry,  micro- 
biology, pathology,  pharmacology  and  physiology. 

The  college  previously  has  given  master  of  science 
and  doctor  of  philosophy  degrees  but  the  responsibil- 
ity for  the  students  was  vested  in  a committee  on 
graduate  studies.  Dr.  Kinard,  professor  of  physiology, 
was  chairman  of  the  committee. 

The  upgraded  status  of  graduate  education,  with  a 
dean  and  administrative  staff,  was  announced  by  Dr. 


William  M.  McCord,  interim  president  of  the  Medi- 
cal College. 


Dr.  Hall  Elected  To  Society 

Dr.  William  S.  Hall,  state  mental  health  com- 
missioner, has  been  elected  a charter  fellow  of  the 
American  College  of  Psychiatrists. 

The  commissioner  is  the  only  South  Carolinian 
among  the  118  charter  fellows  of  the  college,  which 
recently  closed  its  charter  membership. 

Dr.  Hall’s  election  indicates  “substantial  recogni- 
tion” for  achievements  and  contributions  in  medicine 
and  psychiatry. 
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Benjamin  Otis  Whitten,  M.  D. 

On  August  12,  1965  Dr.  B.  O.  Whitten  resigned 
as  Superintendent  of  Whitten  Village,  a post  which 
he  has  held  since  1918. 

Dr.  Whitten  was  born  in  Pendleton,  South  Caro- 
lina, where  he  lived  on  the  farm  with  his  parents 
while  attending  public  school.  He  later  enrolled  in 
private  school  in  Greenville.  His  first  employment 
was  with  the  Southern  Railway  as  a telegraph  opera- 
tor. Later  he  became  manager  of  the  Greenville 
office.  However,  his  desire  to  study  medicine  was 
always  in  the  forefront,  and  after  a short  time  he 
began  his  premedical  work,  and  later  graduated  in 
a class  numbering  more  than  100  from  Emory  Medi- 
cal School.  He  received  his  medical  licenses  in  the 
states  of  Georgia  and  South  Carolina  and  then  en- 
gaged in  the  private  practice  of  medicine  for  three 
years  in  South  Carolina.  Following  this,  he  accepted 
a position  on  the  Staff  of  the  South  Carolina  State 
Hospital  in  Columbia  where  he  spent  three  years  in 
the  study  of  nervous  and  mental  diseases. 

In  1918  by  legislative  action  a Training  School  for 
handicapped  persons  (now  Whitten  Village)  was 
established  and  Dr.  Whitten  was  chosen  as  the 
superintendent.  It  was  a new  field  in  the  state,  and 
Dr.  Whitten  was  charged  with  the  responsibility  of 
building  and  establishing  the  institution.  In  1920 
the  institution  was  opened.  There  were  two  long, 
narrow  new  brick  buildings  located  one  at  either  side 
near  the  front  entrance.  To  the  left  stood  an  old,  tin- 
painted  farm  house  offering  its  empty  space  for 
service.  On  the  extreme  right  stood  a one-room 
cabin.  To  the  rear  two  small  frame  buildings  squatted 
and  behind  them,  like  a sentinel,  rose  the  wooden 
water  tank. 

Today  Whitten  Village  is  a complex  of  modem 
buildings  and  provides  services  for  over  2500  re- 
tarded persons.  It  is  a result  of  the  careful  planning, 
hard  work,  blood  and  tears  of  Dr.  B.  O.  Whitten.  He 


is  truly  one  of  South  Carolina’s  most  distinguished 
men,  and  has  dedicated  his  life  to  the  service  of 
handicapped  children  and  their  families.  His  modesty 
is  almost  unbelievable,  and  his  aversion  to  publicity 
amounts  almost  to  a fault.  He  simply  says,  “I  just 
don’t  have  time  for  that  kind  of  thing.”  And  yet  he 
has  had  time  for  giving  thought  to  the  promotion  of 
a progressive  and  improved  program  for  serving 
thousands  of  his  fellow  men.  He  is  the  only  person 
in  the  South  who  has  ever  been  elected  President  of 
the  American  Association  on  Mental  Deficiency,  hav- 
ing served  in  that  capacity  from  1936-1937.  In  1931 
and  1932  he  was  borrowed  by  the  State  of  Utah  to 
organize  a similar  institution  there.  At  some  financial 
sacrifice  he  returned  to  his  native  state  and  “his” 
Institution.  In  1953,  over  his  reluctance  the  Whitten 
Village  Parents  Club  sponsored  Legislation  which 
was  enacted,  changing  the  name  of  the  Institution  to 
Whitten  Village. 

Dr.  Whitten  is  a true  Southern  Gentleman  in  the 
finest  sense  of  the  word,  and  his  compassion  for 
people  is  unequaled.  He  has  served  the  people  of 
South  Carolina  well,  and  for  this  and  his  unselfish 
devotion  to  his  duties,  the  South  Carolina  Medical 
Association  extends  to  him  their  sincere  thanks  and 
appreciation  for  a job  “Well  Done.” 

R.  B.  S. 


Dr.  J.  H.  Young  Honored 

Anderson’s  new  auditorium  at  Anderson  Memorial 
Hospital  was  dedicated  in  honor  of  Dr.  James  R. 
Young  in  recognition  of  his  financial  support  for  the 
construction  of  the  building  and  also  for  his  life  of 
service  to  Anderson.  He  went  to  Anderson  in  1906, 
two  years  before  there  was  a hospital.  He  has  served 
on  City  Council,  the  school  board,  has  been  the 
central  figure  in  the  Anderson  Cancer  Clinic,  a presi- 
dent of  the  Chamber  of  Commerce  and  the  hospital 
board,  as  well  as  many  medical  groups.  He  is  an 
elder  of  Young  Memorial  ARP  Church,  which  like 
the  hospital  auditorium,  received  major  financial 
support  from  Dr.  Young.  He  has  been  one  of  the  most 
loyal  alumni  of  Erskine  College  and  took  the  lead 
there  in  its  outstandingly  successful  “Living  Endow- 
ment program.  As  a surgeon  he  has  been  a tower  of 
strength  to  the  community  for  nearly  60  years. 


Publications  by  Medical  College  Faculty 

Dr.  Peter  C.  Gazes,  associate  professor  of  medicine 
in  cardiovascular  disease,  and  Dr.  Robert  P.  Walton, 
professor  and  chairman  of  the  department  of 
pharmacology  of  the  Medical  College  of  South  Caro- 
lina have  co-authored  a chapter  entitled  “Cardiac 
Glycosides”  in  Drill’s  Pharmacology  and  Medicine, 
third  edition,  published  by  the  Blakiston  Division, 
McGraw  Hill  Book  Company. 

Dr.  Gazes  has  also  written  a chapter  on  Extra 
Systoles  for  the  textbook  “Current  Therapy,”  pub- 
lished by  the  W.  B.  Saunders  Co. 
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Dr.  Price  and  Dr.  McCord  at  Medical  College 
Opening 


Medical  Care  Plan  Officers 

Dr.  J.  Hal  Jameson  of  Easley  was  recently  elected 
president  of  the  South  Carolina  Medical  Care  Plan 
(Blue  Shield)  at  the  quarterly  meeting  held  in 
Columbia. 

Elected  vice  president  was  Dr.  William  H.  Prio- 
leau  of  Charleston.  Dr.  Charles  J.  Lemmon,  Jr.  of 
Columbia  and  Mr.  Thomas  C.  Vandiver  of  Green- 
ville were  re-elected  secretary  and  treasurer  re- 
spectively. 

Named  new  members  of  the  Board  of  Directors 
were  Dr.  Wendell  Howard  Tiller,  Jr.,  orthopedic  sur- 
geon of  Spartanburg,  and  Dr.  Samuel  G.  Lowe,  Jr., 
a Rock  ft  ill  pediatrician. 


Coming's  and  Goings 

Richard  E.  Ulmer,  M.  D.  announces  the  opening 
of  his  office  at  Parkwood  Professional  Building, 
Savannah  Highway,  Charleston. 

His  practice  is  limited  to  internal  medicine. 


Medical  College  Opening 

Opening  exercises  at  the  Medical  College  of  South 
Carolina  were  held  in  Simon  Baruch  Memorial  Audi- 
torium September  9. 

Dr.  Julian  P.  Price,  president  of  the  South  Caro- 
lina Medical  Association,  addressed  the  student  body 
and  faculty. 

Special  guests  present  at  the  exercises  included 
Dr.  William  H.  Hunter,  SCMA  vice  president;  Dr. 
John  M.  Pratt,  Alumni  Association  of  the  Medical 
College  of  South  Carolina  president,  and  Dr.  Swift 
C.  Black,  alumni  association  president-elect. 

Dr.  Win.  M.  McCord,  interim  president  of  the 
Medical  College  welcomed  freshmen  medical,  phar- 
macy and  nursing  students. 


MDs  Under  Social  Security- 

Self-employed  physicians  were  brought  into  the 
Social  Security  System  by  the  medicare  bill  despite 
the  American  Medical  Association’s  vigorous  ob- 
jections. 

The  provision  was  retroactive  to  the  first  of  this 
year.  The  bill  for  this  year’s  income  for  all  self-em- 
ployed physicians  earning  $6,600  a year  and  more 
will  be  $259.20,  due  next  April. 

These  physicians  in  1967  will  have  to  pay  $405.90, 
rising  over  the  years  to  $514.80  by  1987. 

Despite  the  compulsory  social  security  tax,  the 
government  counts  it  as  income.  Thus,  the  tax  can- 
not be  deducted  in  any  way  for  federal  income  tax 
purposes. 


1965  annual  convention  of  the  National  Society  for 
Crippled  Children  and  Adults  (The  Easter  Seal 
Society).  The  convention  is  November  19-22  at  the 
Palmer  House,  Chicago. 


On  August  16,  Dr.  Lawrence  H.  Craig  began  prac- 
tice in  Saluda. 

Dr.  Craig  was  at  Whitmire,  Newberry  County, 
where  he  practiced  for  the  past  14  months.  He  also 
practiced  in  Edgefield  for  three  years. 

Dr.  Craig  graduated  from  the  Medical  College  of 
South  Carolina  and  Emory  University,  Atlanta,  Ga. 

He  was  an  Air  Force  surgeon  and  served  three 
years,  stationed  in  England. 


James  J.  Ravenel,  M.  D.,  Paul  W.  Sanders,  Jr., 
M.  D.,  W.  Ely  Brooks,  M.  D.,  and  Paul  W.  Sanders, 
III,  M.  D.  announce  the  association  of  Blackwell  B. 
Evans,  M.  D.  in  the  practice  of  urology  at  160 
Rutledge  Avenue,  Charleston. 


Following  a year’s  internship  in  California,  Dr. 
Roy  P.  Cunningham  has  returned  to  Florence  to  open 
an  office  for  the  general  practice  of  medicine. 

After  earning  his  medical  degree  in  the  school  of 
medicine  at  Howard  University  in  Washington,  D.  C., 
in  1964,  Dr.  Cunningham  interned  at  St.  Luke’s  Hos- 
pital in  San  Francisco,  Calif.,  for  a year. 


Dr.  William  W.  Duke,  M.  D.,  announces  the  open- 
ing of  his  office  for  the  practice  of  internal  medicine 
at  308  South  Main  Street,  Lancaster. 

A native  of  Lancaster,  Dr.  Duke  is  a graduate  of 
Davidson  College  and  the  University  of  Pennsylvania 
Medical  School. 

Dr.  Duke  had  his  internship  at  the  University  of 
Alabama  Medical  Center,  Birmingham,  and  residency 
at  the  University  of  North  Carolina  Medical  School 
at  Chapel  Hill,  and  the  Alabama  Medical  Center. 

He  also  had  a fellowship  in  the  study  of  gastro- 
enterology at  the  Alabama  Medical  Center. 


George  R.  Wilkinson,  Jr.,  M.  D.  announces  the 
association  of  J.  Kelly  Dixon,  M.  D.  for  the  practice 
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of  internal  medicine  at  Wilkinson  Clinic,  217  Ander- 
son Street,  Greenville  on  August  15,  1965. 


Dr.  Hubert  O.  Platt,  a surgeon,  has  joined  Drs. 
Ward,  Brown  & Fairey,  1439  Ebenezer  Road,  Rock 
Hill.  A native  of  Aiken,  Dr.  Platt  received  his  medi- 
cal degree  at  the  Medical  College  of  South  Carolina 
in  1957,  served  as  an  intern  at  the  Medical  College 
Hospital  in  Charleston  and  was  for  the  last  three  years 
in  residency  in  general  and  thoracic  surgery  at  the 
Medical  College  of  Georgia. 


Dr.  William  Weston,  III,  has  joined  his  father,  Dr. 
William  Weston,  Jr.,  in  the  practice  of  pediatrics  in 
Columbia  in  the  office  at  1515  Bull  Street. 

Dr.  Weston  has  just  completed  a tour  of  duty 
with  the  U.  S.  Air  Force  in  England.  There  he  was 
pediatrician  at  the  48th  Tactical  Hospital  at  Laken- 
heath. 

Dr.  Weston  is  a graduate  of  the  University  of  South 
Carolina  in  1956  and  the  Duke  University  School  of 
Medicine,  1960.  His  internship  was  at  the  Duke  Hos- 
pital and  his  residency  at  Children’s  Hospital,  Phila- 
delphia, where  he  was  chief  resident  in  pediatrics  in 
1962-1963. 

In  his  military  service  in  England,  Dr.  Weston  was 
consultant  to  the  surgeon  general,  USAF,  Europe.  At 
the  hospital  at  Lakenheath  he  conducted  the  allergy 
clinic,  this  representing  his  special  studies  in  the 


problems  of  allergic  children.  Also,  in  England,  he 
was  physician  for  all  school  children  of  Air  Force 
personnel  and  dealt  particularly  in  problems  of  the 
adolescent. 

Dr.  Weston  represents  the  third  generation  of  his 
family  to  practice  pediatrics  in  Columbia. 


The  Board  of  Trustees  of  Conway  Hospital  has  ap- 
pointed Dr.  James  Chalmers  Hughes,  III  to  member- 
ship on  the  staff.  Dr.  Hughes  will  be  engaged  in  the 
practice  of  general  surgery  and  will  be  associated 
with  Dr.  Edward  Proctor.  The  appointment  of  Dr. 
Hughes  brings  to  seven  the  number  of  surgeons  in 
the  medical  staff. 

Dr.  Hughes  is  a native  of  Walterboro,  and  re- 
ceived his  education  at  the  University  of  South  Caro- 
lina and  the  Medical  College  of  South  Carolina.  Fol- 
lowing graduation  from  medical  school  he  served  an 
internship  in  the  Medical  Center  Teaching  Hospitals 
of  the  Medical  College  and  also  a five  year  surgical 
residency.  Following  this  he  served  as  a Teaching 
Fellow  in  cardiovascular  surgery  for  a year  and  the 
following  year  was  appointed  American  Cancer  So- 
ciety Fellow  in  Oncology. 


Dr.  Stanmore  E.  Reed  has  opened  his  office  at 
1444  Barnwell  St.,  Colombia  and  is  engaged  in  gen- 
eral practice. 

Dr.  Reed,  a native  of  Swansea,  has  lived  in  Co- 


The  majority  of  stable  adult  diabetics  are  overweight. 

The  excessive  body  weight  is  accompanied  by  an  increased,  albeit  delayed, 
3 release  of  insulin  in  response  to  hyperglycemia. 

Insulin  promotes  lipogenesis  and  suppresses  fat  mobilization, 
thus  favoring  continued  obesity  in  the  presence  of  hyperglycemia 
and  glycosuria  and,  at  the  same  time,  resistance  to  ketoacidosis. 


DBI-TD  lowers  blood  sugar 

without  stimulating  insulin  secretion 


DBI-TD  lowers  blood  sugar 

and  may  restore  toward  normal  excessive 
insulin  secreted  in  response  to  hyperglycemia 


DBI-TD  lowers  blood  sugar 

without  accelerating  lipid  synthesis  and  fat  accumulation 


lumbia  for  the  past  15  years.  He  is  a graduate  of  the 
University  of  South  Carolina,  and  the  Medical  College 
of  South  Carolina. 

He  received  his  M.  D.  degree  in  June  of  1964  and 
since  then  has  served  one-year  of  internship  at  Baptist 
Memorial  Hospital  in  Memphis,  Tenn. 


Dr.  William  Geddings  Roche,  a native  of  Abbe- 
ville, has  joined  the  staff  of  the  Scurry  Clinic  in 
Greenwood  and  will  be  engaged  in  the  general  prac- 
tice of  medicine. 

Dr.  Roche  graduated  from  the  University  of  South 
Carolina  School  of  Pharmacy  and  the  Medical  Col- 
lege of  South  Carolina,  where  he  was  a member  of 
Phi  Rho  Sigma,  medical  fraternity.  His  internship 
was  at  Greenville  General  Hospital. 


Dr.  James  G.  Tippens  is  now  radiologist  at  the 
Ocean  View  Memorial  Hospital  in  Myrtle  Beach. 

Dr.  Tippens  attended  The  Citadel  four  years  and 
was  commissioned  first  lieutenant.  Studying  four 
years  at  the  Medical  College  of  South  Carolina,  he 
graduated  with  the  degree  of  M.  D.,  and  interned 
at  McLeod’s  Infirmary  in  Florence  for  one  year. 

He  entered  the  Army  as  captain  and  served  one 
year  in  Korea  where  Colonel  William  L.  Schreiber, 
commanding  officer,  presented  him  a certificate  of 
achievement.  He  subsequently  served  a year  at  Fort 
Jackson  in  South  Carolina,  and  then  studied  three 


more  years  at  the  Medical  College  Hospital,  special- 
izing in  radiology. 


Dr.  A.  W.  Hursey,  Jr.,  32,  recently  discharged  as 
a flight  medical  officer  in  the  Air  Force,  has  opened 
an  office  for  the  general  practice  of  medicine  at  455 
N.  Guignard  Drive,  Sumter. 

Dr.  Hursey,  who  held  the  rank  of  captain,  was 
stationed  for  two  years  at  Shaw  Air  Force  Base  but 
during  that  time  he  traveled  extensively  on  assign- 
ments. The  last  three  months  before  his  discharge 
on  July  30  were  spent  in  Viet  Nam  in  support  of  Air 
Force  operations. 

He  was  born  in  Conway  and  in  1955  he  received 
a degree  in  pharmacy  at  the  Medical  College  of 
South  Carolina. 

He  then  worked  three  and  a half  years  as  a phar- 
macist in  North  and  South  Carolina  and  supple- 
mented his  pre-medical  training  by  taking  courses  at 
The  Citadel. 

He  entered  the  School  of  Medicine  at  the  Medical 
College  of  South  Carolina  in  1958  and  graduated 
in  1962.  He  then  spent  a year  as  an  interne  at  Co- 
lumbia Hospital  after  which  he  joined  the  Air  Force. 
While  in  the  service,  he  completed  a course  in  aero- 
space medicine. 


TEST  EVERY  PATIENT  FOR  DIABETES 
DIABETES  WEEK,  NOVEMBER  14-20 


In  the  stable  adult  diabetic  who  is  diet-unresponsive  and  overweight 

DBI-TD 

BRAND  OF 

PHENFORMIN  HC1 

timed-disintegration  capsules  50  nig. 

Thus  DBI-TD  together  with  proper  diet  usually  affords  effective  control  in  the  overweight,  ketoacidosis-resistant  diabetic 
...reduces  high  blood  sugar  and  elevated  serum  insulin  levels,  and  leads  to  gradual  weight  loss.  Anorexia  has  been 
suggested  as  a possible  basis  for  weight  loss;  however,  controlled  studies  suggest  that  it  is  due  to  the  mechanism  of  drug 
action.  Comparable  dosages  of  DBI-TD  do  not  induce  weight  loss  or  lower  blood  sugar  in  nondiabetic  subjects.  For  the 
ketoacidosis-prone  diabetic,  insulin  is  still  the  essential  hypoglycemic  drug. 

Now  in  its  seventh  year  of  clinical  use  . . . DBI-TD  affords  simple,  convenient  once-a-day  or  at  most  twice-a-day  dosage  for 
most  patients. 


should  be  considered  cause  for  immediate  discontinuation  of  DBI 
at  least  until  normal  blood  pressure  has  been  restored  and  is  main- 
tained without  vasopressors.  Should  lactic  acidosis  occur  from  any 
cause,  vigorous  attempts  should  be  made  to  correct  circulatory 
collapse,  tissue  hypoxia,  and  pH.  Contraindications:  Severe  hepatic 
disease,  renal  disease  with  uremia,  cardiovascular  collapse.  Not 
recommended  without  insulin  in  acute  complications  of  diabetes 
(metabolic  acidosis,  coma,  severe  infections,  gangrene,  surgery). 
Pregnancy  Warning:  During  pregnancy,  until  safety  is  proved,  use 
of  DBI,  like  other  oral  hypoglycemic  drugs,  is  to  be  avoided. 

Consult  product  brochure. 

Also  available:  DBI  tablets  25  mg. 

u.  s.  vitamin  ^ pharmaceutical  corp. 

800  Second  Avenue,  New  York,  N.Y.  10017 


Dosage:  1 to  3. capsules  daily.  Side  Effects:  Gastrointestinal, 
occurring  more  often  at  higher  dosage  levels,  abate  promptly  upon 
dosage  reduction  or  temporary  withdrawal.  Precautions:  Occasion- 
ally an  insulin-dependent  patient  will  show  "starvation”  ketosis 
(acetonuria  without  hyperglycemia)  which  must  be  differentiated 
from  "insulin-lack”  ketosis  which  is  accompanied  by  acidosis,  and 
treated  accordingly.  Lactic  acidosis  has  been  reported  in  nondia- 
betics and  diabetics  treated  with  insulin,  with  diet,  and  with  DBI. 
Question  has  arisen  regarding  possible  contribution  of  DBI  to 
lactic  acidosis  in  patients  with  renal  impairment  and  azotemia  and 
also  those  with  severe  hypotension  secondary  to  myocardial  or 
bowel  infarction.  Periodic  B.  U.  N.  determinations  should  be  made 
when  DBI  is  administered  in  the  presence  of  chronic  renal  disease. 
DBI  should  not  be  used  when  there  is  significant  azotemia.  Any 
cardiovascular  lesion  that  could  result  in  severe  or  sustained  hypo- 
tension, which  may  itself  lead  to  development  of  lactic  acidosis, 


MEDICAL  COLLEGE  OF 
SOUTH  CAROLINA 
FOUNDERS’  DAY 

The  Founders’  Day  Address  will  he  given  on 
November  18,  1965,  by  Dr.  H.  L.  Kottmeier,  Head  of 
the  Department  of  Gynecology  Radiumhemmet,  Stock- 
holm, Sweden.  Dr.  Kottmeier  is  a worldwide  author- 
ity on  radiation  therapy  and  cancer  of  the  cervix 
uteri. 

Following  Dr.  Kottmeier’s  address  there  will  be  a 
reception  in  the  Sky  Terrace  of  the  Francis  Marion 
Hotel  at  6:30  p.  m.  Alumni  and  guests  are  invited. 

There  will  be  one  hour  of  GP  credit  for  Dr. 
Kottmeier’s  address  and  eight  hours  of  GP  credit  for 
the  Symposium  which  follows  on  November  19. 


A SYMPOSIUM  ON 
ADVANCES  IN  GYNECOLOGICAL 
ENDOCRINOLOGY 

Baruch  Auditorium,  Medical  College 
of  South  Carolina 
November  19,  1965 

8:00  Registration 

9:00  Welcome— William  M.  McCord,  M.  D. 

President,  Medical  College  of 
South  Carolina 

E.  J.  Dennis,  M.  D.,  Moderator 
9:05  Control  of  Ovulation — Contraception 
Edward  T.  Tyler,  M.  D. 

9:50  Induction  of  Ovulation 

Robert  W.  Kistner,  M.  D. 

10:35  Coffee  Break 
11:00  Amenorrhea 

Robert  B.  Greenblatt,  M.  D. 

12:00  Luncheon  and  Conferences 
The  Charleston  Inn 
J.  R.  Sosnowski,  M.  D.,  Moderator 
2:00  Abnormal  Uterine  Bleeding 
Roger  B.  Scott,  M.  D. 

2:45  The  Management  of  the  Hirsute  Female 
Alvin  Goldfarb,  M.  D. 

3:30  Management  of  the  Climacterium 
Herbert  H.  Thomas,  M.  D. 

4:15  Panel  Discussion 

L.  L.  Hester,  M.  D.,  Moderator 
Robert  B.  Greenblatt,  M.  D. 

Robert  W.  Kistner,  M.  D. 

Edward  T.  Tyler,  M.  D. 

Roger  B.  Scott,  M.  D. 

Alvin  Goldfarb,  M.  D. 

Herbert  H.  Thomas,  M.  D. 

5:30  Adjournment 


Special  Committee  To  Encourage 
Undertaking  Medical  Careers 

Don  E.  Saunders,  Jr.,  M.  D.,  Columbia 

Frank  Larry  Gant,  M.  D.,  Spartanburg 

Henry  Baker  (Harry)  Gregory,  Jr.,  M.  D.,  Charleston 

Roland  M.  Knight,  M.  D.,  Greenville 

William  H.  Hunter,  M.  D.,  Chairman,  Clemson 


PIEDMONT  POST-GRADUATE 
ASSEMBLY 
OCTOBER  21,  1965 
YOUNG  MEMORIAL  AUDITORIUM 
ANDERSON  MEMORIAL  AUDITORIUM 
ANDERSON,  SOUTH  CAROLINA 


Theme:  “Various  Aspects  of  Neoplastic  Diseases” 


9:00  A.  M. 
9:15  A.  M. 


10:00  A.  M. 


10:45  A.  M. 
11:15  A.  M. 


12:00  Noon 
1:30  P.  M. 


2:15  P.  M. 


3:00  P.  M. 
3:30  P.  M. 


4:15  P.  M. 
5:00  P.  M. 
6:30  P.  M. 
7:30  P.  M. 


Welcome  and  Introduction 
Dr.  J.  R.  Young 
“Solid  Tumors” 

William  J.  Pendergrast,  M.  D.,  Atlanta, 
Ga. 

Exfoliative  Cytology 

Heinz  Bauer,  M.  D.,  Washington, 

D.  C. 

Coffee  Break  ( Exhibits ) 

“Carcinoma  of  the  Cervix” 

Frank  C.  Greiss,  Jr.,  M.  D.,  Winston- 
Salem,  N.  C. 

Lunch 

“Cancer  of  the  Pharynx  and  Larynx” 
William  R.  Hudson,  M.  D.,  Durham, 
N.  C. 

“Lymphomas” 

Donald  M.  Hayes,  M.  D.,  Winston- 
Salem,  N.  C. 

Coffee  Break  ( Exhibits ) 

“Brain  Scanning  in  Neoplastic  Disease” 
D.  A.  L.  Dick,  M.  D.,  Augusta, 

Georgia 

Panel  Discussion 
Free  Hour 
Social  Hour 
Banquet 

Banquet  Speaker — Charles  S.  Cam- 
eron, M.  D. 

No  Registration  Fee 
No  Cost  for  Banquet 


GUEST  SPEAKERS 

William  J.  Pendergrast,  M.  D.,  Cancer  Surgeon,  At- 
lanta, Georgia 

Heinz  Bauer,  M.  D.,  Professor  of  Pathology,  George- 
town University,  Washington,  D.  C. 

Frank  C.  Greiss,  M.  D.,  Professor  of  Obstetrics  and 
Gynecology,  The  Bowman  Gray  School  of  Medi- 
cine, Winston-Salem,  North  Carolina 

William  R.  Hudson,  M.  D.,  Professor  of  Surgery,  Duke 
University  Medical  Center,  Durham,  North  Caro- 
lina 

Donald  M.  Hayes,  M.  D.,  Associate  Professor  of  Medi- 
cine, The  Bowman  Gray  School  of  Medicine, 
Winston-Salem,  North  Carolina 

D.  A.  L.  Dick,  M.  D.,  Professor  of  Radiology,  Medical 
College  of  Georgia,  Augusta,  Georgia 

Charles  S.  Cameron,  Nl.  D.,  President,  Hahnemann 
College  and  Hospital  of  Philadelphia,  Philadelphia, 
Pennsylvania 
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V.  D.  NEWS 

In  a recent  issue  of  the  JAMA  (August  23,  1965) 
the  Venereal  Disease  Branch,  Communicable  Disease 
Center,  U.  S.  Public  Health  Service,  Atlanta,  recom- 
mended that  the  dosage  of  aqueous,  procaine  peni- 
cillin for  men  be  increased  from  1.2  million  units  to 
2.4  million  units.  For  women,  it  recommends  in- 
creasing the  dosage  from  2.4  to  4.8  million  units. 

William  J.  Brown,  M.  D.,  Chief,  Venereal  Disease 
Branch,  Communicable  Disease  Center,  said  the 
suggested  increases  in  penicillin  therapy  are  interim 
recommendations.  “The  situation  in  regard  to  gonor- 
rhea appears  to  be  changing  so  rapidly  that  a re- 
evaluation  of  therapy  may  be  required  in  another 
year,”  he  said. 

Shown  below  is  an  addendum  to  PHS  Pub.  859, 
Notes  on  Modern  Management  of  VD.  Copies  of  this 
booklet  will  be  available  through  the  Venereal  Dis- 
ease Control  Section,  S.  C.  State  Board  of  Health. 


GONORRHEA 

Interim  Recommended  Treatment  Schedules  — 
July  1965 

The  treatment  of  gonorrhea  is  in  a state  of  un- 
certainty although  penicillin  still  remains  the  drug 
of  choice.  Some  strains  of  the  gonococcus  are  develop- 
ing increasing  resistance  to  penicillin,  but  this  re- 
sistance is  relative  and  not  absolute.  As  a result  it  is 
necessary  to  recommend  on  an  interim  basis  short 
acting  penicillin  preparations  in  larger  doses.  Treat- 
ment schedules  are  presently  being  evaluated  and 
until  results  are  available  the  following  are  recom- 
mended : 

Recommended  Treatment  Schedules 

Uncomplicated  gonorrhea  in  men:  aqueous  pro- 
caine penicillin  G,  2,400,000  units  in  one  IM  in- 
jection. 

Uncomplicated  gonorrhea  in  women:  aqueous 

procaine  penicillin  G,  4,800,000  units  intramuscularly 
in  two  injection  sites  at  one  visit,  or  the  combination 
of  equal  parts  of  ( 1 ) aqueous  procaine  penicillin  G 
and  (2)  procaine  penicillin  G in  oil  with  2 percent 
aluminum  monostearate  for  two  separate  1M  in- 
jections of  2, 400, (KM)  units  in  each  site  given  at  one 
visit. 

Prophylactic  or  epidemiologic  treatment  for  gonor- 
rhea (male  and  female)  is  accomplished  with  the 
same  treatment  schedules  as  for  uncomplicated  gonor- 
rhea. 

Complications  and  Retreatment 

Treatment  of  gonorrhea  with  severe  complications 
must  be  individualized  using  large  amounts  of  short 
acting  penicillin. 

Excluding  the  likelihood  of  reinfection,  retreatment 
is  indicated  if  the  discharge  in  uncomplicated  male 
gonorrhea  persists  for  three  or  more  days  following 
initial  therapy  and  the  smear,  F.A.,  or  eulture  is  still 
positive.  In  uncomplicated  gonorrhea  in  the  female 
retreatment  is  indicated  if  followup  cultures  or  F.A. 


procedures  remain  positive  for  gonococci.  Retreatment 
consists  of  doubling  the  original  dosage  at  a single 
visit  or  in  divided  doses  on  two  successive  days. 

Penicillin  Sensitivity 

Gonorrhea  patients  sensitive  to  penicillin  may  be 
treated  effectively  with  tetracycline,  erythromycin,  or 
oleandomycin.  These  may  be  administered  as  a single 
oral  dose  of  1.5  grams  or  0.5  grams  given  orally 
every  4-6  hours  until  2-3  grams  have  been  given. 

Serologic  Tests  for  Syphilis 

Since  the  effects  of  these  dosages  of  penicillin  or 
broadspectrum  antibiotics  on  possible  co-existent  in- 
cubating syphilis  are  unknown,  all  gonorrhea  patients 
should  be  followed  with  serologic  tests  monthly  for 
four  months  to  detect  syphilis  that  may  have  been 
masked  by  antibiotic  therapy. 

Gonorrhea  patients  who  are  sexual  contacts  of  in- 
fectious syphilis  should  be  given  full  prophylactic 
therapy  for  syphilis  (2.4  million  units  of  benzathine 
penicillin)  as  well  as  recommended  therapy  for 
gonorrhea. 

While  long  acting  forms  of  penicillin  ( such  as 
benzathine  penicillin  G)  are  ideal  in  syphilotherapy, 
they  are  not  indicated  in  routine  gonorrhea  treatment. 


LONG  BEACH  MEMORIAL  HOSPITAL’S 
AD  HOC  COMMITTEE 

Report  on 

The  President’s  Commission  on 
Heart  Disease,  Cancer,  and  Stroke 

Endorsed  by  the  Congress  of  County  Medi- 
cal Societies  in  Chicago,  August  22,  1965. 
Conclusions  of  the  Committee 

1.  The  President’s  Commission  on  Heart  Disease, 
Cancer,  and  Stroke  is  composed  of  institutional  mem- 
bers, business  leaders  and  government  officials,  with 
almost  total  exclusion  of  leaders  of  independent  clini- 
cal medicine. 

2.  The  Commission’s  medical  recommendations  for 
establishing  regional  centers,  diagnostic  and  treatment 
stations,  medical  complexes  and  research  institutions 
through  our  country  represent  a thinly  veiled  attempt 
to  totally  socialize  American  practice  of  medicine. 
These  recommendations  represent  an  invasion  by  Fed- 
eral government  into  our  communities  in  the  fields  of 
health. 

3.  Subsidization  of  medical  schools,  medical  stu- 
dents, paramedical  personnel,  professors  of  research 
and  clinical  medicine  engenders  loss  of  freedom 
of  thought  and  effort  of  these  people  and,  in  effect, 
makes  them  government  employees. 

4.  Implementation  of  this  vast  program  demands 
marked  expansion  of  the  Department  of  Health,  Ed- 
ucation, and  Welfare  and  its  bureau — The  United 
States  Public  Health  Service — in  terms  of  appropria- 
tions, physical  plants,  and  personnel.  It  creates  a Fed- 
eral health  agency  of  vast  dictatorial  power  and 
recommends  deletion  of  “watch  dog”  legislation  pres- 
ently controlling  the  Department. 

5.  The  Ad  Hoc  committee  finds  that  many  of  the 
recommendations  are  already  in  force  through  the 
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facilities  of  the  community  hospitals,  private  agencies, 
and  voluntary  health  organizations,  and  thus  represent 
duplication  of  effort. 

6.  Finally,  the  Ad  Hoc  committee  challenges  the 
opinions  of  the  members  of  the  Federal  government 
in  the  statement  that  the  diagnosis  and  treatment  of 
heart  disease,  cancer,  and  stroke  are  inadequate  with 
our  present  methods  of  free  enterprise  and  voluntary 
health  organizations. 


A full  report  j's  available  from  the  Los  Angeles 
County  Medical  Society,  1925  Wilshire  Blvd.,  Los 
Angeles,  Calif. 


THE  MONTH  IN  WASHINGTON 

Despite  the  flood  of  major  health  measures  ap- 
proved by  Congress  this  year,  President  Johnson  ap- 
parently plans  to  propose  more  important  health 
legislation  next  year.  Health  has  been  given  No.  1 
priority  on  the  “great  society”  program,  it  appears. 

Johnson  has  been  telling  Congressmen  to  think  in 
terms  of  even  greater  strides  next  year. 

To  lay  the  groundwork  tor  new  legislation,  he  has 
called  a White  House  Conference  on  Health  Novem- 
ber 3-4. 

Johnson  recently  took  the  occasion  of  signing  two 
health  bills  to  outline  his  health  goals: 

— An  increase  in  the  average  life  expectancy  from 
the  present  70  years  to  75  years. 

— A reduction  in  infant  mortality  from  the  present 
rate  of  25  deaths  per  1000  births  to  16  per  1000. 

— Virtual  elimination  of  polio,  diphtheria  and  ty- 
phoid fever  and  an  end  to  tuberculosis,  measles  and 
whooping  cough. 

— A reduction  of  20  percent  in  deaths  from  heart 
disease,  cancer  and  stroke — the  so-called  “killer  dis- 
eases” that  now  account  for  one-third  of  all  U.  S. 
deaths. 

— Elimination  of  death  and  disability  among  chil- 
dren caused  by  rheumatic  fever  and  rheumatic  heart 
disease. 

— Eradication  of  malaria  and  cholera  from  the 
entire  world. 

One  of  these  two  health  bills  lie  signed  into  law 
authorizes  a three-year,  $280  million  extension  of  the 
Health  Research  Facilities  Act.  It  also  authorizes 
three  additional  Assistant  Secretaries  of  HEW,  one 
for  Health  and  Medical  Affairs.  A special  assistant 
to  the  secretary  had  been  the  top  official  for  Health 
and  Medical  Affairs. 

The  other  bill  amends  the  Vaccination  Assistance 
Act  and  extends  it  for  five  years.  It  authorizes  Fed- 
eral expenditures  of  $8  million  a year,  broadens  the 
program  to  include  measles  and  any  other  disease 
designated  by  the  Surgeon  General  of  the  Public- 
Health  Service  and  makes  the  immunization  program 
a continuing  one,  rather  than  “an  intensive  com- 
munity vaccination  (program)  of  limited  duration.” 
Expenditure  of  $45  million  during  the  next  five  years 
also  is  authorized  for  family  health  clinics  for 
migratory  workers. 


Neither  the  chairman  nor  the  vice  chairman  of  the 
White  House  Conference  on  Health  is  a physician. 
However,  five  of  the  nine  members  of  the  executive 
committee  to  plan  for  the  conference  are  physicians. 
All  were  appointed  by  Johnson. 

George  Beadle,  Ph.  D.,  president  of  the  University 
of  Chicago,  will  be  chairman  and  Boisfeuillet  Jones, 
former  special  assistant  to  the  HEW  Secretary,  vice 
chairman. 

Physicians  on  the  executive  committee  are  Dwight 
L.  Wilbur  of  San  Francisco,  a member  of  the  Board 
of  Trustees  of  AMA;  George  James,  New  York  health 
commissioner;  Lowell  T.  Coggeshall,  trustee  and 
former  dean  of  the  Medical  School,  University  of 
Chicago;  Montague  Cobb,  professor  of  anatomy, 
Howard  University  Medical  School  and  former  presi- 
dent of  the  National  Medical  Association,  and 
M ichael  E.  DeBakey,  professor  of  surgery,  Baylor 
University. 

The  chief  executive  said  the  purpose  of  the  confer- 
ence is  to  bring  together  “the  best  minds  and  the 
boldest  ideas  to  deal  with  the  pressing  health  needs 
of  the  nation.  He  said  he  hopes  the  conference  will 
develop  “creative  programs  that  will  bring  better 
health  to  every  American.” 

# o o o 

The  Food  and  Drug  Administration  issued  two 
proposals  designed  to  eliminate  possible  causes  of 
illness.  One  called  for  a reduction  in  the  amount  of 
vitamin  D added  to  food  products  and  the  other  for 
pasteurization  of  commercial  egg  products. 

Last  November  Dr.  Robert  Cooke  of  Johns  Hop- 
kins University  expressed  concern  that  the  ingestion 
of  excessive  amounts  of  vitamin  D was  a possible 
cause  of  infantile  hypercalcemia.  FDA  Commissioner 
George  P.  Larrick  then  invited  the  Committee  on 
Nutrition  of  the  American  Academy  of  Pediatrics  and 
a joint  Committee  of  the  Council  on  Foods  and 
Nutrition  and  the  Council  on  Drugs  of  the  American 
Medical  Association  to  look  into  this  problem. 

Both  committees  recommended  that,  while  there 
has  been  no  positive  demonstration  of  a cause  and 
effect  relationship  of  vitamin  D to  this  disease,  there 
should  be  restrictions  on  the  marketing  of  foods  con- 
taining added  vitamin  D. 

The  committee  made  clear  that  there  is  abundant 
scientific  evidence  to  demonstrate  that  an  excessive 
intake  of  vitamin  D is  of  no  value  and  that  400  USP 
units  per  day  will  meet  the  full  requirements  of  in- 
fants, children  and  nursing  mothers. 

Larrick  concluded  that  “prudence”  called  on 
limiting  the  amount  of  the  vitamin  added  to  foods. 

The  proposal  would  permit  the  continued  addition 
of  vitamin  D to  such  foods  as  milk,  milk  products  and 
infant  formulas  at  a level  of  400  USP  units  per  quart. 
Over  the  counter  vitamin  D preparations  would  be 
limited  to  a dosage  of  400  USP  units  of  vitamin  D 
per  day.  Vitamin  D preparations  containing  over  400 
USP  units  per  day  would  be  sold  only  on  prescrip- 
tion. The  proposal  would  deny  authority  for  the  addi- 
tion of  vitamin  D to  standardized  foods  such  as  en- 
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riched  flour,  enriched  corn  meal,  enriched  rice, 
enriched  macaroni  products,  enriched  bread  and 
margarine. 

Requiring  pasteurization  of  commercial  egg 
products  was  aimed  at  eliminating  possible  hazards 
to  consumers  from  salmonella  bacteria  in  foods  that 
contain  eggs.  During  the  past  fiscal  year,  220,150 
pounds  of  egg  products  were  seized  for  salmonella 
contamination.  Such  products  are  used  as  ingredients 
in  many  other  foods,  including  premixed  and  ready- 
to-eat  foods  that  the  housewife  uses.  Egg  products 
containing  salmonella  have  been  implicated  in  cases 
of  food-caused  illness  in  men. 


GREENVILLE  SYMPOSIUM 

A series  of  lectures  will  be  held  November  3-4  and 
a Medical  Symposium  on  November  5 at  the  Green- 
ville General  Hospital. 

There  will  be  no  Registration  Fees. 

All  sessions  will  be  held  in  the  auditorium  of 
Greenville  General  Hospital. 

A series  of  lectures  and  discussions  on  “Inhalation 
Therapy — Emphasizing  Nebulization  and  Humidifica- 
tion’’ as  it  pertains  to  topical  chemotherapy  within 
the  lung — 

Wednesday,  November  3 — 2:00-4:30  P.  M. 

Thursday,  November  4—10:00  A.  M.— 12:30  P.  M. 

2:00-4:00  P.  M. 

Forrest  M.  Bird,  Ph.  D.,  will  lecture  and  direct 
discussion  periods.  Dr.  Bird,  who  developed  the  Bird 
respirator  and  is  an  aeronautical  engineer,  has  directed 
similar  sessions  with  great  success  at  other  medical 
schools  and  hospitals. 

FRIDAY  — NOVEMBER  5 — 10:00  A.  M. 
SYMPOSIUM 

“An  Approach  To  Chronic  Pulmonary  Disease” 
“Chronic  Obstructive  Ventilators'  Disease” 

Herbert  O.  Seiker,  M.  D.,  Duke  University  School 
of  Medicine 

“Clinical  Evaluation  of  Pulmonary  Disability” 
Hurley  Motley,  University  of  California 
Medical  School 

“What  Gan  A Chest  Film  Tell  You?” 

Howard  J.  Barnhard,  M.  D.,  University  of  Arkansas 
Medical  School 

“Topical  Chemotherapy  Within  the  Lung” 

Forrest  M.  Bird,  Ph.  D.,  Palm  Springs,  California 
2:00  P.  M. — Demonstrations 
4:00  P.  M. — Case  Presentations 

For  further  information  write:  Leon  P.  Andrews, 
M.  D.,  Director  Medical  Education,  Greenville  Gen- 
eral Hospital. 


New  Members  SCMA 

Dr.  W.  Lee  Davis,  Jr.,  Orangeburg 
Dr.  George  A.  Sowell,  Orangeburg 
Dr.  Drayton  L.  Nance,  Jr.,  North 
Dr.  Marian  Edmonds,  Kershaw 
Dr.  Jack  T.  Fakoury,  Camden 


Dr.  J.  Sidney  Fulmer,  Spartanburg 

Dr.  Hugh  C.  Godefroy,  Conway 

Dr.  V.  H.  W.  Campbell,  Charleston 

Dr.  Herbert  R.  Dove,  Columbia 

Dr.  William  B.  Evins,  Jr.,  Greenville 

Dr.  Foster  Marshall,  II,  Columbia 

Dr.  Thomas  B.  Warren,  Jr.,  Allendale 

Dr.  Margaret  L.  Wyatt,  Greenville 

Dr.  Helen  E.  Llewelyn,  Lancaster 

Dr.  Asbury  H.  Williams,  Lake  City 

Dr.  Charles  F.  Timmons,  Greenwood 

Dr.  Roy  E.  Hudgens,  Jr.,  Florence 

Dr.  Henry  R.  Kuemmerer,  Westminster 

Dr.  William  R.  Purcell,  Charleston 

Dr.  Thomas  W.  Parkinson,  Rock  Hill 

Dr.  Robert  E.  McCall,  Columbia 

Dr.  Harry  J.  Metropol,  Columbia 

Dr.  Sidney  H.  Westbrook,  Jr.,  Rock  Hill 

Dr.  Rodney  Fitzgibbon,  Columbia 

Dr.  Hubert  O.  Platt,  Rock  Hill 

Dr.  Rion  M.  Rutledge,  Rock  Hill 

Dr.  John  Shaul,  Charleston 

Dr.  Otis  M.  Hill,  Jr.,  Laurens 

Dr.  Richard  L.  Morrison,  III,  Georgetown 

Dr.  Clarence  E.  Morgan,  Columbia 

Dr.  Claud  A.  Hicldin,  Rock  Hill 

Dr.  Lucien  E.  Brailsford,  Spartanburg 

Dr.  Richard  M.  Carter,  Greenwood 

Dr.  John  H.  Catheart,  Jr.,  Gaffney 

Dr.  Pauline  M.  Cook,  Charleston 

Dr.  Lollice  B.  Courtney,  Conway 

Dr.  Rodney  M.  Culler,  Greenwood 

Dr.  Richard  E.  Lowrey,  Jr.,  Sumter 

Dr.  Bennie  W.  Marshall,  Camden 

Dr.  Robert  N.  Milling,  Sumter 

Dr.  Oliver  C.  Mitchell,  Charleston 

Dr.  Benjamin  E.  Nicholson,  Edgefield 

Dr.  Claude  C.  Sartor,  Spartanburg 

Dr.  James  A.  Sasser,  Conway 

Dr.  Jack  L.  Shelburg,  Columbia 

Dr.  Wylie  H.  Turner,  Edgefield 

Dr.  Robert  M.  Wentz,  Lockhart 


Civil  Rights  Applied  to  Health  Care 
Programs 

South  Carolina’s  Department  of  Public  Welfare, 
administrative  agency  for  state  and  federal  health 
care  programs  for  indigents,  has  received  notice  from 
the  Department  of  Health,  Education,  and  Welfare, 
Washington,  D.  C.,  that  payments  to  providers  of 
health  care  cannot  be  made  if  there  is  evidence  of 
racial  discrimination. 

Under  Title  VI,  Section  601  of  Public  Law  88-352, 
the  Civil  Rights  Act  of  1964,  it  is  provided  that:  “No 
person  in  the  United  States  shall,  on  the  ground  of 
race,  color,  or  national  origin,  be  excluded  from  par- 
ticipation in,  be  denied  the  benefits  of,  or  be  sub- 
jected to  discrimination  under  any  program  or  activity 
receiving  federal  financial  assistance.” 
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Deaths 


Dr.  Roy  Dewitt  Sumner 

Dr.  Sumner,  73,  of  Rock  Hill  died  August  20.  He 
began  bis  practice  of  medicine  in  Rock  Hill  in  1915, 
returned  to  the  city  in  1919  after  service  in  World 
War  I.  He  continued  bis  practice,  from  his  office  in 
the  Rock  Hill  National  Bank  building,  until  his  death. 

A native  of  Fletcher,  N.  C.,  Dr.  Sumner  was  a 
graduate  of  the  University  of  North  Carolina  and 
tlie  University  of  Pennsylvania  Medical  School. 

He  served  as  city  physician  for  many  years,  and  as 
city  and  county  health  officer. 


Dr.  M.  T.  Moore 

Dr.  Machen  T.  Moore,  73,  retired  Greenville 


physician,  died  August  22  after  several  years  of 
declining  health. 

Born  at  Princeton,  he  was  a graduate  of  Furman 
University,  the  Medical  College  of  South  Carolina 
and  interned  at  Lying-In  Hospital  in  New  York  City. 
He  had  lived  in  Greenville  most  of  his  life  and  did 
general  practice  there  for  many  years. 


Dr.  E.  G.  McMillan 

Dr.  Edwin  Guy  McMillan,  69,  of  205  E.  Hillcrest 
Drive,  died  August  22  after  several  years  of  declining 
health  and  a serious  illness  of  seven  weeks. 

Born  in  Laurinburg,  N.  C.,  he  lived  in  Maxton, 
N.  C.,  before  coming  to  Greenville  38  years  ago. 

Dr.  McMillan  was  a graduate  of  Wake  Forest  Col- 
lege and  of  Tulane  University  in  the  class  of  1919. 


Book  Reviews 


FROM  AUSCULTA- 
T I O N TO  PHONO- 
CARDIOGRAPHY, by 
Aldo  A.  Luisada.  The  C.  V. 
Mosby  Company,  Phila- 
delphia. 1965.  Pp  351. 
Price  $17.75. 

This  rath  e r expensive 
monograph  is  a thorough 
and  well  illustrated  history 
and  review  of  the  subject  of 
phonocardiography  and  its 
relation  to  cardiac  ausculta- 
tion. The  advantages  and 

disadvantages  of  sound  recording  as  compared  to 

appreciation  by  the  human  ear  are  lucidly  presented. 
It  is  apparent  that  Dr.  Luisada  tends  to  regard 

phonocardiography  as  superior  to  the  ear  but  points 
out  that  very  expensive  and  well  planned  apparatus 
is  necessary  for  this  to  be  so.  One  distinct  advantage 
held  by  the  well  trained  ear  and  simple  stetho- 
scope is  the  ability  simply  to  ignore  extraneous  loud 
sounds  which  would  saturate  any  electronic  recording 
system  yet  focus  attention  on  weaker  sounds  impos- 
sible to  record.  On  the  other  hand,  in  rapidly  beating 
hearts  or  narrow  intervals  of  separation  of  sounds, 
graphic  recording  is  superior.  A well  planned  and 
elaborate  system  of  phonocardiography  would  be  a 
nice  thing  to  have  but  the  time  is  not  yet  here  when 
the  physician  can  safely  discard  that  simple  but  im- 
portant invention  of  Laennec,  the  stethoscope. 

John  A.  Boone,  M.  D. 


SURGERY  IN  AMERICA  FROM  THE  COL- 
ONIAL ERA  TO  THE  TWENTIETH  CEN- 
TURY, edited  by  A.  Scott  Earle,  M.  D.  W.  B. 
Saunders  Company,  Philadelphia  and  London. 
1965.  Pp.  280.  $8.50. 

This  interesting  volume  is  a prelude  to  a complete 
history  of  surgery  in  America,  and  represents  a col- 
lection of  writings  by  the  men  who  contributed  to  the 
development  and  progress  of  the  art  in  this  country. 
By  selection  of  pertinent  original  material,  introduced 
in  each  instance  by  a short  explanation  of  its  signifi- 
cance and  a brief  sketch  of  its  author.  Dr.  Earle  has 
produced  a valuable  anthology  which  gives  a clear 
view  of  the  progress  of  American  surgery.  The  list 
runs  from  Zabdiel  Boylston  of  the  18th  century 
through  John  Bard,  John  Jones,  William  Beaumont 
and  many  others  to  William  Steward  Halsted  of  our 
own  times. 

The  well  documented  and  annotated  book  is  fas- 
cinating reading  and  a fine  promise  of  more  to  come. 
It  should  be  of  great  interest  to  any  surgeon  worthy 
of  his  scalpel  and  to  anyone  concerned  with  the 
history  of  surgery  in  this  country. 

JIW 


GIVE  AND  TAKE:  THE  BIOLOGY  OF  TIS- 
SUE TRANSPLANTATION,  by  Francis  D. 
Moore,  M.  D.  Doubleday  & Company,  Inc.,  New 
York.  1965.  Pp.  216.  $1.25. 

Now  in  paperback  form,  this  book  was  reviewed 
in  the  Journal,  December,  1964. 
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MODERN  PROBLEMS  IN  PEDIATRICS: 
SEMINAR  ON  HOSPITALIZATION  OF  CHIL- 
DREN, edited  by  A.  Hottinger  and  H.  Berger. 
Proceedings  of  a Seminar  organized  by  the  Centre 
International  de  l’Enfance,  Paris,  December,  1963. 
S.  Karger,  Basel,  Switzerland  and  New  York, 
1965.  Pp.  316.  ($15.40  postpaid  through  Albert  J. 
Phiebig,  P.  O.  Box  352,  White  Plains,  N.  Y.). 

This  book  presents  the  papers  given  at  a seminar 
dealing  largely  with  the  care  of  the  child  in  the  hos- 
pital. Shorter  sections  are  devoted  to  the  sick  child 
at  home  and  to  the  training  of  pediatricians.  The 
papers  are  by  a number  of  authors  and  most  of  them 
are  in  French,  though  they  represent  contributions 
from  a number  of  countries.  They  include  material  by 
such  pediatricians  as  Dr.  Bongiovanni  of  Philadelphia 
and  equivalent  authorities  from  other  countries.  The 
subjects  are  largely  psychological  and  are  treated  in 
most  instances  from  a statistical  standpoint.  They  in- 
clude reasons  for  hospitalization,  excessive  length  of 
stay  in  the  hospital,  relation  of  hospital  staff,  parents 
and  child,  and  care  of  the  sick  child  at  home. 

This  book  should  be  of  interest  chiefly  to  pedi- 
atricians connected  with  hospitals,  to  medical  hospital 
staffs  and  for  those  engaged  in  social  work  and  follow- 
up care.  It  does  not  deal  with  clinical  problems. 

JIW 


CURRENT  THERAPY,  1965,  by  Howard  F. 
Conn,  M.  D.  W.  B.  Saunders  Company,  Phila- 
delphia and  London.  1965.  Pp.  801.  $13.00 

This  1965  edition  of  Current  Medical  Therapy  is  an 
excellent  compilation  of  medical  treatment  of  proven 
value.  It  is  obviously  not  a textbook  of  medicine; 
there  is  no  discussion  of  symptomatology,  physical 
signs,  laboratory  data  or  differential  diagnosis,  but 
the  volume  is  quite  helpful  in  reviewing  acceptable 
medical  methods  of  treatment  after  diagnosis  has 
been  established. 

Each  condition  is  discussed  by  a single  author  and 
each  author  writes  of  the  therapy  which  has  been 
most  useful  in  his  own  hands.  As  a result,  the  dis- 
cussion does  not  necessarily  include  all  possible  thera- 
peutic approaches  to  a problem,  but  only  those  which 
have  seemed  medically  sound  and  therapeutically 
effective  in  the  hands  of  the  individual  physician. 
However,  there  are  few  omissions  of  possible  ap- 
proaches of  value  to  the  patient,  and  as  a result  the 
volume  is  indeed  a handy  reference  for  the  review  of 
therapy  in  any  problem  in  which  the  physician  has 
not  had  recent  experience.  For  this  purpose  it  is 
highly  recommended. 

Robert  Wilson,  M.  D. 


FURNITURE,  MEDICAL  and  SURGICAL  EQUIPMENT,  IN- 
STRUMENTS, LABORATORY  EQUIPMENT  and  SUPPLIES, 
ORTHOPEDIC  APPLIANCES  and  SUPPLIES. 


OUR  SOUTH  CAROLINA  REPRESENTATIVES 


EMORY  L.  FLOYD 
P.  O.  Box  467 
Florence,  S.  C.  29501 
Telephone  662-4417 


J.  RAY  JACKSON 
P.  O.  Box  2143 
Greenville,  S.  C.  29602 
Telephone  246-1274 


We  have  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  1920 


Distributors  of  KNOWN  BRANDS  of  PROVEN  QUALITY 

WINCHESTER  SURGICAL  SUPPLY  COMPANY 

1919  “CAROLINAS’  HOUSE  OF  SERVICE”  1965 

200  S.  TORRENCE  ST.  CHARLOTTE,  N.  C. 
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Invest  in  the  future  health  of  the  nation  and  your  profession 


am^erf  Give  to  medical  education  through  AMA-ERF 

3 1 AMERICAN  MEDICAL  ASSOCIATION 

- EDUCATION  AND  RESEARCH  FOUNDATION 


535  N.  Dearborn  St. 
Chicago  10,  III. 


WAVERLEY  SANITARIUM,  INC. 

(FOUNDED  IN  1914  BY  DR.  AND  MRS.  J.  W.  BABCOCK) 

HOSPITAL  CARE  AND  TREATMENT  OF  NERVOUS  AND  MENTAL  DISORDERS 
ADMISSIONS  LIMITED  TO  WHITE  WOMEN 

INCLUDES  OUT-PATIENT  DEPARTMENT  FOR  BOTH  SEXES 
Dr.  Chapman  J.  Milling,  Medical  Director 
Dr.  James  B.  Galloway  — Dr.  Penrod  G.  Hepfer 
Dr  Frank  E.  O'Sheal 


2727  FOREST  DRIVE 
COLUMBIA,  S.  C. 
FIRE  SPRINKLER  SYSTEM  THROUGHOUT  HOSPITAL 


FOR  RESERVATION  CALL 
SUPERINTENDENT  AL  2-4273 


neo  Bromth® 

in  premenstrual  tension 


Complete  information  and  clinical  samples  will  be 
sent  upon  request. 

Name 

Address 

City —State Zip 


PHARMACEUTICAL 


CHATTANOOGA,  TENN.  37409 


C 0. 


DISTRIBUTOR 

WANTED 

No  Competition.  To  service  and  set  up 
new  accounts  in  exclusive  territory. 
Investment  secured  by  fast  moving 
inventory  of  amazing  plastic  coating 
used  on  all  types  of  surfaces  interior  or 
exterior.  Eliminates  waxing  when  ap- 
plied to  any  type  of  floor.  Eliminates 
all  painting  when  applied  to  wood, 
metal  or  concrete  surfaces. 

Minimum  Investment — $500 
Maximum  Investment — $12,000 

For  details  write  or  call : 

Phone:  314  AX-1-1500 
Merchandising  Division 
P.  0.  Box  66 
St.  Ann,  Missouri  63074 
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nhe  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
> PAST  1C  URETERITIS 
3 LADDER  SPASM 

. . are  relieved  by  direct  musculotropic  action  with 


Trocinate- 

BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar-coated  tablets. 

The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 


■gj 


Trocinate  BRAND  THIPHENAMIL  HC1 

BETA-DIETHYLAMINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  — may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HC1)  has  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  he  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
affirmed  the  safety  and  effectiveness  of  Trocinate. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


Bra,  1965 
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Start  with  Serpasil 

» produces  a gradual,  sustained 
lowering  of  blood  pressure,  especi.iy 
in  the  neurogenic  type  of  hypertensx 

• relieves  anxiety  and  tension,  indu 
a sense  of  well-being  in  hypertensis 
patients  with  a low  reaction  threshtd 
for  stressful  situations 

• slows  the  rapid  heart  and  maintai ; 
the  slowed  rate 

Build  on  Serpasil 

• serves  as  baseline  therapy  for  ceui 
other  more  potent  antihypertensivuc 

• permits  lower  dosage  of  added  p 
antihypertensive  drugs,  minimizing 
incidence  and  severity  of  side  effe  s 

• brings  about  increased  therapeuf: 
response  when  combined  with 
certain  other  antihypertensives 


You  can  obtain  starter  samples  by  filling  out  and 
returning  this  coupon. 


CIBA  Pharmaceutical  Company  o 

P.O.  Box  608 
Summit,  N.J.  07901 

Gentlemen: 

Please  send  me  a complimentary  supply  of  starter 
samples  of  Serpasil®  (reserpine)  0.25-mg  Tablets. 


Name 

, M.D. 

Street 

(PLEASE  PRINT) 

City 

State 

Zip  Code 

8 

D 

if  3274MBM 

■ I® 

rpasil 

erpine  CIBA) 

tTIONS:  Mild  to  moderate 
jnsion.  CAUTIONS:  Severe 
depression  has  appeared  in 
percentage  of  patients,  pri- 
in  a dosage  above  1 mg  daily. 

1 the  patient  had  a preexisting, 
nt,  endogenous  depression 
was  unmasked  or  accentuated 
irpine.  When  the  drug  is  dis- 
jed,  depression  usually  disap- 
but  hospitalization  and  shock 

/ are  sometimes  required, 
osage  above  0.25  mg  is  con- 
sated  in  patients  with  a history 
tal  depression  or  peptic  ulcer; 
ver  doses  with  caution.  Not 
nended  in  aortic  insufficiency, 
aw  reserpine  2 weeks  before 
/,  if  possible.  For  emergency 
tl  procedures,  give  vagal 
ig  agents  parenterally  to  re- 
ypotension  and/or  bradycar- 
e cautiously  with  digitalis, 
ne,  or  guanethidine.  When 
son  reserpine  receive  electro- 
therapy, use  lower  milliam- 
; and  a shorter  duration  of 
is  initially.  Shock  therapy 
days  after  giving  the  drug  is 
' ;us.  SIDE  EFFECTS:  Occa- 
'assitude,  drowsiness,  nasal 
= ion,  looseness  of  stools, 

^d  frequency  of  defecation, 
'lorexia,  headache,  bizarre 
r nausea,  dizziness.  Nasal 

2 ion  and  increased  tracheo- 
• nl  secretions  may  occur  in 
ti  babies  of  mothers  treated 
Orpine.  AVERAGE  DOSAGE: 

- wo0.25-mg  tablets  p.c.  daily. 
■Asnce-Reduce  daily  dosage 
» g or  less  p.c.  SUPPLIED: 
..^.25  mg  (white,  scored)  and 
;;j/hite). 

^irmaceutical  Company 
jtfiisjew  Jersey 

. i A 


Important 

Information 

About 

MENTAL  ILLNESS 
that  Everyone 
Should  Know 


You  can  get  your  free  copy  from 
your  local  mental  health  asso- 
ciation. Other  services  of  the 
association  include: 

• Research. 


• Volunteer  services  for  the 
hospital  patients. 


• Rehabilitation  services  for 
the  returned  patient  to  help 
him  stay  well. 

• Treatment  and  schooling  for 
mentally  sick  children. 

Your  help  is  needed  to  carry  on 
these  programs.  Please  give  to 
your  local  mental  health  asso- 
ciation. an  affiliate  of  the 


For  free  leaflet  call 
your  local  mental 
health  association  or 
write  National  Asso- 
ciation for  Mental 
Health,  10  Colum- 
bus Circle,  New 
York  19,  N.Y. 


too  young 
to  be  so  tired 


revive  interest.. .restore  activity 
promptly  with  A | • 


Alertonie 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10  mg.; 
riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride  (vitamin 
Bo),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  cholinet,  100  mg.;  inositolt, 
100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2%  MDR  for  calcium 
and  for  phosphorus)  and  1 mg.  each  of  the  following:  cobalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate),  and 
molybdenum  (as  ammonium  molybdate). 

♦Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

|The  need  for  these  substances  in  human  nutrition  has  not  been  established. 


the  need  for  a tonic  knows  no  age 

Life  can  begin  at  forty— except  when  functional  fatigue 
causes  her  to  feel  tired  all  the  time;  to  start  losing  interest 
in  friends  and  surroundings;  to  look  and  act  older  than 
her  years.  Alertonie— a prescription  tonic— can  help  your 
patient  become  her  normal  self  again.  Alertonie  helps  re- 
lieve mild  depression,  revive  interest  and  restore  purpose- 
ful activity  promptly. ..with  a formula  that  is  efficient  and 
economical.  Alertonie  contains  a mild  central  stimulant 
(pipradrol  hydrochloride),  15%  alcohol,  essential  vita- 


drugs  are  included.  No  iron.  No  iodine.  One  pleasant- 
tasting  tablespoonful  before  each  meal  comprises  the 
usual  daily  dose. 


depressing  life  experience  or  stressful  time  of  life;  advancing  years;  con- 
valescence; limited  activity  or  confinement.  2.  Poor  appetite  and  vitamin- 
mineral  deficiency  as  they  occur  in:  patients  having  faulty  eating  habits; 
geriatric  patients  who  are  losing  interest  in  food;  patients  convalescing 
from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS-stimulating  action, 
Alertonie  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive-compulsive  states. 

* Side  Effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
< are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 
f£  Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 


mins  and  minerals.  No  hormones  or  MAO-inhibiting 


Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 


teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be 
taken  three  times  daily  30  minutes  before  meals. 
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Hygrotorr 

brand  of 
chlorthalidone 

the 

long-acting 

diuretic 

Indications 

Many  types  of  edema  involving  re- 
tention of  salt  and  water. 
Contraindications 
Hypersensitivity,  and  most  cases 
of  severe  renal  or  hepatic  disease. 
Precautions 

Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Discontinue  if  the  BUN 
rises  or  liver  dysfunction  is  aggra- 
vated. Electrolyte  imbalance  and 
potassium  depletion  may  occur; 
take  special  care  in  cirrhosis  or 
severe  ischemic  heart  disease, 
and  in  patients  receiving  cortico- 
steroids, ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended. 
Side  Effects 

Constipation,  dizziness,  dysuria, 
headache,  hyperglycemia,  hyper- 
uricemia, leukopenia,  muscle 
cramps,  nausea,  purpura,  throm- 
bocytopenia, transient  myopia, 
urticaria,  vomiting  and  weakness. 
Average  Dosage 
One  tablet  (100  mg.)  daily  with 
breakfast. 

Availability 

Tablets  of  100  mg.  in  bottles  of 
100  and  1000. 

For  full  details,  see  the  complete 
prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
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How  does 
Hygroton® 

brand  of 
chlorthalidone 

stack  up 
against 
other 
diuretics? 

Not  very  high.  In  terms  of  one 
week’s  therapy,  that  is.  The 
usual  dosage  is  just  one  tablet 
per  day.  Very  often,  the  dosage 
is  even  lower.  So  a week’s  ther- 
apy doesn’t  amount  to  much. 

That’s  why  it’s  nice  to  work 
with  Hygroton®,  brand  of  chlor- 
thalidone. You  have  fewer  tab- 
lets to  prescribe.  Your  patients 
have  fewer  tablets  to  take.  And 
fewer  to  pay  for. 

For  sheer  diuretic  effective- 
ness, choose  Hygroton®,  brand 
of  chlorthalidone.  It  generally 
promotes  more  natruresis  per 
tablet  than  the  thiazides.  We’ll 
stack  it  up  against  any  diuretic. 


Geigy 


“...it  is  extremely  difficult  and  sometimes  impossible  to  differentiate  betwe 
‘pure  depression  and  anxiety  and  it  is  questionable  whether  depression  wi, 
out  a certain  degree  of  anxiety  really  exists.” 

Lehmann,  H.  E.,  C'anad.  Psychiat.  Assn.  J.  4(S):  1-12, 


l 


ji  antidepressant  designed 
for  the  clinical  realities 
of  office  practice 


nany  physicians  have  reported,  the  large 
ority  of  neurotic  depressed  patients  suf- 
from  both  depression  and  anxiety.  It 
be  difficult  to  decide  whether  these 
ients  are  primarily  depressed  or  pri- 
ily  anxious.  And  yet  drug  treatment  of 
y the  symptom  which  seems  more 
minent  may  exacerbate  the  untreated 
lent  of  the  depression  complex, 
sequently,  it  would  seem  that  therapy 
ifically  aimed  at  both  the  depression 
associated  anxiety  and  tension  should 
ease  success  in  treatment, 
s is  one  of  the  important  reasons  why 
proF  has  proved  particularly  helpful. 
‘DeproF  acts  rapidly  both  to  lift  the 
)d  and  to  relieve  the  associated  anxiety, 
ion  and  insomnia. 

1 side  effects,  at  recommended  dosage, 
■ been  infrequent  and  generally  readily 
trolled. 

itions:  Deprol’  is  useful  in  the  management  of 
ssion,  both  acute  (reactive)  and  chronic.  It  is  par- 
rly  useful  in  the  less  severe  depressions  and  where 
jpression  is  accompanied  by  anxiety,  insomnia,  agi- 
[.  or  rumination.  It  is  also  useful  for  management 
iression  and  associated  anxiety  accompanying  or 
ti  to  organic  illnesses. 

i aindications:  Benactyzine  hydrochloride  is  contra- 
I'ed  in  glaucoma.  Previous  allergic  or  idiosyncratic 
tins  to  meprobamate  contraindicate  subsequent  use. 
:■  itions:  Meprobamate— Careful  supervision  of  dose 
I mounts  prescribed  is  advised.  Consider  possibility 
I’endence,  particularly  in  patients  with  history  of 
it  r alcohol  addiction;  withdraw  gradually  after  use 
eks  or  months  at  excessive  dosage.  Abrupt  with- 
iv  may  precipitate  recurrence  of  pre-existing  symp- 
iv  ir  withdrawal  reactions  including,  rarely,  epilepti- 
nei/ures.  Should  meprobamate  cause  drowsiness  or 
u:  disturbances,  the  dose  should  be  reduced  and 
Mon  of  motor  vehicles  or  machinery  or  other  activ- 
rj  airing  alertness  should  be  avoided  if  these  symp- 
tore  present.  Effects  of  excessive  alcohol  may  pos- 


sibly be  increased  by  meprobamate.  Grand  mal  seizures 
maybe  precipitated  in  persons  suffering  from  both  grand 
and  petit  mal.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  effects:  Side  effects  associated  with  recommended 
doses  of  Deprol' have  been  infrequent  and  usually  easily 
controlled.  These  have  included  drowsiness  and  occa- 
sional dizziness,  headache,  infrequent  skin  rash,  dryness 
of  mouth,  gastrointestinal  symptoms,  paresthesias,  rare 
instances  of  syncope,  and  one  case  each  of  severe  nerv- 
ousness, loss  of  power  of  concentration,  and  withdrawal 
reaction  (status  epilepticus)  after  sudden  discontinua- 
tion of  excessive  dosage. 

Benactyzine  hydrochloride  — Benactyzine  hydrochloride, 
particularly  in  high  dosage,  may  produce  dizziness, 
thought-blocking,  a sense  of  depersonalization,  aggra- 
vation of  anxiety  or  disturbance  of  sleep  patterns,  and 
a subjective  feeling  of  muscle  relaxation,  as  well  as 
anticholinergic  effects  such  as  blurred  vision,  dryness 
of  mouth,  or  failure  of  visual  accommodation.  Other 
reported  side  effects  have  included  gastric  distress,  al- 
lergic response,  ataxia,  and  euphoria. 

Meprobamate— Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  characterized 
by  an  urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case 
of  fatal  bullous  dermatitis  after  administration  of  mepro- 
bamate and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneurotic  edema, 
bronchial  spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment 
should  be  symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of  agranulocy- 
tosis, thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has  been  re- 
ported, usually  after  excessive  meprobamate  dosage. 
Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four 
times  daily.  May  be  increased  gradually  to  six  tablets 
daily  and  gradually  reduced  to  maintenance  levels  upon 
establishment  of  relief.  Doses  above  six  tablets  daily  are 
not  recommended  even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression  and  in 
chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  containing 
meprobamate  400  mg.  and  benactyzine  hydrochloride 
1 mg. 

Before  prescribing,  consult  package  circular.  co .»«> 


meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 


Dore  Illustration 
from 

Dante’s  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  “mental  pain”— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg. /day- 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg. /day) 
should  be  sought. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


IN  BRIEF: 


Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 


following 

infection 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (as  Thiamine  Mononitrate)  * 
Vitamin  B2  (Riboflavin) 

Niacinamide  .. 

Vitamin  C (Ascorbic  Acid) 

Vitamin  B6  (Pyridoxlhe  HCI) 

Vitamin  B 1 2 Crystalline  4 1 9' 

Calcium  Pantothenate 
Recommended  intake:  Adults,  1 carl 
daily,  for  the  treatment  of  vitamin  def  2r 
cies.  Supplied  in  decorative  "remi 
jars  of  30  (one  month's  supply)  an  1C 
(three  months'  supply) 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 

' 8693-4 


WHEN  MOTHER'S  IRON  ISN'T  UP  TO 

MOTHERHOOD 


IN  BRIEF:  ACTIONS  AND  USES:  A single  dose  of  Imferon  (iron  dextran  injection)  will 
measurably  begin  to  raise  hemoglobin  and  a complete  course  of  therapy  will  effectively 
rebuild  iron  reserves.  The  drug  is  indicated  only  for  specifically-diagnosed  cases  of  iron 
deficiency  anemia  and  then  only  when  oral  administration  of  iron  is  ineffective  or  imprac- 
tical. Such  iron  deficiency  anemia  may  include:  patients  in  the  last  trimester  of  preg- 
nancy; patients  with  gastrointestinal  disease  or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with  continual  and  extensive  iron  losses  not 
rapidly  replen ishable  with  oral  iron;  patients  intolerant  of  blood  transfusion  as  a 
source  of  iron;  infants  with  hypochromic  anemia;  patients  who  cannot  be  relied 
upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well-tolerated  solution  of  iron  dextran 
complex  providing  an  equivalent  of  50  mg.  of  elemental  iron  in  each  cc.  The  solution  con- 
tains 0.9%  sodium  chloride  and  has  a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5%  phenol 
as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon  body  weight  and  Gm.  Hb./lOO  cc. 
of  blood,  ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or 
weekly.  The  total  iron  requirement  for  the  individual  patient  is  readily  obtainablefrom 
the  dosage  chart  in  the  package  insert.  Deep  intramuscular  injection  in  the  upper  outer 
quadrant  of  the  buttock,  using  a Z-track  technique,  (with  displacement  of  the  skin 
laterally  prior  to  injection),  insures  absorption  and  will  help  avoid  staining  of  the  skin. 
A 2-inch  needle  is  recommended  for  the  adult  of  average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few.  Staining  of  the  skin  may  occur. 
Excessive  dosage,  beyond  the  calculated  need,  may  cause  hemosiderosis.  Although 
allergic  or  anaphylactoid  reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have  been  due  to  Imferon 
(iron  dextran  injection).  Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache, 
and  fever  have  occasionally  been  reported.  Initial  test  doses  of  0.5  cc.  are  advisable. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  administered  by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or  other 
exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is  contraindicated  in  patients 
sensitive  to  iron  dextran  complex.  Since  its  use  is  intended  for  the  treatment  of  iron 
deficiency  anemia  only,  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses,  Imferon  (iron  dextran 
injection)  has  been  shown  to  produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis,  if  any  in  man,  following 
recommended  therapy  with  I mferon  (iron  dextran  injection)  appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes  of  4;  10  cc.  multiple  dose  vials. 


in  iron  deficiency  anemia  for  rapid  and 
predictable  replacement  of  iron  reserves 

imferon' 


(I 


Whaddaya  mean  would  I fix  my  own  plumbing? 

Of  course  I’d  fix  my  own  plumbing.  I’m  a plumber. 


Whether  the  sinusitis  patient  comes  to  you  at  the  first 
sign  of  trouble  or  as  a last  resort,  you  can  give  him  the 
relief  he's  looking  for  with  Novahistine  Singlet. 

A single  tablet  provides  prompt  analgesic  effect  for 
relief  of  sinusitis  pain.  Then  Novahistine  Singlet  also 
attacks  the  underlying  cause  of  the  headache— helping 
to  open  blocked  respiratory  passages  and  restore 
normal  sinus  drainage.  The  continuous  decongestant 
effect  produced  by  one  Novahistine  Singlet  every  8 
hours  reduces  the  chances  of  acute  sinusitis  pro- 
gressing to  chronic  stages. 

Use  cautiously  in  patients  with  severe  hypertension, 


diabetes  mellitus,  hyperthyroidism  or  urinary  retem 
Tell  ambulatory  patients  that  Novahistine  may  o 
sionally  cause  drowsiness.  Each  tablet  contains  pheri 
phrine  hydrochloride,  40  mg.,  chlorpheniramine  male 
8 mg.,  and  acetaminophen,  500  mg. 

PITMAN-MOORE  Divis  ion  of  The  Dow  Chemical  Company,  Indianapolis 

NOVAHISTINE’  SINGLE 

For  the  relief  of  sinusitus  pain  and  conge 


(mepenzolate  bromide) 


helps  restore  normal  motility  and  tone 


Cantil  (mepenzolate  bromide)  works  in  the  colon. 
In  irritable  colon,  spastic  colon,  ulcerative  colitis 
and  other  functional  and  organic  colonic  disorders, 
it  acts  to: 

• control  diarrhea/constipation 

• relieve  spasm,  cramping,  bloating 

• make  patients  more  comfortable 

with  little  effect  on  stomach,  bladder  or  other  viscera. 
' In  40  of  44  cases  of  irritable  or  spastic  colon, 
Cantil  [mepenzolate  bromide]  or  Cantil  with  Pheno- 
barbital  reduced  or  abolished  abdominal  pain,  diar- 
rhea and  distention  and  promoted  restoration  of 
normal  bowel  function  . . . Cantil  [mepenzolate 
bromide]  proved  to  be  singularly  free  of  antichol- 
inergic side-effects.  Blurring  of  vision  or  dryness 
of  the  mouth  were  occasionally  seen  and  were  us- 
ually managed  with  a reduction  in  dosage.  Urinary 
retention,  noted  in  two  cases  was  eliminated  in  one 
by  reducing  dosage.”! 


IN  BRIEF: 

One  or  two  tablets  three  times  a day  and  one  or  two 
at  bedtime  usually  provide  prompt  relief.  Cantil 
with  Phenobarbital  may  be  prescribed  if  sedation 
is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may 
occur  but  it  is  usually  mild  and  transitory.  Urinary 
retention  is  rare.  Caution  should  be  observed  in 
prostatic  hypertrophy — withhold  in  glaucoma.  Cantil 
with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide) — 25  mg.  per 
scored  tablet.  Bottles  of  100  and  250. 

CANTIL  with  PHENOBARBITAL  — containing  in  each 
scored  tablet  16  mg.  phenobarbital  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 

1-Riese,  J.A  : Amer.  J.  Gastroent.  28:541  (Nov.)  1957 

LAKESIDE  LABORATORIES.  INC. 

Milwaukee,  Wisconsin  53201 


Founded  in  1904 

Highland  Hospital,  Inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C. 28801 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 


APPALACHIAN  HALL 

ESTABLISHED  — 1916 

ASHEVILLE  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 


more  complete  relief  for  the  "dyspeptic" 

DACTILASE® 


Dactilase  provides  comprehensive  therapy  for  a 
wide  range  of  digestive  disorders.  Its  antispas- 
I modic  and  anesthetic  actions  rapidly  relieve  pain 
and  spasm.  Dactilase  decreases  hypermotility 
without  inducing  stasis.  In  addition,  it  supplies 
digestive  enzymes  to  help  reduce  bloating,  belch- 
ing and  flatulence.  Dactilase  does  not  interfere 
with  normal  digestive  secretions.  Very  often  it  can 
be  a most  useful  answer  to  the  dyspeptic’s  needs. 

DACTILASE:  Each  tablet  contains:  Dactil®  (pi- 
joeridolate  hydrochloride),  50  mg.;  Standardized 
:ellulolytic*  enzyme,  2 mg.;  Standardized  amylo- 


lytic  enzyme,  15  mg.;  Standardized  proteolytic 
enzyme,  10  mg.;  Pancreatin  3X**  (source  of  lipo- 
lytic activity),  100  mg.;  Taurocholic  acid,  15  mg. 

*Need  in  human  nutrition  not  established.  **As  acid  resistant  granules 
equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 

Side  Effects  and  Contraindications:  DACTILASE 
is  almost  entirely  free  of  side  effects.  However,  it  should 
be  withheld  in  glaucoma  and  in  jaundice  due  to  com- 
plete biliary  obstruction. 

Administration  and  Dosage:  One  tablet  with,  or 
immediately  following  each  meal.  Tablets  should  be 
swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 
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LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 


Blood-glucose 
screening  for  aN 
your  patients? 


DEXTROSTIX— 

provides  a clinically  useful 
determination  when  performed 
according  to  directions^ 


'■  DEXTROSTIX  is  not  intended  to  replace 
the  more  precise  analytical  laboratory  methods. 


...because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostixr  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance-for  “The  precision 
and  accuracy  of  Dextrostix 
. . . meet  the  need  for  an  always 
available  simple  screening 
method....”*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 


Marks,  V . and  Dawson.  A.: 
Brit.  M.  J.  7:293,  1965. 


Yes— aN  your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


ame 


I 


09165 


when  even  southern  sun 

fails  to  warm  cold  hands  and  feet 


provide  rapid,  sustained  vasodilation  for  warmth  and  relief  of  pain, 
dizziness  and  faintness  in  patients  with  impaired  peripheral  circulation 

geriliquid  warms  cold  hands  and  feet  impaired  peripheral  circulation,  geriliquid 
through  the  thermogenic  action  of  glycine  increases  the  ability  to  walk  farther  with 
and  through  sustained  vasodilation  by  gly-  less  pain.  Patients  particularly  like  the  pal- 
cine  and  niacin.  In  addition,  in  patients  with  atable,  sherry  wine  base. 


I BRIEF : Composition : Each  5 ml.  contains : niacin  75  mg.  and  aminoacetic  acid  (glycine)  750  mg.  in  a palatable  sherry  wine  base;  alcohol  5%. 
da  Effects:  Occasional  lightheadedness  or  transient  itching  which  may  disappear  with  continued  use.  There  are  no  known  contraindications; 
■ wever,  caution  is  advised  when  there  is  concomitant  administration  of  a coronary  vasodilator. 

1 ministration  and  Dosage : One  or  two  teaspoonfuls  3 times  a day  before  meals.  If  flushing  is  objectionable,  dosage  may  be  lowered.  How- 
er,  tolerance  to  flushing  usually  develops  without  loss  of  efficacy  in  regard  to  vasodilation, 
ipplied:  Bottles  of  8 oz.  and  16  oz. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


DECASPRAY  brings  cooling  relief  to 
burning,  itching,  and  inflamed  skin  at  a 
touch.  Each  can  of  DECASPRAY — held 
upright,  upside  down,  or  at  any  angle — can 
be  used  1 33  times  ( 1 -second  sprays ) to  con- 
trol a variety  of  allergic  and  inflammatory 
skin  disorders,  and  help  prevent  infection . . . 
to  dry  moist,  oozing  lesions. 

T he  latest  touch  in  cool  topical  steroid-anti- 
biotic therapy  is  DECASPRAY Each 

application  leaves  a uniform  film  that  is 
odorless,  colorless,  stainless,  and  invisible. 
And,  because  dermatoses  are  sprayed — not 
handled — risk  of  spreading  is  lessened. 

cooling  spray... 


SUPPLIED:  In  90-Gm.  seamless,  pressurized  cans,  containing 
dexamethasone  21 -phosphate  and  50  mg.  of  neomycin  sulfate  (equ 
to  35  mg.  neomycin  base). 

ALSO  AVAI LABLE : DECADRON®  Phosphate  Topical  Cream 
Gm.  and  30-Gm.  tubes.  Each  gram  contains  1 mg.  dexamethasc 
phosphate  as  disodium  salt. 

NeoDECADRON ® Topical  Cream  in  15-Gm.  and  30-Gm.  tubes 
gram  contains  1 mg.  dexamethasone  21 -phosphate  as  disodium  s. 
5 mg.  neomycin  sulfate  (equivalent  to  3.5  mg.  neomycin  base). 
INDICATIONS:  Dermatoses  responsive  to  topical  aerosol  steroi 
biotic  therapy. 

SIDE  EFFECTS,  PRECAUTIONS,  AND  CONTRAINDICAT 
Do  not  use  in  presence  of  tuberculosis  of  skin,  chickenpox,  herp, 
plex.  Never  spray  into  eyes  or  nose.  Discontinue  if  infection  d< 
respond  promptly  or  sensitivity  occurs. 

Before  prescribing  or  administering,  read  product  circulc 
package  or  available  on  request. 


MERCK  SHARP  & DOHME I where  today's  theory  is  tomorrow’s  1 

Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  | 


immediate  relief  for  itching  and  burning  si: 


approximating  the  diuretic  efficacy  of  meralluride 


METAHYDRIN 


(trichlormethiazide) 


To  determine  the  relative  efficacy  of  thiazide 
diuretics  in  congestive  heart  failure,  Metahydrin 
(trichlormethiazide)  and  three  other  thiazides  were 
measured  against  Mercuhydrin®  (meralluride  injec- 
tion)— the  standard  diuretic.  "The  results  leave 
little  doubt  that  the  diuretic  efficacy,  that  is,  the 
'ceiling  effect’  in  these  terms,  is  not  the  same  for 
different  thiazides.”*  The  assays  ranged  from  about 
40%  of  the  effectiveness  of  Mercuhydrin  through 
67%,  77%  to  90%  for  Metahydrin.  The  latter  two 
values  were  thought  to  be  significantly  different 
from  the  lowest  value  and  to  be  therapeutically 
important. 

•Gold,  H ,,etal:  Closed  Panel  Conference:  Present  Status  of  the 
Management  of  Congestive  Failure  and  Advances  in  Diuretic 
Therapy,  Journal  of  New  Drugs,  1:177,  July-August,  1961. 

jg  LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 


|N  QRipF.  ADMINISTRATION  AND  DOSAGE:  One  2 mg. 

N “ ‘ or  4 mg.  tablet  once  or  twice  daily.  In  acute,  severe 

decompensation,  Mercuhydrin®  (meralluride  injection)  may 
be  necessary  initially. 

PRECAUTIONS:  As  with  all  effective  diuretics,  vigorous 
therapy  may  produce  electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should  be  observed  carefully 
since  thiazides  may  be  contraindicated.  Care  should  be  taken 
with  patients  predisposed  to  diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  those  under  therapy  with  digitalis, 
ACTH,  or  certain  adrenal  steroids,  also  should  be  watched 
carefully. 

SIDE  EFFECTS:  Nausea,  flushing,  constipation,  skin  rash, 
muscle  cramps  and  gastric  discomfort  have  been  occasionally 
noted;  rarely  thrombocytopenia  and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice,  pancreatitis,  perimac- 
ular  edema,  gout  and  diabetes  have  been  caused  by  adminis- 
tration of  thiazides. 

CONTRAINDICATIONS:  Complete  renal  shutdown;  rising 
azotemia  or  development  of  hyperkalemia  or  acidosis  in 
severe  renal  disease;  demonstrated  hypersensitivity. 

HOW  SUPPLIED:  Mottles  of  100  and  1000  tablets. 


H.W.&D.  BRAND  OF  SULFOBROMOPHTHALEIN  SODIUM  INJECTION,  U.S.P. 

(50  mg.  per  ml.) 

Bromsulphalein  (BSP),  one  of  the  most  sensitive  diagnostic  agents 
for  evaluating  liver  function,  is  now  available  in  a new  Disposable  Unit. 

Each  “unit”  contains:  A sterile  BSP  syringe  calibrated  in  milliliters  and 
pounds  (utilizing  the  5 mg./kg.  BSP  dosage  schedule),  a sterile 
disposable  needle,  alcohol  swab  and  a 7.5  or  10  ml.  size  ampule  of  BSP. 

The  precalibrated  dosage  schedule  imprinted  on  the  syringe  barrel 
makes  weight  calculations  unnecessary— saving  time  and  assuring  proper 
administration  of  the  dye,  regardless  of  patient-weight. 

Literature  on  indications  and  dosage  available  on  request. 

The  NEW  BSP  DISPOSABLE  UNIT  is  supplied  in  7.5  and  10  ml.  sizes 
in  boxes  of  10's  and  25’s. 


HYNSON,  WESTCOTT  & DUNNING,  INC 

BALTIMORE,  MARYLAND  21201 
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the  price  of  “success” 


Hypertension  has  been  called  the  price  of  success... and  in  some  life-situations, 
the  cost  of  failure.  In  either  event,  Metatensin  lowers  blood  pressure,  cushions 
the  patient  against  stress  and  retards  the  progress  of  disease.  Metatensin  is  effec- 
tive and  economical.  It  is  well-tolerated  over  long  periods. 


THERAPY 
YOU  CAN  STAY 
WITH 

EACH  SCORED  TABLET  CONTAINS: 

Metahydrin^  (trichlormethiazide)  2 mg.  or  4 mg.  Reserpine  0.1  mg. 


METATENSIN 


In  Brief:  Patients  with  hepatic  cirrhosis  or  diarrheal  syndromes,  or  under  therapy  with  digitalis,  ACTH,  or  potassium-losing  steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides,  electrolyte  depletion,  diabetes,  gout,  granulopenia,  nausea,  pancreatitis,  cholestatic  jaundice,  flushing,  mild  muscle  cramps,  con- 
stipation, photosensitivity,  acute  myopia,  perimacular  edema,  paresthesias,  neonatal  bone  marrow  depression  in  infants  of  mothers  who  received  thiazides  during 
pregnancy,  skin  rash  or  purpura  with  or  without  thrombocytopenia,  may  occur.  With  reserpine,  untoward  effects  may  include  depression,  peptic  ulcer  and  bron- 
chial asthma.  Withdraw  medication  at  least  7 days  prior  to  electroshock  therapy,  2 weeks  prior  to  elective  surgery.  Contraindications  are  complete  renal  shutdown, 
rising  azotemia  or  development  of  hyperkalemia  or  acidosis  in  severe  renal  disease. 

Supplied  . Metatensin  tablets,  2 mg.,  4 mg.  — bottles  of  100  and  1000. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 
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into  a bundle  oi'  joy 


Golic,  often  in  part  a reflection  of  family  tension,  adds 
sleepless  nights  to  patients’  and  parents’  distraught 
days.  Pediatric  Piptal  with  Phenobarbital  slows  down 
spasm,  diminishes  pain  and  crying,  improves  feeding  patterns 
. . . permits  sleep  and  rest ...  for  patient  and  family. 

Pleasant  tasting  Pediatric  Piptal  with  Phenobarbital  is 
miscible  in  milk,  formulas  and  fruit  juices,  and  may  also  be 
administered  by  dropper  directly  on  the  infant’s  tongue. 
Dosage  is  0.5  cc.  15  minutes  before  feeding;  in  severe  cases, 
1.0  cc.  four  times  daily.  High  doses  may  occasionally  cause 
constipation  with  tenesmus  and,  rarely,  flushing  without 
fever.  Contraindicated  in  bowel  obstruction  or  sensitivity  to 
phenobarbital  or  anticholinergics.  Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 

PEDIATRIC  PIPTAL® 
with  PHENOBARBITAL 


each  cc.  contains:  6 mg.  phenobarbital  (warning:  may  be  habit  forming); 
4 mg.  Piptal®  (pipenzolate  bromide),  and  20%  alcohol  in  a pleasant- 
tasting  solution. 


LAKESIDE  LABORATORIES,  INC. 

Milwaukee.  Wisconsin  53201 


.. 


Prompt  relief  of 
pain  and  spasm 
in  functional 


g.i.  distress... 


Piptal®  (pipenzolate  bromide)  efficiently 
suppresses  acid  secretion  and  motility 
. . . relieves  pain  and  spasm  of  peptic 
ulcer.  Despite  its  potent  gastrointestinal 
effects,  “its  clinically  effective  therapeutic 
dose  is  well  below  that  required  to  produce 
side  reactions.’’1  Because  urinary  retention 
is  rarely  a problem,  piptal  (pipenzolate  bro- 
mide) is  “a  highly  desirable  drug  in  the 
treatment  of  peptic  ulcer  in  older  patients 
. . .”2  Tolerance  to  piptal  (pipenzolate  bro- 
mide) has  not  been  demonstrated,  and  the 
drug  may  be  administered  over  prolonged 
periods  without  loss  of  efficacy,  piptal-phb 
is  specifically  designed  for  the  tense  ulcer  pa- 
tient who  will  benefit  from  the  sedative  effect 
of  phenobarbital. 

1 — Pomeranze,  J.,  and  Gadek,  R.J.:  Am.  Pract.  & Digest 
Treat.  8: 73-77  (Jan.)  1957 

2— Asher,  L.M.:  Am.  J.  Digestive  Diseases  4:272  (Apr.)  1959 

PIPTAL®  PIP  T A L®  - P II  II 

(pipenzolate  bromide)  (phenobarbital,  16  mg.,  pipenzolate  bromide,  5 mg.) 


IN  BRIEF:  PIPTAL — Each  tablet  contains  5 mg.  pipenzolate  bromide,  PIPTAL-PHB — Each  tablet  (or  5 cc.  of  elixir)  contains 
phenobarbital  (warning:  may  be  habit  forming)  16.0  mg.,  Piptal  (pipenzolate  bromide)  5 mg.  The  elixir  contains  alcohol  20%. 
Side  Effects:  Dry  mouth,  blurring  of  vision  or  drowsiness  may  occur. 

Contraindications:  Withhold  in  glaucoma,  bladder  or  g.i.  obstruction,  cardiac  arrhythmias  and  in  sensitivity  to  anticholinergics 
or  phenobarbital  (Piptal-PHB).  Caution  should  be  observed  in  patients  with  prostatic  hypertrophy. 

Administration  and  Dosage:  PIPTAL  or  PIPTAL-PHB  Tablets:  One  tablet  three  times  a day  before  meals  and  one  or  two 
tablets  at  bedtime.  (PIPTAL-PHB  Elixir:  One  teaspoonful  three  or  four  times  daily  for  adults  and  children  over  six  years  of  age.) 

Supplied:  PIPTAL  (pipenzolate  bromide)  5.0  mg.  Tablets— bottles  of  100.  PIPTAL-PHB  Tablets — bottles  of  100. 
PIPTAL-PHB  Elixir — bottles  of  8 fluid  ounces. 

LAKESIDE  LABORATORIES,  INC.  Milwaukee,  Wisconsin  53201 


diet-rite  cola... 


America’s  Number  1 

Diet-Rite  Cola  is  better  tasting  than  old-time  colas . . . 
or  their  low-calorie  off-shoots.  No  sugar  at  all... less 
than  1 calorie  per  bottle . . . full  cola  taste.  The  pY\  of 
Diet-Rite,  about  2.6  to  2.8,  represents  the  same 
general  range  of  acidity  as  other  cola  beverages  and 
a number  of  fruit  juices.  Diet-Rite  Cola  is  a soft  drink 
you  and  your  patients  will  like... and  go  on  liking. 

A Product  of  Royal  Crown  Cola  Co. 
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TOPICAL  TYPICAL 

TREATMENT  RESULTS 


PRIMARY  PYODERMA  AFTER  TREATMENT  WITH 

■NEOSPORIN'  ANTIBIOTIC  OINTMENT 
AND  SALINE  COMPRESSES 


‘NEOSPORIN 


jp® 

brand 


Polymyxin  B- Neomycin -Bacitracin 


ANTIBIOTIC  OINTMENT 


Each  gram  contains: 
'Aerosporin'®  brand  Polymyxin  B 


Sulfate 5,000  Units 

Zinc  Bacitracin 400  Units 

Neomycin  Sulfate  (equivalent  to 
3.5  mg.  Neomycin  Base) ..5  mg. 


Tubes  of  Vj  oz.  and  1 oz. 

•clinically  effective 

•comprehensive  bactericidal  action  against  most 
Gram-negative  and  Gram-positive  organisms,  in- 
cluding Pseudomonas 

■ rarely  sensitizes 

For  the  eradication  of  infectious  organisms  in  a 
wide  range  of  dermatologic  disorders:  impetigo, 


ecthyma,  pyodermas,  sycosis  vulgaris,  paronychia, 
traumatic  lesions,  eczema,  herpes  and  seborrheic 
dermatitis.  Prophylactically,  for  protection  against 
bacterial  contamination  in  burns,  skin  grafts,  inci- 
sions and  other  clean  lesions,  abrasions  and  minor 
cuts  and  wounds. 

Caution:  As  with  other  antibiotic  preparations,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindication:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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TUBERCULIN, TINETEST 

(Rosenthal)  Lederle 

ideally  suited  for  routine  screening 


accurate— comparable  to  the  older  standard  intradermal  tests 
practical— can  be  administered  by  nurses  under  physician  supervision 
convenient— no  refrigeration  or  other  storage  precautions 
economical— stable  for  2 years,  self-contained  disposable  unit 


Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


9635-5 


an  important  contribution  to  the  practice  of  medicine 


(CHLORAMPHENICOL) 


information  for  usage  available  to  physicians  upon  request, 


■HR 


The  Somatic  Mask:  chest  pain- 
heart  disease  or  psychic  tension? 


Precordial  pain  as  well  as  tachycardia,  palpitation, 
breathlessness  and  faintness  or  arrhythmias  are  classic 
signs  of  cardiac  disease.  In  many  cases,  however,  they 
may  represent  a "somatic  mask”— a psychophysiological 
equivalent  of  psychic  tension. 

Valium  (diazepam)  reduces  the  patient’s  disturbing  psy- 
chic tension  and  helps  improve  such  related  symptoms 
as  sadness  and  feelings  of  hopelessness,  fatigue,  insom- 
nia, crying  spells  and  nervousness. 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism, 
10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d. 
as  needed;  muscle  spasm  with  cerebral  palsy  or  athetosis, 
2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or  2 mg/day 
initially,  increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 


Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  patients  (not  more  than  1 mg,  one  or  two  times  daily) 
to  preclude  ataxia  or  oversedation.  Advise  patients  against 
possibly  hazardous  procedures  until  correct  maintenance 
dosage  is  established;  driving  during  therapy  not  recom- 
mended. in  general,  concurrent  use  with  other  psychotropic 
agents  is  not  recommended.  Warn  patients  of  possible  com- 
bined effects  with  alcohol.  Safe  use  in  pregnancy  not  estab- 
lished. Observe  usual  precautions  in  impaired  renal  of 
hepatic  function  and  in  patients  who  may  be  suicidal;  peri- 
odic blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness 
blurred  vision,  diplopia,  headache,  incontinence,  slurrec 
speech,  tremor  and  skin  rash;  paradoxical  reactions  (excite- 
ment, depression,  stimulation,  sleep  disturbances  and  hallu- 
cinations) and  changes  in  EEG  patterns.  Abrupt  cessatior 
after  prolonged  overdosage  may  produce  withdrawal  symp- 
toms similar  to  those  seen  with  barbiturates,  meprobamate 
and  chlordiazepoxide  HCI. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50. 


Valium’  (diazepam) 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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easy 
does 
it! 


tear, 
moisten, 
compare 
—that’s  all! 


to  clear 
an  infected 
stream 


treat  the  source 
with  optimal  dosage 


NegGram* 

Brand  of 

nalidixic  acid 


Treat  the  source.  The  gram- 
negative pathogens  that  cause 
most  urinary  tract  infections. 
Treat  them  with  a specific  drug. 
NegGram.  Clinical  tests  show  that 
in  adults  two  500  mg.  NegGram 
Caplets®  orally  four  times  a day 
will  clear  up  most  gram-negative 
urinary  infections.  Quickly... effec- 
tively... with  minimal  side  effects. 

Gram-negative  urinary  infection 
—cystitis,  pyelitis,  pyelonephri- 
tis, prostatitis,  urethritis?  Start 
first  with  NegGram... “a  good 
‘starting’  drug.”1  NegGram 
“...treatment  may  be  first  choice 
in  potentially  curable  gram  nega- 
tive bacterial  urinary  infections.”2 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances:  in  occasional 
instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild  eosinophilia.  revers- 
ible subjective  visual  disturbances  (overbrightness  of  lights,  change  in  visual 
color  perception,  difficulty  in  focusing,  decrease  in  visual  acuity  and  double 
vision),  and  reversible  photosensitivity  reactions.  Marked  overdosage,  coupled 
with  certain  predisposing  factors,  has  produced  brief  convulsions  in  a few 
patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advisable 
during  prolonged  treatment.  Pending  further  experience,  like  most  chemothera- 
peutic agents,  this  drug  should  not  be  given  In  the  first  trimester  of  pregnancy.  It 
must  be  used  cautiously  In  patients  with  liver  disease  or  severe  Impairment  of 
kidney  function.  Because  photosensitivity  reactions  have  occurred  in  a small 
number  of  cases,  patients  should  be  cautioned  to  avoid  unnecessary  exposure  to 
direct  sunlight  while  receiving  NegGram,  and  if  a reaction  occurs,  therapy  should 
be  discontinued.  The  dosage  recommended  for  adults  and  children  should  not 
arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a physician. 
Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a fafse- 
positive  reaction. 

Dosage:  Adults:  Four  Gm.  dally  by  mouth  (2  Caplets®  of  500  mg.  tour  times  dally) 
for  one  to  two  weeks.  Therealter,  if  prolonged  treatment  is  Indicated,  the  dosage 
may  be  reduced  to  two  Gm.  dally.  Children  may  be  given  approximately  25  mg. 
per  pound  of  body  weight  per  day,  administered  in  divided  doses.  The  dosage 
recommended  above  lor  adults  and  children  should  not  arbitrarily  be  doubled 
unless  under  the  careful  supervision  of  a physician.  Until  further  experience  is 
gained,  Infants  under  1 month  should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  5C0  m",  for  adults,  conveniently 
available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in  bottles 
of  1 .000.  250  mg.  lor  children,  available  in  bottles  of  56  and  1 ,000. 

References:  (1)  Carroll,  G.:  Urologists’  Letter  Club.  June  1,  1964.  (2)  McDonald, 

D.  F.,  and  Short,  H.  B.:  Address  to  the  Fourth  Interscience  Conference  on  Anti- 
microbial Agents  and  Chemotherapy,  New  York,  Oct.  26-28,  1964. 

Winthrop 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 


Psychotherapy,  analytic  or  directive,  individually  or  group  oriented ; 
electro-shock  therapy ; carbon  dioxide  inhalation ; occupational  therapy ; medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 
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Between  Doctors  and  the  Family  . . . 


The  physician  of  today  realizes  the  necessity  for  a qualified  medical-surgical  Plan  for  modern  Ameri- 
can families  that  will  leave  them  free  of  financial  worries  during  illness  . . . Blue  Shield  protection  offers 
the  family  this  peace  of  mind  . . . That's  why  doctors  sponsor  Blue  Shield  . . . That's  why  doctors  guide 
Blue  Shield  . . . That's  why  doctors  recommend  Blue  Shield  . . Blue  Shield  ...  A vital  link  between 

doctors  and  the  family  . . . 

YOUR  SUPPORT  WILL  HELP  BLUE  SHIELD  GROW  . . . 


SOUTH  CAROLINA  MEDICAL  CARE  PLAN  • 709  SALUDA  AVENUE,  COLUMBIA,  SOUTH  CAROLIN 
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An  eminent  role  in 
medical  practice 


• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 


Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


WALLACE  LABORATORIES 

Cranbury,  N.J. 


CM- 5761 


Why  do  more 
South  Carolina  Doctors 


insure  with  The  St.  Paul  ? 


Probably  because  our  Professional  Liability  coverage 

is  so  thorough. 


Really  broad  coverage.  Fewer  exclusions,  so 
interpretations  are  no  problem.  The  price  is 

likely  to  be  nice,  too. 

To  get  the  folder  that  tells  all  about  it  concisely,  write. 

The  St.  Paul  is  the  approved  carrier  for  the  State 
Medical  Association  here  . . . and  in  more  states  than 
any  other  single  insurance  company.  It  must 

be  something  we  offer! 


Want  to  see  just  1 insurance 
man  and  still  be  fully  insured? 
Use  our  St.  Paul  Multicover 
Plan.  Same  agent  as  for  Lia- 
bility. He's  in  the  Yellow  Pages. 


South  Carolina 

Columbia,  P.  0.  Box  955,  Palmetto  State  Life 
Building  29201  Phone:  AL  3-8391 


THE  ST.  PAUL 

INSURANCE  COMPANIES 


Serving  you  around  the  world,  around  the  dock 


St.  Paul  Fire  and  Marine  Insurance  Company 
St.  Paul  Mercury  Insurance  Company 
Western  Life  Insurance  Company 
St.  Paul,  Minnesota  55102 


to  help  relieve  pain 
in  common 

anorectal  disorders  ^ 

“non-caine 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon  — provides  effective  temporary  topical  ane! 
thetic  and  emollient  actions  for  soothing  relief  of  anorecta 
pain.  Anesthetic  activity  is  effective  and  relatively  prolongec 
sensitization  is  infrequent.  Reports  to  Merrell  on  1 ,500  patient 
treated  pre-  and  postoperatively  with  Diothane  Ointmen 
indicate  only  22  developed  local  skin  reactions.  Reactions  tc 
Diothane  have  been  burning  or  stinging  sensations  and  a fev 
cases  of  allergic  manifestations.  An  additional  advantagi 
Diothane  Ointment  and  Suppositories  are  mildly  antisepti 
Prescribe  or  recommend  either  form . . . both  are  now  availabl 


DIOTHANE  OINTMENT 

COMPOSITION: 
diperodon  1.0%;  oxyquinoline 
benzoate  0.1%  in  a special  oint- 
ment base. 

INDICATIONS: 

Provides  temporary  palliation  of 
pain  that  may  result  from  hemor- 
rhoidectomy and  from  common 
anorectal  disorders  such  as  hemor- 
rhoids, anal  fissures,  pruritus  ani. 


DIOTHANE  SUPP0SIT0RI1 

COMPOSITION: 

Each  suppository,  weighing  a| 
proximately  2.6  Gm.,  contaii 
diperodon  1.0%;  urea  10.091 
oxyquinoline  benzoate  0.1%  in 
special  hydrophilic  supposito: 
base.  A unique  shape  keeps  tl 
suppository  in  intimate  conta 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliatk 
of  pain  caused  by  hemorrhoii 
and  pruritus  ani. 


^Merrell^) 


THE  WM.  S.  MERRELL  COMPAN1 


Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215/Weston.  Ontar 


Happily, 

not  all  your  patients 
are  overweight 


but 

for  those  who  are... 

Bamadex 

d-amphetamine  sulfate  (l  5 mg.)  and  meprobamate  (300  mg.) 

Sequels 

Sustained  Release  Capsules 


Most  overweight  patients  could  benefit  from  the  appetite  control  provided  by  the  prolonged  an- 
orexigenic-tranquilizing  action  of  BAMADEX  SEQUELS:  anorexigenic  action  through  the  central 
stimulant  effect  of  the  amphetamine;  tranquilizing  action  with  only  mild  sedation  through  mepro- 
bamate; prolonged  action  through  sustained  release  of  active  ingredients. 

Contraindications:  Hyperexcitable  and  prepsychotic  states;  patients  hypersensitive  to  meprobamate. 
Side  Effects:  Occasional  allergic  skin  reactions  may  occur  with  meprobamate,  accompanied 
by  fever,  nonthrombocytopenic  purpura,  angioneurotic  edema,  hypotension,  or  bronchial  spasm. 
Drowsiness  with  or  without  ataxia  and/or  alteration  in  visual  accommodation  may  occur.  Effects 
of  alcoholic  beverages  may  be  increased  by  meprobamate.  Use  with  caution  in  patients  with 
coronary  or  cardiovascular  disease  orsevere  hypertension.  Prolonged  use  may  result  in  dependence. 
Reactions  can  occur  if  drug  is  not  withdrawn  gradually. 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 


2V2-3  times  more  potent  than  papaverine 
with  a longer  duration  of  action 


NON-NARCOTIC 


SPACOLIN 

(Alverme  citrate) 

is  a potent  smooth  muscle  antispasmodic 
particularly  effective  in  relieving  spastic 
colon*  and  spasm  of  the  biliary  tract. 

*‘‘The  diagnosis  is  based  upon  a history  of  catharsis  or  enema  habit,  dietary  indis- 
cretion or  emotional  strain,  generalized  or  lower  abdominal  distress  of  the  type 
described,  abnormality  of  the  bowel  movement  and  tenderness  along  the  course 
of  the  colon."  Cecil  and  Loeb,  A Textbook  of  Medicine,  Tenth  Edition 

SPACOLIN M (Alverine  citrate) 

• A specific  musculotropic  counter-spasmodic. 

• NOT  an  anticholinergic,  therefore,  has  no  atropine-like  side  effects. 

• In  man,  its  spasmolytic  effect  is  two  and  one/half  to  three  times 
stronger  than  papaverine  with  a longer  duration  of  action. 

• Neurotropic  effect  only  1/150  that  of  atropine. 

• Has  little  or  no  effect  on  normal  muscle  tonicity  and  motility. 

• Specific  effect  on  the  sphincter  of  Oddi. 

• Mild  local  anesthetic  effect  and  decreases  gastric  acidity. 


The  chemical  structures  of  Spacolin , Papaverine 
and  Atropine  are  as  follows: 

Spacolin  (Alverine  citrate) 


Papaverine  Hydrochloride 


the  interesting  results  in  vitro  and  in  vivo  with 

SPACOLIN  120  mg.  tablets 

/ A h/n rirtn  r>i tr't  in  I 


NON-NARCOTIC 


(Alverine  citrate) 

the  potent  musculotropic  counter-spasmodic  2 'A  -3  times  stronger  than 


IN  LABORATORY 


IN  MAN 


Studies  with  isolated  tissue  have  furnished 
investigators  with  important  information  as 
to  the  qualitative  and  the  quantitative  activ- 
ity of  certain  therapeutic  agents.  This  tech- 
nique consists  of  recording  the  motility  of  a 
segment  of  rabbit  ileum  suspended  in 
Tyrodes  solution  at  a constant  temperature 
of  37.5°C.  The  movements  of  this  smooth 
muscle  strip  are  recorded  on  a kymograph. 
The  rabbit  ileal  muscle  is  remarkably  sensi- 
tive to  spasm-producing  drugs.  Once  a spasm 
has  been  initiated,  additions  of  a very  small 
quantity  of  a musculotropic  agent  produces 
an  immediate  relief  of  the  spasm  or  relaxa- 
tion of  the  muscle.  The  study  of  SPACOLIN 
along  these  lines  indicated  the  following: 

1.  SPACOLIN  has  little  or  no  effect  on  nor- 
mal smooth  muscle  tonicity.  The  addition  of 
Spacolin  to  a normal  ileum  muscle  strip  does 
not  change  the  muscle  tonus  or  contraction. 

2.  SPACOLIN  is  a musculotropic  counter- 
spasmodic  having  an  activity  more  than 
twice  that  of  papaverine. 

3.  SPACOLIN  is  a weak  neurotropic  spas- 
molytic agent  with  an  activity  of  approxi- 
mately 1/150  that  of  atropine  sulfate. 


Double-Blind  Study 
of  a Spasmolytic  Compound'1’ 

By  ITALO  EVANGELISTA,  M.D. 

Assistant  in  Medicine,  Tufts  University  School  of  Medicine,  Boston, 
Massachusetts;  Medical  Staff,  Cambridge  City  Hospital,  Cambridge > 
Massachusetts;  Malden  Hospital,  Malden,  Massachusetts;  Whidden 
Memorial  Hospital,  Everett,  Massachusetts. 


RESULTS*  ACTIVE  MEDICATION  PLACEBO 


Excellent 

Good 

9! 

11] 

1 80°/o 

l! 

25°/ o 

Fair 

Poor 

3] 

2) 

1 20°/o 

JJ 

75°/o 

TOTAL 

25 

25 

‘Excellent  — complete  relief  of  symptoms  during  therapy. 

Good  — definite  relief  but  still  aware  of  symptoms  periodically. 

Fair  — symptoms  reduced  in  intensity  but  still  present. 

Poor  — little  or  no  therapeutic  benefit. 

. a definite  conclusion  could  be  drawn  from  the  study,  namely, 
alverine  citrate  fSpacolinJ,  is  an  excellent  aid  in  the  management 
of  spastic  gastrointestinal  disorders.” 

(1)  To  be  published 


THE  GATE  OF  HELL.  — RODIN 


SPACOLIN  * IS  HELPFUL 

(Alverine  citrate) 

*A  SPECIFIC  M USCULOTROPIC  COUNTER  - SPASMODIC 


Each  tablet  contains:  Alverine  citrate  (Bis-gamma-phenylpropyl- 

ethylamine  citrate) 120  mg. 

INDICATIONS:  Smooth  muscle  spasmolytic  for  use  in  spastic 
colon,  spastic  conditions  of  the  gastrointestinal  tract,  biliary 
dyskinesia,  cholecystitis,  spasm  associated  with  peptic  ulcert, 
cardiospasm,  pylorospasm,  spasm  attendant  to  diarrhea,  spas- 
tic conditions  of  the  genitourinary  tract  attributable  to  inflam- 
mation and  calculi,  certain  primary  dysmenorrheas  and  as  an 
aid  in  cystoscopic,  esophagoscopic  and  gastroscopic  examina- 
tions. 

t Antacid  and  dietary  measures  are  of  primary  importance  in 
ulcer  treatment  and  should  not  be  neglected. 


DOSAGE:  One  tablet  after  meals  1 to  3 times  daily  at  discre- 
tion of  physician. When  treating  spasm  associated  with  peptic 
ulcer,  cardiospasm  or  pylorospasm,  administer  tablets  V2  hour 
before  meals.  In  dysmenorrhea,  one  tablet  3 times  daily  start- 
ing at  onset  of  discomfort. 

PRECAUTION:  Caution  is  recommended  when  using  in  hypo- 
tensive patients. 

SIDE  EFFECTS:  In  common  with  other  smooth  muscle  de- 
pressants, Spacolin  temporarily  lowers  blood  pressure. 

SUPPLIED:  Bottles  of  100  and  500  — 120  mg.  tablets. 


PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc..  Columbus,  Ohi, 
“ First  with  the  Retro-Steroids" 


“All  Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests:  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

\ou  might  also  say  that  all  registered  nurses 
aren  t alike,  either. 

BAYER  ,1 

fcSgjjlJp 


“...it  is  extremely  difficult  and  sometimes  impossible  to  differentiate  between 
‘pure  depression  and  anxiety  and  it  is  questionable  whether  depression  with- 
out a certain  degree  of  anxiety  really  exists.” 

Lehmann,  H.  E.,  Canad.  Psychiat.  Assn.  J.  4(S ):  1-12,  1959 


An  antidepressant  designed 
for  the  clinical  realities 
of  office  practice 


As  many  physicians  have  reported,  the  large 
majority  of  neurotic  depressed  patients  suf- 
fer from  both  depression  and  anxiety.  It 
may  be  difficult  to  decide  whether  these 
patients  are  primarily  depressed  or  pri- 
marily anxious.  And  yet  drug  treatment  of 
only  the  symptom  which  seems  more 
prominent  may  exacerbate  the  untreated 
element  of  the  depression  complex. 
Consequently,  it  would  seem  that  therapy 
specifically  aimed  at  both  the  depression 
and  associated  anxiety  and  tension  should 
increase  success  in  treatment. 

This  is  one  of  the  important  reasons  why 
‘DeproP  has  proved  particularly  helpful. 
For  ‘DeproP  acts  rapidly  both  to  lift  the 
mood  and  to  relieve  the  associated  anxiety, 
tension  and  insomnia. 

And  side  effects,  at  recommended  dosage, 
have  been  infrequent  and  generally  readily 
controlled. 

Indications:  ‘Deprol’  is  useful  in  the  management  of 
depression,  both  acute  (reactive)  and  chronic.  It  is  par- 
ticularly useful  in  the  less  severe  depressions  and  where 
the  depression  is  accompanied  by  anxiety,  insomnia,  agi- 
tation, or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accompanying  or 
related  to  organic  illnesses. 

Contraindications:  Benactyzine  hydrochloride  is  contra- 
indicated in  glaucoma.  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  contraindicate  subsequent  use. 
Precautions:  M eprohamate— Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre-existing  symp- 
toms, or  withdrawal  reactions  including,  rarely,  epilepti- 
form seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other  activ- 
ity requiring  alertness  should  be  avoided  if  these  symp- 
toms are  present.  Effects  of  excessive  alcohol  may  pos- 


sibly be  increased  by  meprobamate.  Grand  mal  seizures 
maybe  precipitated  in  persons  suffering  from  both  grand 
and  petit  mal.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  effects:  Side  effects  associated  with  recommended 
doses  of 'Deprol' have  been  infrequent  and  usually  easily 
controlled.  These  have  included  drowsiness  and  occa- 
sional dizziness,  headache,  infrequent  skin  rash,  dryness 
of  mouth,  gastrointestinal  symptoms,  paresthesias,  rare 
instances  of  syncope,  and  one  case  each  of  severe  nerv- 
ousness, loss  of  power  of  concentration,  and  withdrawal 
reaction  (status  epilepticus)  after  sudden  discontinua- 
tion of  excessive  dosage. 

Benactyzine  hydrochloride  — Benactyzine  hydrochloride, 
particularly  in  high  dosage,  may  produce  dizziness, 
thought-blocking,  a sense  of  depersonalization,  aggra- 
vation of  anxiety  or  disturbance  of  sleep  patterns,  and 
a subjective  feeling  of  muscle  relaxation,  as  well  as 
anticholinergic  effects  such  as  blurred  vision,  dryness 
of  mouth,  or  failure  of  visual  accommodation.  Other 
reported  side  effects  have  included  gastric  distress,  al- 
lergic response,  ataxia,  and  euphoria. 

Meprobamate— Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  characterized 
by  an  urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case 
of  fatal  bullous  dermatitis  after  administration  of  mepro- 
bamate and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneurotic  edema, 
bronchial  spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment 
should  be  symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of  agranulocy- 
tosis, thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has  been  re- 
ported, usually  after  excessive  meprobamate  dosage. 
Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four 
times  daily.  May  be  increased  gradually  to  six  tablets 
daily  and  gradually  reduced  to  maintenance  levels  upon 
establishment  of  relief.  Doses  above  six  tablets  daily  are 
not  recommended  even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression  and  in 
chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  containing 
meprobamate  400  mg.  and  benactyzine  hydrochloride 
1 mg. 

Before  prescribing,  consult  package  circular.  00.57*3 


meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 


iome  people  get  away  from  colds  and  sinusitis 


bg  getting  away  from  frigid  weather 


...  * ...+  ’ .^.0.41  d 


, . . but  if  your  patient  can’t  get  away,  relieve  sneezing,  running  nose, 
and  congestion  of  colds  and  sinusitis  all  day  or  all  night  with  one 


ORNADE®  SPANSULE®  CAPSULE 

Trademark  brand  of  sustained  release  capsule 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine 
maleate),  50  mg.  of  phenylpropanolamine  hydrochloride,  and  2.5  mg. 
of  isopropamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  pro- 
static hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction  or  bladder  neck  obstruction. 
Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease. 
Drowsiness;  excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare 
occasions  but  usually  are  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Smith  Kline  & French  Laboratories  §p 

Prescribing  Information. 


Sutazolidiri  alka 

ach  capsule  contains: 
utazolidin,  brand  of 
henylbutazone  100  mg. 

ried  aluminum, 

/droxidegel  100  mg. 

lagnesium  trisilicate  150  mg. 
amatropine 

lethylbromide  1.25  mg. 

n painful 
shoulder 


3eigy 


lerapeutic  Effects 

ie  acute  phase  of  subdeltoid  bursitis, 
ndinitis  and  associated  periarticular 
lammation  usually  responds  promptly  and 
amatically  to  phenylbutazone.  Pain  and 
iderness  may  be  relieved  within  24-48 
urs  and  mobility  of  the  affected  arm 
ickly  restored.  Full  recovery  is  frequently 
hieved  within  7-10  days  so  that  therapy  is 
nerally  of  short  duration.  Calcific  deposits 
■ not  specifically  affected  by  treatment, 
t their  presence  does  not  appear  to  retard 
nptomatic  improvement. 

lenylbutazone  has  not  replaced  physio- 
1 rapy,  x-ray  treatment,  or  local  injections 
t lydrocortisone  in  the  more  chronic  condi- 
t is.  but  it  may  advantageously  be  com- 
t ed  with  these  measures. 

< itraindications 

£ ?ma,  danger  of  cardiac  decompensation; 

I"  ory  or  symptoms  of  peptic  ulcer;  renal, 
f1  atic  or  cardiac  damage;  history  of  drug 
8 rgy;  history  of  blood  dyscrasia.  Because 
o ie  increased  possibility  of  toxic  reac- 
f' s,  the  drug  should  not  be  given  when  the 
p ent  is  senile,  or  when  other  potent  chem- 
o ?rapeutic  agents  are  given  concurrently. 

L fe  doses  of  Butazolidin  alka  are  con- 
,r  idicated  in  patients  with  glaucoma. 

p '.autions 

B >re  prescribing,  the  physician  should 
ot  iin  a detailed  history  and  perform  a com- 
pl  3 physical  and  laboratory  examination, 


reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage 

Initially,  give  400  mg.  daily  (one  capsule 
q.i.d),  reducing  this,  if  possible,  when  a 
favorable  therapeutic  effect  has  been 
obtained.  If  after  one  week  there  has  been 
no  response,  discontinue  the  drug.  Buta- 
zolidin alka  contains  antacids  and  an  anti- 
spasmodic  to  minimize  gastric  upset. 


including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia) ; sudden  weight  gain  (water  reten- 
tion) ; skin  reactions;  black  or  tarry  stools. 
Regular  blood  counts  should  be  made.  The 
drug  should  be  used  with  greater  care  in 
the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 
Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea  and 
sulfonamide-type  agents  and  insulin.  Pa- 
tients receiving  such  concomitant  therapy 
should  be  carefully  observed  for  this  effect. 

Adverse  Reactions 

The  most  common  adverse  reactions  are 
nausea,  edema  and  drug  rash.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur  Leukemia 
and  leukemoid  reactions  have  been  reported 
but  cannot  definitely  be  attributed  to  the 
drug.  Thrombocytopenic  purpura  and  aplas- 
tic anemia  are  also  possible  side  effects. 
Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient 
hearing  loss  have  been  reported,  as  have 
hepatitis,  jaundice,  and  several  cases  of 
anuria  and  hematuria.  With  long-term  use, 


Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  adverse  reactions, 
and  contraindications  as  contained  in  the 
complete  prescribing  information. 


Also  available: 
Butazolidin4 

brand  of  phenylbutazone 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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at  Merck  Sharp  & Dohme... 


understanding... 


precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

* Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge thusacquired  might comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

©MERCK  SHARPS  DOHME  Division  of  Merck  & Co  , Inc  , West  Point.  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 
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Sigmagen^ 

brand  of  corticoid-analgesic  compound 
Each  tablet  contains  0.75  mg.  prednisone, 
325  mg.  acetylsalicylic  acid,  20  mg. 
ascorbic  acid,  75  mg.  aluminum  hydroxide. 


Clinical  considerations:  Precautions  — Sigmagen 

Tablets  should  be  used  with  the  same  precautions  as 
other  corticosteroids.  They  should  not  be  used  in 
patients  with  tuberculosis,  peptic  ulcer,  agitated 
psychotic  states,  or  herpes  simplex  of  the  eye.  The 
physician  must  be  watchful  in  patients  with  cardiac 
decompensation,  severe  hypertension,  diabetes  mellitus, 
renal  insufficiency,  osteoporosis,  and  marked 
emotional  instability  or  psychotic  tendency.  Acute 
infections  must  be  controlled  with  appropriate  agents. 
Corticosteroids  may  mask  signs  of  infection.  For  more 
complete  details,  consult  Schering  literature 
available  from  your  Schering  Representative  or 
Medical  Services  Department,  Union,  N.J.  07083.  s-ut 
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V-Cillin  K now  costs  approximately  21  percent  less. 
This  significant  price  decline  constitutes  a substantial 
saving  and  still  offers  these  important  benefits  over 
penicillin  G: 

The  effectiveness  of  intramuscular  penicillin.  Just  three 
250-mg.  doses  daily  provide  total  twenty-four-hour 
penicillin  blood  levels  equal  to  those  achieved  by  injec- 
tion of  600,000  units  of  procaine  penicillin  G.  A 
fourth  dose  increases  daily  penicillemia  to  levels  35 
percent  above  those  achieved  by  injection. 

Consistent  dependability — even  in  the  presence  of  food. 
Comparative  pharmacologic  data  show  that  V-Cillin  K 
produces  peak  blood  levels  twice  as  high  as  those  of 
penicillin  G,  with  half  the  dose. 

New,  thin  coating  . . . new  size  and  shape.  The  new  coat- 
ing eliminates  the  characteristically  bitter  taste  of  oral 
penicillin  and  makes  V-Cillin  K tablets  easy  to  swallow. 
The  new  shape  makes  them  easy  for  physicians  and 
pharmacists  to  identify. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the  treatment  of 
streptococcus,  pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity  reac- 
tions are  much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K.  should  not  be  administered  to  pa- 
tients with  a history  of  allergy  to  penicillin.  As  with  any  anti- 
biotic, observation  for  overgrowth  of  nonsusceptible  organisms 
during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three  times  a day 
to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and  V-Cillin  K, 
Pediatric,  125  mg.  per  5-cc.  teaspoonful,  in  40,  80,  and  150- 
cc.-size  packages. 

V-Cillin  K 

Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and  Com- 
pany, Indianapolis,  Indiana. 
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ACUTE  ILIOFEMORAL  VENOUS  THROMBOSIS 

TREATMENT  BY  THROMBECTOMY  AND  SYSTEMIC  HEPARINIZATION 

R.  RANDOLPH  BRADHAM,  M.  D. 

Duke  University  Medical  Center 
Durham,  North  Carolina 


The  causes  of  spontaneous  deep  venous 
thrombosis  have  remained  elusive  in 
spite  of  the  many  investigative  studies 
that  have  been  directed  toward  clarifying 
them.  The  residual  effects  of  the  occluded 
deep  venous  system  of  an  extremity  are  often 
incapacitating.  The  untimely  deaths  from  pul- 
monary emboli  continue  to  occur  too  fre- 
quently. Treatment  heretofore  in  the  form  of 
bed  rest,  anticoagulants,  fibrinolytic  drugs, 
and  sympathetic  nerve  blocks  has  been  in- 
adequate. A more  direct  method  of  treatment, 
thrombectomy  combined  with  systemic  anti- 
coagulation, has  gained  much  support  during 
the  past  few  years  Our  own  results  in 

the  laboratory  and  in  a modest  group  of  pa- 
tients strongly  indicate  that  this  procedure  is 
effective  in  restoring  the  patency  of  the  deep 
venous  system  when  it  is  accomplished  early 
after  onset.'  " Clarification  of  management 
has  resulted  from  these  studies.  It  is  the  pur- 
pose of  this  paper  to  outline  the  indications 
for  this  procedure,  the  selection  of  patients, 
the  procedure  itself,  and  the  mode  of  anti- 
coagulation which  served  best  to  prevent  re- 
current venous  thrombosis  and  maintain  the 
venous  patency. 


The  fear  that  thrombectomy  would  cause 
dislodgement  of  the  thrombus  and  bring 
about  a pulmonary  embolus  has  not  material- 
ized in  the  series  reported  by  others  nor  in 
our  own  patients.  Although  this  procedure  is 
chiefly  directed  toward  prevention  of  the 
chronically  swollen  postphlebitic  extremity,  it 
probably  does  prevent  fatal  emboli  in  some 
patients.  One  patient  for  whom  we  were  pre- 
paring for  thrombectomy  had  a pulmonary 
embolus  on  the  operating  table  before  any 
manipulation  of  the  extremity  had  been  done. 
Pulmonary  embolectomy  was  performed  but 
was  not  successful  in  resuscitating  the  patient. 
Kaiser”  had  a similar  experience  with  a patient 
who  sustained  a pulmonary  embolus  while  on 
the  way  to  the  operating  room  to  have  a 
thrombectomy  performed. 

Diagnosis 

The  diagnosis  of  an  acutely  occluded  deep 
venous  system  is  best  made  on  clinical  ex- 
amination. Usually  the  leg  becomes  moder- 
ately to  markedly  edematous  and  has  varying 
degrees  of  bluish  discoloration,  depending 
upon  the  extent  of  the  thrombus.  Sometimes 
there  will  be  increased  heat  and  the  patient 
will  complain  of  variable  degrees  of  dis- 
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Figure  1.  Patients  with  deep  acute  iliofemoral 
venous  thrombosis  demonstrating  the  unilateral  edema 
from  groin  to  toes. 


comfort.  Peripheral  veins  are  distended  and 
will  remain  so  when  the  extremity  is  elevated. 
Typical  of  these  patients  are  those  in  Figure  1, 
although  the  discoloration  cannot  be  appre- 
ciated in  these  photographs.  If  the  diagnosis  is 
in  doubt,  a venous  pressure  and  venogram  can 
be  done  easily  through  a small  polyethylene 
catheter  placed  in  the  saphenous  vein  at  the 
ankle.  Uncommonly,  a patient  will  develop 
unilateral  edema  and  no  thrombus  will  be 
found.  The  small  incidence  of  these  cases 
does  not  seem  to  warrant  a venogram  as  a 
routine  diagnostic  procedure. 

Selection  of  Patients 

It  is  the  opinion  of  the  author  that  this  pro- 
cedure has  wide  application  because  it  is  a 
simple  operation,  can  be  carried  out  with 
local  anesthesia,  and,  with  proper  precaution 
and  attention  to  blood  loss,  has  a low  in- 
cidence of  morbidity.  A great  many  of  the 
patients  who  develop  venous  thrombosis  are 
very  ill  from  some  other  cause  and  many  are 
in  the  older  age  groups.  Certainly,  common 
sense  and  judgment  are  necessary  in  choos- 
ing patients  for  this  form  of  therapy.  One 
would  not  want  to  add  to  the  discomfort  of 


the  patient  already  severely  ill  with  terminal 
cancer.  On  the  other  hand,  patients  with 
heart  disease,  cancer,  cerebrovascular  disease, 
arteriosclerosis  obliterans,  etc.,  who  have  a 
moderately  good  chance  to  be  rehabilitated 
are  good  candidates.  These  patients  could 
very  well  do  without  the  added  incapacity  of 
a postphlebitic  extremity. 

The  best  results  are  obtained  when 
thrombectomy  is  performed  within  24  hours 
following  the  onset  of  signs  and  symptoms. 
At  this  time  the  thrombus  is  non-adherent  or 
only  slightly  adherent  to  the  vein  wall.  Ad- 
herence becomes  progressive  after  this  period 
and  makes  thrombectomy  more  and  more 
difficult  to  perform  completely.  There  are 
reports  of  successful  late  thrombectomy." 

Patients  with  a hemorrhagic  problem  such 
as  a bleeding  duodenal  ulcer,  very  recent 
cerebral  hemorrhage,  or  ulcerating  carcinomas 
with  hemorrhage  are  automatically  eliminated 
because  of  the  hazards  of  anticoagulation  with 
heparin. 

Technique 

Although  the  procedure  described  is  for  the  lower 
extremity,  the  same  technique  would  apply  to  acute 
venous  occlusion  of  the  upper  extremity. 

Prior  to  operation,  a prothrombin  time  and  a Lee- 
White  clotting  time  are  determined.  Several  pints  of 
blood  are  made  available.  Stand-by  anesthesia  is 
requested  as  it  is  important  to  monitor  vital  signs, 
estimate  and  replace  blood  loss,  and  give  such  seda- 
tion as  will  keep  the  patient  comfortable.  Twenty-five 
to  50  mg  of  Demerol  ( Meperidine  HC1 ) intra- 
venously usually  suffices.  Many  of  these  patients  are 
quite  ill  and  must  be  constantly  attended  during  the 
procedure.  The  entire  extremity  is  prepared  and 
draped  as  a sterile  field  but  manipulation  and  scrub- 
bing are  done  very  gently.  Proximal  control  of  the 
vena  cava  has  not  been  necessary  in  our  cases.  This 
would  greatly  extend  the  procedure  and  require  the 
patient  to  have  a general  anesthetic.  It  would  also 
jeopardize  heparin  therapy  postoperatively  because 
of  the  likelihood  of  complicating  retroperitoneal 
bleeding. 

The  saphenous  vein  is  isolated  anterior  to  the 
medial  malleolus  and  cannulated  with  a small  caliber 
polyethylene  catheter.  Venous  pressure  is  measured 
with  a spinal  fluid  manometer  and  the  catheter  main- 
tained in  place  for  further  determinations  of  venous 
pressure  and  as  an  avenue  to  administer  continuous 
intravenous  heparin  solution  during  the  first  48  hours 
after  thrombectomy.  A local  anesthetic  is  injected 
subcutaneously  in  a vertical  direction  just  below  the 
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groin.  A 5 to  6 cm  incision  is  made  over  the  upper 
femoral  vein  at  the  level  of  the  junction  of  the  super- 
ficial and  deep  femoral  veins.  Hemostasis  must  be 
meticulous  because  of  the  systemic  heparinization 
that  will  be  used.  The  vein  is  found  easily  by  pal- 
pating the  femoral  artery  pulsation  and  dissecting 
just  medial  to  it.  Often  the  saphenous  vein  is  en- 
countered in  the  subcutaneous  tissues  and  can  be 
followed  to  its  junction  with  the  deep  vein.  The  com- 
mon femoral  vein  is  identified  and  a short  segment 
is  mobilized.  Tapes  are  passed  around  the  superficial, 
deep,  and  common  femoral  veins,  the  saphenous  vein, 
and  any  other  tributaries  in  the  vicinity.  (Figure  2) 

At  this  time  50  to  75  mg  of  heparin  are  given  intra- 
venously by  the  anesthetist.  A two  cm  vertical  in- 
cision is  made  through  the  anterior  vein  wall.  The 
patient  is  encouraged  to  strain  and  is  aided  by  an 
assistant  exerting  pressure  with  the  palms  of  both 
hands  over  the  lower  abdomen. 

When  the  proximal  portion  of  the  thrombus  has 
been  delivered  satisfactorily,  attention  is  directed  to 
the  vein  distal  to  the  incision.  Pressure  is  begun  at 
the  ankle  and  the  leg  is  massaged  in  a proximal  direc- 
tion to  deliver  the  distal  portion  of  the  thrombus. 
When  flow  becomes  brisk  from  either  direction  or 
from  the  deep  femoral  vein,  blood  loss  is  controlled 
by  constricting  the  vessels  with  the  circumferential 
tapes.  Adherence  of  the  thrombus  might  necessitate 
further  manipulation  for  its  extraction.  Fragments 
can  be  removed  with  ring  forceps  or  with  the 
suction  catheter.  The  most  useful  instrument  is  the 
Fogarty  catheter  which  can  be  passed  through  long 
segments  proximally  and  distally.  The  balloon  tip  is 
inflated  and  the  catheter  withdrawn  gently.  (Figure 
3)  Details  of  the  use  of  this  catheter  are  described 


Figure  2.  Exposure  of  operative  site  through  5 to 
6 cm  vertical  incision  and  showing  placement  of  2 
cm  venotomy. 

November,  1965 


Figure  3.  Use  of  the  Fogarty  balloon  tip  catheters 
to  remove  both  proximal  and  distal  components  of 
the  thrombus. 


by  Fogarty  and  Cranley.1  Competent  valves  in  the 
proximal  iliac  vein  might  obstruct  the  withdrawal  of 
the  catheter  but  little  is  lost  by  deflating  the  balloon 
just  for  its  passage  through  the  valve.  The  procedure 
is  terminated  when  there  is  good  bidirectional  blood 
flow.  It  is  often  necessary  to  render  the  valve  in  the 
iliac  vein  incompetent  momentarily  with  a forcep  to 
obtain  retrograde  flow.  One  should  be  careful  not  to 
remove  too  much  blood  with  a suction  catheter  passed 
proximally  beyond  the  thrombus  into  the  vena  cava. 
Also,  blind  persistence  at  removal  of  an  obviously 
very  adherent  thrombus  is  unwise.  The  incision  in  the 
vein  wall  is  closed  with  fine  arterial  silk.  A venous 
pressure  is  again  taken  via  the  saphenous  vein 
catheter.  Usually  there  will  be  a significant  drop  from 
preoperative  levels  if  the  thrombus  has  been 
effectively  removed.  A drain  is  inserted  in  the  wound 
to  allow  drainage  of  extravasated  blood  which  often 
occurs  with  adequate  heparinization.  The  wound  is 
then  closed  loosely  to  avoid  hematoma  formation 
which  might  compress  the  femoral  vein. 

A continuous  infusion  of  heparin  in  solution  with 
dextrose  or  saline  is  maintained  through  the 
saphenous  vein  cannula.  The  foot  of  the  bed  is 
elevated  10  to  15  degrees.  The  legs  are  not  wrapped 
with  elastic  bandages.  These  do  little  good,  can  do 
harm  by  becoming  unraveled  and  producing  a con- 
stricting effect,  and  prevent  those  attending  the  pa- 
tient from  following  the  appearance  and  circumfer- 
ence of  the  extremity.  The  groin  bandage  is  changed 
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as  is  necessary.  Blood  loss  via  the  wound  must  be 
accounted  for  and  replaced. 

Anticoagulation 

Anticoagulation  begins  with  the  50  to  75 
mg  intravenous  dose  of  heparin  given  at  the 
time  of  thrombectomy.  It  is  maintained  by 
constant  infusion  through  the  saphenous  vein 
catheter  for  the  next  48  hours.  Usually  this 
requires  75  mg  of  heparin  in  each  six  hour 
period.  This,  of  course,  is  an  average  dosage 
and  should  be  adjusted  according  to  each  pa- 
tient’s requirements.  The  amount  of  fluid  with 
which  this  is  infused  will  depend  upon  the  re- 
quirements of  the  patient.  If  oral  intake  is 
adequate  and  fluid  therapy  is  not  a problem, 
250  to  500  ml  of  5 % dextrose  can  be  used  as 
the  vehicle  for  the  heparin  in  each  six  horn- 
period.  The  clotting  times  are  maintained  at 
two  to  two  and  a half  times  normal  and  are 
obtained  only  as  is  necessary  to  adjust  the 
dosage.  After  48  hours,  heparin  is  given  sub- 
cutaneously every  six  to  twelve  hours  and  is 
continued  until  the  symptoms  have  abated 
and  the  edema  almost  completely  subsided. 
Ambulation  is  begun  as  early  in  the  post- 
operative period  as  the  patient  will  tolerate  it. 
Elastic  stockings,  worn  during  ambulatory 
periods,  might  make  the  patient  more  com- 
fortable. Patients  are  not  allowed  to  sit  in  a 
chair  but  may  either  walk  or  lie  down  with 
legs  elevated. 

Heparinization  is  continued  until  signs  and 
symptoms  have  abated  or  for  at  least  seven  to 
ten  days.  At  that  time  the  patient  can  be  given 
dicoumarin  derivatives  for  two  to  four  weeks 
or  can  be  maintained  on  concentrated  forms 
of  heparin.  They  can  administer  this  to  them- 
selves as  if  taking  insulin.  Initially  200  mg 
every  24  hours  for  one  week  can  be  given. 
During  another  subsequent  two  weeks  this 
dosage  can  be  given  at  48  hour  intervals.  This 
dosage  will  probably  not  prolong  clotting 
times  but  should  give  an  antithrombogenie 
effect.  For  those  patients  who  are  known  to 
have  recurrent  episodes  of  venous  and  arterial 
thrombosis,  strong  consideration  should  be 
given  to  maintaining  them  on  long  term 
heparinization  indefinitely.  The  Ries  Bio- 


logicals  Inc.  of  Los  Angeles,  California  has  an 
excellent  program  for  supplying  patients  by 
airmail  with  heparin  and  disposable  syringes 
for  self  administration  at  a nominal  cost. 

Comment 

It  is  inevitable  that  in  some  of  these  patients 
hemorrhage  will  develop  from  the  wound  or 
a hematoma  in  it  if  heparinization  is  adequate. 
It  has  been  necessary  to  keep  these  patients 
heparinized  with  a clotting  time  of  at  least 
twice  the  normal  value  to  prevent  recurrence 
of  thrombosis.  The  wound  in  the  leg  is  made 
as  small  as  possible  and  meticulous  hemo- 
static technique  is  practiced.  Hemorrhage 
from  areas  other  than  from  the  operative  site 
such  as  a peptic  ulcer  must  be  anticipated. 
The  presence  of  such  an  area  known  before- 
hand would  negate  this  mode  of  therapy. 
Lymphorrhea  is  an  uncommon  complication 
and  usually  avoided  by  placing  the  incision  in 
a vertical  direction. 

Although  there  is  presently  an  enthusiasm 
for  this  procedure,  there  are  still  many  sur- 
geons who  have  had  a great  deal  of  experi- 
ence in  this  field  who  are  yet  doubtful  of  its 
effectiveness  and  safety.  One  must  remember 
that  thrombectomy  in  the  iliofemoral  veins 
cannot  be  compared  to  embolectomies  in  the 
femoral  arteries.  The  cause  of  embolization  to 
the  extremity  arteries  is  usually  due  to  diffi- 
culty in  some  other  part  of  the  vascular  sys- 
tem such  as  a left  atrium  which  is  fibrillation. 
The  arteries,  though  they  may  show  evidence 
of  arteriosclerosis,  have  merely  been  the  end 
of  the  line  for  emboli  from  other  sites.  When 
dealing  with  venous  thrombi,  however,  one 
might  be  dealing  with  a vessel  which  is  in- 
trinsically diseased  and  will  continue  to  be 
so  after  the  thrombus  has  been  removed.  This 
may  well  lead  to  early  or  late  reformation  of 
a thrombus  which  again  will  introduce  the 
hazard  of  a pulmonary  embolus.  For  this  rea- 
son femoral  vein  interruption  with  throm- 
bectomy has  been  advocated.7  Certainly  there 
are  firm  indications  for  vena  caval  ligation 
and  these  must  not  go  unheeded.  This  pro- 
cedure in  no  way  should  replace  vena  caval 
ligation  for  the  patient  who  has  had  a pulmon- 
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ary  embolus  and  is  threatened  by  subsequent 
ones. 

Time  alone  will  tell  whether  the  late  results 
of  this  procedure  will  be  more  impressive  than 
those  of  other  modes  of  therapy.  If  in  the  five 
to  ten  year  periods  following  thrombectomy, 
these  patients  have  a significantly  lower  in- 
cidence of  swollen  extremities,  dermatitis,  and 
leg  ulcers,  it  will  have  proven  its  usefulness. 
It  will  be  a great  day  when  preventive  meas- 
ures have  been  developed  effectively  enough 
to  make  methods  of  treatment  obsolete. 

Summary 

Thrombectomy  for  acute  iliofemoral  venous 
thrombosis  combined  with  systemic  hepa- 
rinization is  a safe  method  of  therapy  and 
effective  if  carried  out  early  after  the  onset 


of  thrombosis.  The  primary  purpose  of  per- 
forming this  operation  is  to  remedy  the  oc- 
cluded venous  system  and  obviate  the 
sequelae  of  the  postphlebitic  extremity.  The 
diagnosis  of  this  condition  is  usually  made 
clinically  when  a patient  develops  acutely  an 
edematous  and  discolored  extremity  with  dis- 
tended peripheral  veins.  Confirmation  of 
venous  thrombosis  can  be  accomplished  with 
venous  pressure  determinations  and  veno- 
grams. 

The  operation  has  wide  clinical  application. 
Only  those  patients  for  whom  heparinization 
is  hazardous  and  those  who  have  a short  life 
expectancy  are  excluded.  The  technique  of 
the  operation  and  the  program  of  anticoagula- 
tion are  described  in  detail. 
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A CASE  REPORT 
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The  recognition  of  cancer  of  the  cervix 
during  pregnancy  is  rare.  It  presents 
a problem  of  treatment  that  has  been 
managed  in  various  ways  by  different  authori- 
ties. In  a review  of  4,562  patients  with  cancer 
of  the  cervix  admitted  to  the  Roswell  Park 
M emorial  Institute,  it  was  found  that  36  pa- 
tients (0.7%)  presented  with  a complicating 
pregnancy.1  In  the  American  radiological 
literature  between  1948  and  1957  there  is 
only  one  reference  to  an  article  discussing  the 
complications  of  pregnancy  accompanying 
carcinoma  of  the  cervix  and  this  was  an  ab- 
stract from  an  article  from  the  Swedish  litera- 
ture.2 The  postpartum  discovery  of  carcinoma 
of  the  cervix  is  more  common.  Of  the  4,562 
cases  reported  at  Roswell  Park,  there  were  88 
(17%)  cases  discovered  within  one  year  after 
delivery,  the  majority  being  discovered  in  less 
than  3 months. 

Aside  from  certain  moral  or  religious  prohibi- 
tions toward  therapeutic  abortion,  the  general 
policy  relative  to  the  treatment  techniques  in 
carcinoma  of  the  cervix  complicating  preg- 
nancy depends  to  a great  extent  upon  the 
viability  of  the  fetus  at  the  time  of  the  dis- 
covery. In  those  cases  discovered  prior  to 
viability  the  usual  approach  is  administration 
of  external  radiation  to  the  pelvis  followed  by 
intracavitary  radium  therapy.  Usually  within 
approximately  three  weeks  after  x-ray  therapy 
spontaneous  abortion  occurs,  although  this 
has  been  known  to  occur  within  one  week.3 
Occasionally,  in  the  presence  of  a bulky  tumor 


of  the  cervix  or  for  some  unknown  physio- 
logical reason,  hysterotomy  is  necessary. 
When  one  is  certain  of  the  viability  of  the 
fetus,  the  usual  approach  is  delivery  by 
cesarean  section  followed  by  the  usual  intra- 
cavitary radium  therapy  and  external  roentgen 
therapy. 

The  complication  of  pregnancy  con- 
comitant with  carcinoma  of  the  cervix  is 
usually  considered  to  be  of  grave  prognostic 
import  to  the  mother,  although  in  a Swedish 
review  of  three  cases.2  there  was  a report  of 
7 year  survival  of  the  mother  and  child  in 
two  of  the  three  cases.  The  rarity  of  the  com- 
bination of  cervix  carcinoma  and  pregnancy 
is  such  that  statistically  significant  survival 
figures  cannot  be  obtained. 

In  1954,  the  Department  of  Radiology  at 
the  Self  Memorial  Hospital  was  fortunate  to 
have  referred  to  it  a case  of  carcinoma  of  the 
cervix  complicated  by  pregnancy  of  6.5 
months  duration.  The  referring  obstetrician 
felt  that  the  fetus  was  not  yet  at  a viable 
stage.  It  was  his  opinion  that  another  month 
of  gestation  would  be  necessary  to  insure 
viability.  As  a result  of  this  borderline  con- 
dition of  the  fetus  we  managed  this  case  in  a 
rather  unusual  manner,  which  we  felt  might 
be  of  general  interest.  A case  report  follows: 

D.S.  a 26  year  old  para  5,  gravida  7 was  admitted 
to  the  service  of  Dr.  J.  Furman  Daniel  on  December 
1,  1954.  Pelvic  examination  was  consistent  with  a 
pregnancy  of  6.5  months  (32  weeks).  Detailed 
evaluation  of  the  cervix  revealed  an  ulcerating, 
exophytic  lesion  of  the  cervix  at  the  12  o’clock  radius. 
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TABLE  1 

THERAPY  FACTORS 

1)  INTRACAVITARY  CONE  THERAPY 

120  Kv.  10  Ma.  Dist:  20  cm.,  Filter:  3 mm. 
Aluminum,  Half  value  layer  3 mm.  Al. 

2)  CONVENTIONAL  ROENTGEN  THERAPY 
250  Kv.  15  Ma.  Dist:  50  cm.,  Filter  0.66  Sn  + 
0.25  Cu  + 1 Al  Half  Value  Layer  3 mm.  Cu. 


An  ulceration  of  the  cervix  measuring  5 mm  was 
also  present  at  the  1 o’clock  radius.  The  cervix  was 
eroded  and  bleeding,  with  purulent  exudative  dis- 
charge extending  from  the  11  o’clock  radius  to  the 
6 o’clock  radius. 

Multiple  biopsies  of  the  cervix  revealed  highly 
anaplastic  epidermoid  carcinoma  from  the  12  o’clock 
radius  of  the  cervix.  All  specimens  showed  evidence 
of  extensive  cervicitis.  Confirmation  of  our  patholo- 
gist’s0 opinion  was  sought  by  submitting  the  slides  to 
three  pathologists  at  different  institutions.00  All  three 
pathologists  concurred  in  the  diagnosis  of  epider- 
moid carcinoma  of  the  cervix. 

After  consultation  with  members  of  the  Department 
of  Obstetrics  and  Gynecology,  we  concluded  that  the 
fetus  lacked  approximately  one  month  until  viability 
could  be  reasonably  assured.  At  this  time  we  realized 
the  importance  of  preserving  the  fetus  from  radia- 
tion during  this  stage  of  gestation  although  we  were 
concerned  about  the  possible  compromise  to  the  wel- 
fare of  the  mother  incurred  by  waiting  one  month 
before  beginning  treatment  of  the  cervical  neo- 
plasm. Pelvimetry  revealed  a frank  breech  presenta- 
tion with  normal  pelvic  measurements. 

On  December  3 we  considered  the  possibility  of 
displacing  the  fetus  manually  into  the  fundus  of  the 
uterus  by  external  manipulation.  At  that  time,  on 
an  abdominal  x-ray  film  we  demonstrated  that  the 
fetal  buttocks  could  be  displaced  at  least  10  cm 
above  and  to  the  right  of  the  cervical  os  by  external 
pressure  on  the  fetus  during  filming.  We  therefore 
planned  to  treat  the  cervix  locally  with  intracavitary 
cone  x-ray  therapy  directed  obliquely  toward  the 
left  side  while  the  fetus  was  being  displaced  upward 
and  toward  the  right  side.  Calculations  and  dia- 
grams revealed  that  the  fetus  would  receive  an  in- 
significant amount  of  radiation  during  this  procedure. 
Therefore,  we  pursued  therapy  in  this  manner, 
reasoning  that  the  local  roentgen  therapy  to  the 
cervix  would  perform  a delaying  action  with  respect 
to  the  primary  cervical  tumor  and  w’ould  attenuate 
any  cells  which  might  tend  to  escape  from  the  pri- 
mary lesion  while  we  awaited  viability  of  the  fetus. 
We  instituted  a course  of  intracavitary  cone  therapy 
between  December  7 and  December  17,  delivering 
3000  r (in  air)  obliquely  to  the  cervix. 


“Allen  Mullins,  M.  D. 
Augusta,  Georgia 
0 "Garfield  Memorial  Hospital 
Greenville  General  Hospital 


At  8:10  A.  M.  on  December  28  the  patient  was 
delivered  of  a normal  male  premature  infant  weigh- 
ing 5 lb.  9 oz.  Delivery  was  by  cesarean  section 
performed  by  J.  Furman  Daniel,  M.  D. 

Following  delivery,  external  roentgen  therapy  was 
started  on  January  1,  1955,  the  therapy  being 
divided  into  two  courses.  During  the  interval  between 
courses  of  roentgen  therapy,  intracavitary  radium 
treatment  was  initiated  on  January  11.  The  Ernst 
applicator  was  used,  embodying  three  uterine  sources 
and  six  colpostatic  sources  each  containing  10  mg 
of  radium  for  a total  of  66  hours.  External  radiation 
therapy  to  the  pelvis  was  completed  on  February  11 
with  2,000  r (in  air)  being  delivered  to  each  of  two 
anterior  pelvic  portals  (10  x 15  cm)  and  two 
posterior  pelvic  portals  (10  x 15  cm). 

The  Total  Depth  doses  were  calculated  to  be  as 
noted  in  Table  2.  Following  radiation  therapy  no  com- 
plications or  untoward  effects  on  the  baby  have  been 
noted.  At  the  present  time  the  child  is  a normal 
healthy  male  10  years  of  age  and  the  mother  has 
done  quite  well. 

Summary 

A brief  review  of  the  world  literature  con- 
cerning carcinoma  of  the  cervix  complicating 
pregnancy  is  made.  A case  report  of  a 26  year 
old  multipara  with  pregnancy  complicated 
by  carcinoma  of  the  cervix  is  reviewed.  The 
discovery  of  the  complication  was  made  at  the 
early  part  of  the  last  trimester  of  pregnancy 
at  which  time  it  was  felt  that  the  fetus  was 
nonviable.  Consequently,  a novel  approach 
was  devised  designed  to  permit  radiation 
therapy  to  the  mother  without  harm  to  the 
baby.  Local  intracavitary  cone  therapy  was 
directed  obliquely  to  the  primary  lesion  in  an 
attempt  to  prevent  further  progress  of  the 
disease  and  to  attenuate  anv  cells  which 

J 

might  escape  while  the  fetus  was  being  given 
time  to  gain  viability.  Uneventful  cesarean 
section  was  followed  by  the  usual  intracavi- 
tary radium  therapy  plus  external  conventional 
radiation  therapy.  This  treatment  approach 


TABLE  2 

Local  Superficial  therapy  to  the  cervix  ( Dec.  7 to 
Dec.  17)  1980  r. 

External  pelvic  deep  therapy  (Jan.  4 to  Feb. 
11)  1520  r 

Radium  therapy  (6,040  mgm.  hours) 


(Jan 


11  to  Jan.  13) 
Point  A 
Point  B 
Cervix 
Bladder 
Rectum 


Depth  Dosage. 
5827  r ( Gamma ) 

1874  r (Gamma) 

19206  r (Gamma) 

1980  r ( Gamma  ) 

21 12  r ( Gamma ) 
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has  resulted  in  a 10  year  survival  of  mother  either.  The  mother  and  child  are  living  and 
and  child  without  untoward  complication  in  healthy  at  this  time. 
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Rubella  syndrome  and  thrombocytopenic  purpura  in 
newborn  infants:  Clinical  and  virologic  Observations — 
J.  E.  Banatvala  et  al  (Yale  University  School  of  Medi- 
cine, New  Haven,  Conn.)  New  Eng  J Med  273:474 
(Aug.  26)  1965. 

Following  the  recent  epidemic  of  rubella  in  the 
United  States,  an  investigation  was  conducted  on 
infants  delivered  at  the  Grace-New  Haven  and  nearby 
hospitals;  these  infants  were  in  utero  during  the  course 
of  the  epidemic.  A number  of  infants  were  born  with 
congenital  anomalies  characteristic  of  the  rubella  syn- 
drome, viz,  various  heart  lesions,  cataracts,  and  other 
defects.  A striking  new  finding  in  these  infants  was  a 
high  incidence  of  thrombocytopenic  purpura,  exhibited 
by  65%  of  infants  studied  in  the  present  series. 
Seventeen  of  20  infants  with  the  rubella  syndrome 
and  four  of  14  normal  infants  whose  mothers  had 
rubella  during  pregnancy  were  found  to  be  shedding 
virus  in  their  throats  in  early  infancy.  Two  affected 
infants  still  have  positive  throat  swabs  at  3 and  4% 
months  of  age.  Virus  has  also  been  recovered  from 
conjunctival  swabs  of  three  of  five  infants  with  cata- 
racts, and  from  multiple  tissues  collected  postmortem 
in  one  infant  who  died  suddenly  at  6 Vz  weeks  of  age. 
Infants  with  the  rubella  syndrome  are  sources  of  con- 
tagion and  have  infected  nurses  and  other  hospital 
personnel  coming  in  contact  with  them  and  becoming 
potential  sources  of  rubella  infection  themselves. 


The  Mallory -Weiss  syndrome:  A common  cause  of 
upper  gastrointestinal  bleeding — R.  F.  Wells  (Wil- 
liam Beaumont  General  Hosp.,  El  Paso,  Tex.) 
Gastroint  Endosc  12:26-29  (Aug)  1965. 

Hematemesis  after  an  attack  of  violent  retching  or 
vomiting  has  come  to  be  known  as  the  Mallory-Weiss 
syndrome.  This  entity  has  been  considered  an  unusual 
cause  of  upper  gastrointestinal  bleeding.  The  pre- 
operative or  antemortem  diagnosis  has  been  thought 
impractical  and  the  prognosis  has  generally  been  con- 
sidered grim.  This  report  is  based  on  553  esophago- 
gastroscopies  performed  on  536  patients.  Of  these,  102 
were  patients  with  upper  gastrointestinal  bleeding.  In 
13  of  the  bleeding  patients,  the  diagnosis  of  Mallory- 
Weiss  syndrome  was  established  by  gastroscopy.  There 
were  no  deaths  in  this  group  and  operative  inter- 
vention was  necessary  in  only  three  patients.  The 
pathophysiology  of  this  syndrome  is  discussed. 


On  Munchausen’s  syndrome — P.  Bursten  (VA 
Hosp.,  West  Haven,  Conn.)  Arch  Gen  Psychiat 
13:261  (Sept.)  1965. 

Munchausen’s  syndrome  is  described  as  having 
three  main  features — the  dramatic  presentation  of 
medical  complaints  which  often  leads  to  painful  or 
mutilative  procedures,  pseudologia  fantastica,  and 
wandering  from  place  to  place.  Some  light  on  the 
dynamics  of  this  bizarre  syndrome  is  shed  by  con- 
sidering it  as  a special  case  of  imposture.  In  contrast 
to  other  imposters  who  pretend  to  be  heroes,  these 
patients  pretend  to  be  victims.  The  importance  of 
pretense  as  a means  of  warding  off  anxiety  is  dis- 
cussed. The  reversal  of  the  hero-victim  role  is  de- 
scribed in  terms  of  the  dynamics  of  masochism.  There 
is  evidence  that  these  patients  have  reversed  subject 
and  object  and  that  either  through  imposture  or 
through  fantasy  life,  they  gratify  a desire  to  be  some- 
one else.  These  dynamics  lead  to  some  speculations 
about  treatment  approaches. 


Control  of  hospital  staphylococci — E.  J.  Stokes  et  al 
(University  College  Hosp.,  London)  Lancet  2:197- 
201  (July  31)  1965. 

A study  of  staphylococcal  infection  and  carrier- 
rates  in  a large  general  hospital  during  four  years 
showed  that  infection-rates  caused  by  antibiotic-re- 
sistant strains  were  related  to  the  number  of  nasal 
carriers  of  tetracycline-resistant  strains  admitted  to 
the  wards.  Recognition  and  treatment  of  nasal  carriers 
of  resistant  strains  in  patients  and  staff  on  entering 
the  hospital  community  was  followed  by  reduced  in- 
fection-rates arising  from  resistant  strains  with  no 
corresponding  increase  of  infection  by  sensitive 
strains.  The  number  of  carriers  of  resistant  strains  ad- 
mitted to  the  wards  was  related  to  the  frequency  of 
previous  hospital  admission  and  average  duration  of 
stay,  and  varied  greatly  in  different  categories  of  pa- 
tients. The  results  of  this  investigation  in  no  way 
diminish  the  importance  of  good  aseptic  technique. 
Wounds  can  be  kept  free  of  infection,  even  when  the 
load  of  cocci  is  high,  if  aseptic  technique  is  rigidly- 
observed,  but  minor  lapses  are  more  likely  to  result 
in  infection  when  there  are  many  resistant  cocci  in 
the  ward. 
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I.  Introduction 

Hyperbaric  oxygen  therapy  (OHP)  in 
various  fields  of  medicine  is  receiving 
a considerable  amount  of  attention 
around  the  world.1  Placing  a patient  in  an 
environment  of  increased  atmospheric  pres- 
sure ( two,  three,  or  more  atmospheres  ab- 
solute; 15,  30,  or  more  PSI  gauge)  and  ad- 
ministering 100%  oxygen  increases  the  partial 
pressure  of  oxygen  ( P02 ) in  the  alveoli, 
fifteen  times  as  great  as  air  (20%  oxygen)  at 
one  atmosphere.  Because  of  the  diluting  effect 
of  nitrogen,  C02  and  water  vapor,  the  normal 
alveolar  P02  when  one  is  breathing  air  at  one 
atmosphere  pressure  is  approximately  100  mm 
Hg  but  when  one  breathes  100%  oxygen  at 
three  atmospheres  pressure,  the  diluting  effect 
of  nitrogen  is  essentially  eliminated  while  the 
pressure  of  C02  and  of  water  vapor  in  the 
alveoli  does  not  increase.  The  alveolar  P02 
in  healthy  lungs,  therefore,  should  approach 
2200  mm  Hg.  Although  this  greatly  increased 
alveolar  P02  does  not  add  much  oxygen  to  the 
normally  almost  fully  saturated  arterial  hemo- 
globin, each  additional  atmosphere  of  oxygen 

The  opinions  or  assertions  contained  herein  are  those 
of  the  authors  and  are  not  to  be  construed  as  official 
or  reflecting  the  views  of  the  Navy  Department  or  the 
naval  service  at  large. 


pressure  causes  an  additional  2.36  ml  oxygen 
to  be  dissolved  in  each  100  ml  of  plasma. 
The  increased  arterial  PO_.  and  the  resulting 
large  diffusion  gradient  across  the  capillary 
wall,  together  with  the  added  amount  of 
oxygen  carried  by  the  blood,  causes  a more 
complete  oxygenation  of  the  body  tissues  and 
produces  an  increase  in  the  body’s  oxygen 
content.  OHP  might  be  useful,  therefore,  in 
any  condition  in  which  an  increased  blood  or 
tissue  oxygenation  is  desired  and  especially 
where  cellular  hypoxia  is  causing  death  of 
tissue.  OHP  has  thus  far  been  used  with  some 
success  in  the  following  conditions: 

1.  Therapy  of  malignant  neoplasms. 

2.  Treatment  of  carbon  monoxide  intoxica- 
tion. 

3.  Cardiovascular  surgery,  especially  in  chil- 
dren with  congenital  heart  disease. 

4.  Treatment  of  anaerobic  infections,  es- 
pecially gas  gangrene. 

5.  Treatment  of  myocardial  infarction. 

6.  Trauma  cases. 

7.  Peripheral  vascular  insufficiency. 

8.  Treatment  of  shock. 

9.  Decompression  of  divers. 

Other  reported  or  suggested  uses  of  OHP 
include: 

1.  Treatment  of  intestinal  obstruction  with 
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bowel  distention. 

2.  Resuscitation  of  hypoxic  newborn. 

3.  Cerebral  ischemia  (thrombosis). 

4.  Treatment  of  leprosy  and  tuberculosis. 

5.  Treatment  of  pulmonary  emphysema.6'"5 

OHP  is  not  without  certain  dangers,  how- 
ever. Prolonged  exposure  to  increased  pres- 
sures of  oxygen  has  been  shown  to  cause  pul- 
monary irritation  and  hemorrhage  in  animals 
and  generalized  convulsions  in  both  animals 
and  man.  There  is  evidence  that  in  humans  it 
may  produce  atelectasis,  capillary  congestion 
and  proliferation,  diffuse  fibrosis,  edema,  and 
thickening  of  alveolar  membrances.68'80  Don- 
ald and  others  have  demonstrated  that  toler- 
ance to  OHP  varies  greatly  from  person  to  per- 
son, in  the  same  person  from  day  to  day  and 
with  work  and  with  rest.88’  78  In  a US  Naval 
study  involving  exposure  of  resting  subjects  to 
99.6f/<  oxygen  there  were  no  symptoms  of 
oxygen  toxicity  during  exposures  for  two  hours 
at  60  feet  of  depth  (2.8  atmospheres  abso- 
lute), but  at  100  feet  (4.0  atmospheres  abso- 
lute) for  one  hour  symptoms  developed  in  23 
of  26  subjects.  There  has  also  been  some  evi- 
dence of  Of  IP-induced  brain  damage  and 
residual  paralysis  in  animals.72'74  Another  po- 
tential problem  is  that  the  increased  amounts 
of  oxyhemoglobin  in  venous  blood  are  less 
efficient  in  tissue  C02  removal  possibly 
resulting  in  acidosis.76 

Simple  exposure  to  increased  pressure  car- 
ries some  risk  of  such  conditions  as  baro- 
trauma ( consisting  largely  of  pain  and  hemor- 
rhage) to  middle  ear  and  paranasal  sinus  cavi- 
ties, decompression  sickness  (“bends”)  and 
arterial  gas  embolism.78  The  risk  can  be  mini- 
mized by  careful  adherence  to  standard  US 
Navy  Decompression  Tables.66  If  during  de- 
compression, the  air-way  in  a portion  of  the 
lungs  becomes  obstructed,  causing  localized 
trapping  of  gas,  alveolar  rupture  may  ensue 
allowing  escape  of  gas  and  result  in  medi- 
astinal and  subcutaneous  emphysema  or 
pneumothorax.  Even  more  dangerous  is  the 
possibility  that  gas  will  enter  ruptured  pul- 
monary vessels  creating  arterial  gas  bubbles 
which  may  lead  to  embolic  phenomena  in  the 
brain.  Examination  and  screening  of  attendant 


personnel  and  careful  maintenance  of  good 
pulmonary  ventilation  during  decompression 
reduce  the  likelihood  of  this  occurrence.  Of 
the  general  population  about  5'/  prove  to  be 
unable  to  undergo  compression  because  of  in- 
ability to  equalize  pressure  in  the  middle  ear 
or  paranasal  sinuses.3 

II.  Review  of  Tetanus 

OHP  has  been  used  in  the  treatment  of 
tetanus  which  is  a well  known  neuromuscular 
disorder  caused  by  the  exotoxin  of  the  strict 
anaerobe  Clostridium  tetani.  Tetanus  toxin  is 
the  second  most  powerful  poison  known.  In 
general  the  development  of  tetanus  requires 
an  area  of  devitalized  tissue  where  oxygen 
tension  is  low  and  redox  potentials  are  appro- 
priate for  toxigenesis  and  growth  of  the  organ- 
ism. The  infection  per  se  is  rarely  a problem 
and  remains  well  localized.  Bianchi  estimated 
in  1961  that  50,000  cases  of  tetanus  occur 
throughout  the  world  annually,  and  in  the 
United  States  there  are  about  500  cases  each 
year.  " The  incidence  is  highest  in  the  South 
and  in  children  of  less  than  one  year,  who 
represent  the  most  commonly  affected 
group  ( about  one  third  of  cases  in  the 
USA).S0,S1  Mortality  in  tetanus  varies  from 
the  highest  of  80  to  90  per  cent  to  the  lowest 
of  10  per  cent  with  average  figures  in  the 
range  of  40  to  50  per  cent.7"'86 

The  rationale  for  use  of  OHP  in  the  treat- 
ment of  tetanus  is  based  on  three  considera- 
tions: 1 ) that  increased  PO^  may  have  a direct 
effect  on  the  toxin,  2)  that  there  should  be  an 
inhibitory  effect  by  increased  P02  on  the 
growth  of  the  organisms  and  further  elabora- 
tion of  toxin,  and  3)  that  anoxia  is  an  ac- 
companying feature  of  the  disease  and  may  be 
improved. 

It  is  known  that  the  tetanolysin  portion  of 
tetanus  toxin  is  oxygen  labile87  and  should 
readily  be  inactivated  by  OHP,  however  this 
toxin  is  not  responsible  for  the  clinical  syn- 
drome of  tetanus.  Oxidation  of  toxin  by  ex- 
posure to  daylight  or  oxidants  is  said  to  dimin- 
ish toxicity."8'101  Brummelkamp  and  his  co- 
workers, interested  in  testing  the  effects  of 
OHP,  oxygenated  tetanus  toxin  by  bubbling 
oxygen  through  it  for  two  hours  at  one  atmos- 
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phere  absolute  and  at  three  atmospheres  abso- 
lute.103 They  were  unable  to  show  any  dimin- 
ishing of  its  toxicity  for  mice.  Similar  results 
were  obtained  by  van  Zijl.104  Incubation  of 
toxin  with  tissue  extracts10'  and  peptones07  re- 
sults in  a “potentiation”  of  toxicity  which  may 
be  due  to  a protective  effect  against  oxidation 
not  present  in  controls. 

Clostridium  tetani  is  a strict  anaerobe 
and  in  burns,  crushed  muscles,  and  other 
wounds  an  anaerobic  state  with  low  redox 
potentials  may  exist  and  allow  multiplication 
of  tetanus  organisms  and  elaboration  of  toxin. 
If  these  areas  can  be  oxygenated  the  organism 
should  be  inhibited,105  and  the  work  with  gas 
gangrene,27"35  a closely  analogous  situation  in 
this  respect,  indicates  this  is  possible.  It  should 
be  noted  that  in  tetanus  as  contrasted  with  gas 
gangrene  the  infection  per  se  is  usually  of  little 
significance  and  the  exotoxin  is  responsible  for 
the  grave  clinical  situation.  Additionally,  it  has 
been  shown  that  penicillin  causes  Clostridium 
tetani  to  disappear  from  wounds  more  rapidly, 
but  no  improvement  in  prognosis  was  estab- 
lished,10'1' 107  throwing  doubt  on  the  exact  role 
of  continued  toxin  production  in  already 
established  tetanus. 

Anoxia  is  a common  concomitant  of  tetanus 
and  many  authors  feel  that  respiratory  in- 
adequacy and  arrest  are  the  most  significant 
contributions  to  death.108"110  It  might  therefore 
seem  reasonable  to  use  OHP  in  correction  of 
this  problem. 

OHP  has  been  used  to  treat  tetanus  in 
humans  and  in  animals.32’ 103  Kelly,  et  al ,3L 
injected  mice  with  Clostridium  perfringens 
and  Clostridium  tetani  in  a crushed  muscle 
and  then  gave  OHP  at  three  atmospheres  ab- 
solute for  30  minutes  twice  daily  for  four  days. 
In  the  perfringens  (gas  gangrene)  group  there 
was  a 4%  mortality  as  compared  to  90% 
mortality  in  the  controls.  Improvement  in 
mortality  resulted  only  if  treatment  was  given 
early  and,  if  given  after  18  hours  there  was  no 
change  in  mortality.  In  the  group  injected  with 
tetanus,  using  the  same  technique,  there  was 
no  improvement  in  the  survival  of  treated  ani- 
mals as  compared  with  controls.  Both  Brum- 


melkamp  and  van  Zijl’s  work  is  in  substantial 
agreement  with  these  findings.103’ 104  This  indi- 
cates in  a dramatic  way  that  tetanus  is  a differ- 
ent pathophysiological  situation  from  gas 
gangrene  and  that  the  encouraging  results  in 
OHP  treatment  of  gas  gangrene  do  not  apply 
directly  to  tetanus. 

There  are  published  reports  of  the  OHP 
therapy  of  23  tetanus  cases,  all  of  which  were 
treated  in  chambers  compressed  with  air,  and 
with  oxygen  administered  by  mask  or  endo- 
tracheal tube.  Pascale,  et  al,13*’ 130  in  Chicago 
have  reported  nine  cases  with  mild  to  severe 
tetanus.  Their  usual  mode  of  administering 
OHP  consisted  of  two-hour  treatments  at  three 
atmospheres  absolute  with  the  patient  breath- 
ing 85-95%  oxygen  for  periods  of  15  to  30 
minutes,  with  one  to  three  minute  intervals  of 
breathing  chamber  air.  Decompression  was 
according  to  an  unspecified  modification  of 
standard  U.  S.  Navy  decompression  tables. 
The  number  of  treatments  varied  from  one 
case  to  another,  as  few  as  two  and  as  many  as 
seven  were  used.  Most  of  their  patients  were 
also  treated  with  tetanus  antitoxin,  antibiotics, 
barbiturates  and  muscle  relaxants.  Improve- 
ment was  noted  following  each  OHP  treat- 
ment and  consisted  of  some  reduction  in  rigid- 
ity, decrease  in  trismus  and  dysphagia,  and  de- 
creased frequency  of  spasms.  The  improve- 
ment in  some  cases  was  transient  after  the  first 
treatments,  but  became  more  lasting  after  sub- 
sequent ones.  One  patient  with  mild  tetanus 
was  treated  early  after  onset,  and  no  drugs  or 
antitoxin  were  used;  OHP  was  the  sole  ther- 
apy. She  improved  rapidly  and  was  discharged 
after  seven  days’  hospitalization.  This  is  con- 
siderably shorter  than  the  average  23-25  day 
duration  of  significant  symptomatology  in 
tetanus  patients.83  Of  the  nine  patients,  one 
died  with  acute  bacterial  endocarditis  with 
emboli  in  the  brain  and  kidney.  At  least  two 
others  showed  evidence  of  pulmonary  irrita- 
tion infection  with  tracheobronchitis. 

Winkel  and  Kroon"1  report  that  of  the  11 
tetanus  cases  seen  by  them  during  the  12- 
month  period  from  July,  1962  through  June, 
1963,  they  used  OlIP  in  seven,  including  one 
with  neonatal  tetanus. 
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Their  treatment  method  is  patterned  after 
that  of  Boerema  and  Brnmmelkamp  (q.v. ), 
and  they  gave  from  three  to  seven  treatments. 
Their  patients  also  received  tetanus  antitoxin, 
antibiotics,  sedatives,  and  muscle  relaxants. 
OHP  produced  a decrease  in  spasms,  a reduc- 
tion in  rigidity,  and  diminished  excitability  by 
exteroceptive  and  proprioceptive  stimuli.  No 
effect  was  noted  upon  excitability  by  visceral 
stimuli.  A purulent  bronchitis  was  encountered 
in  four  patients,  one  of  whom  died  on  the 
fifth  day  in  pulmonary  insufficiency.  Post- 
mortem examination  revealed  bilateral  lower 
lobe  lung  abscesses.  Similar  signs  of  purulent 
bronchitis  were  noted  in  two  staff  members 
who  were  repeatedly  subjected  to  OHP. 

Brummelkamp  reports  seven  cases,103  in- 
cluding two  neonates,  treated  with  OHP  fol- 
lowing the  method  used  by  Boerema  in  gas 
gangrene  cases.  This  method  consists  of  seven 
treatments  over  three  days  with  three  treat- 
ments during  the  first  24  hours.  Each  treat- 
ment consists  of  90  min.  at  three  atmospheres 
absolute  (20  meters  depth),  and  decompres- 
sion by  gradual,  ten-minute  ascent  to  6 meters, 
remaining  at  the  6-meter  stop  for  15  min.,  then 
spending  ten  minutes  at  the  3-meter  stop,  then 
surfacing.  Two  of  these  cases  were  mild  and 
five  were  severe.  They  received  tetanus  anti- 
toxin, antibiotics,  chloral  hydrate,  barbiturate, 
and  in  most  cases  small  doses  of  curare.  OHP 
produced  definite  improvement  of  trismus, 
and  was  possibly  of  some  benefit  in  reducing 
the  incidence  of  hyperpyrexia.  Brummelkamp 
mentions  the  lack  of  noticeable  effect  on  fre- 
quency of  cramps  or  on  rigidity  of  trunk  and 
extremities  in  some  cases.  Of  his  seven  cases, 
two  died — one  after  three  weeks  because  of 
massive  pneumonia,  and  the  other  after  10 
days  of  an  accidental,  unrelated  cause. 

The  noticeable  effects  of  OHP  in  tetanus  in 
general,  then,  seem  to  be  in  improvement  of 
some  aspects  of  the  muscular  rigidity  and 
spasms.  Accurate  evaluation  of  its  benefit  is 
made  very  difficult  by  the  simultaneous  ad- 
ministration of  sedatives  and  muscle  relaxants. 
Of  the  23  previously  reported  cases,  four  died 
and  some  evidence  of  pulmonary  irritation  or 


infection  was  reported  in  seven.  The  high  in- 
cidence of  bronchitis  in  Winkel  and  Kroon’s 
series,  and  its  occurrence  in  two  of  their  staff 
members,  suggests  possible  contaminants  in 
their  oxygen  or  chamber  atmosphere.  How- 
ever, a high  incidence  of  pulmonary  complica- 
tions is  reported  generally  in  tetanus  and,  in 
fact,  is  often  suggested  as  the  usual  direct 
cause  of  death.144'146  It  is  felt  that  if  OHP  is  to 
be  of  any  help  it  must  be  instituted  at  the 
earliest  possible  time.  It  seems  that  there  are 
reasons  to  look  hopefully  to  OHP  as  an  aid  in 
the  treatment  of  tetanus. 

III.  Report  of  Two  Cases 

In  the  following  cases,  the  respective  attending  phy- 
sicians consulted  medical  personnel  at  the  U.  S.  Naval 
Base,  ( Charleston,  South  Carolina, ) regarding  the 
use  of  a Navy  recompression  chamber  in  the  treat- 
ment of  the  patients.  In  each  case,  with  the  permission 
of  the  District  Medical  Officer,  there  was  dispatched 
to  the  scene  a portable,  double-lock  chamber  with 
two  complete  air  compressors,  six  to  eight  Navy  divers 
as  operators,  one  or  two  diving  Hospital  Corpsmen, 
and  a medical  officer  trained  in  submarine  and 
diving  medicine  (JSD  in  Case  1,  HP  in  case  2).  The 
chamber  is  essentially  cylindrical,  with  an  inside 
diameter  of  6 feet  6 inches.  The  main  portion  (“inner 
lock")  has  an  inside  length  of  9 feet  6 inches,  while 
the  “outer  lock”  is  4 feet  6 inches  long. 


Case  1:  (Figure  1)  The  patient,  a 47  year  old  un- 
conscious Negro  male,  was  brought  to  the  hospital  and 
had  risus  sardonicus,  trismus,  generalized  muscular 
hypertonicity,  and  opisthotonos.  Comments  obtained 
from  a friend  indicated  that  the  patient  had  started  to 
limp  two  days  previously  and  had  progressive  difficulty 
opening  his  mouth  on  the  day  of  admission.  The  pa- 
tient’s out-patient  record  showed  a previous  diagnosis 
of  bronchiectasis  and  mild  hypertension.  There  was  no 
record  of  his  having  been  immunized  against  tetanus. 
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Examination  upon  admission  revealed,  in  addition  to 
the  above,  hyperactive  deep  tendon  reflexes,  a few 
moist  rales  in  both  lung  bases,  a small  abscess  on  the 
right  foot,  and  generalized  muscular  rigidity.  Respira- 
tory difficulty  was  pronounced  and  during  the  initial 
examination  there  was  a severe  convulsion  with  pro- 
found laryngospasm.  Tracheostomy  was  promptly  per- 
formed and  the  abscess  was  subsequently  debrided. 

The  patient  was  then  placed  in  a quiet  room  and 
tetanus  antitoxin,  massive  doses  of  penicillin  intra- 
venously, hydrocortisone  acetate,  methocarbamol,  and 
amobarbital  to  control  convulsions  were  given. 

In  the  following  24  hours  the  general  condition 
deteriorated  and  the  patient  became  cyanotic  and 
moribund.  The  urine  output  in  this  period  was 
markedly  reduced.  The  patient  exhibited  weak, 
sporadic  spasms  similar  to  Type  D of  Kloetzel101 
(associated  with  a 97%  mortality). 

At  this  time  the  patient  was  placed  in  the  chamber 
with  an  attendant  and  pressurized  to  2.8  atmospheres 
absolute  (salt  water  depth  60  feet).  He  was  supplied 
with  aviator’s  oxygen  by  a demand  valve  through  a 
bubble  moisturizer  inside  the  chamber.  The  oxygen 
supply  line  was  connected  to  a cuffed  endotracheal 
tube  (cuff  inflated  with  saline)  via  a standard  anes- 
thetic fitting  through  which  exhalation  also  occurred, 
thus  minimizing  dead  space.  Every  15-20  minutes  the 
oxygen  was  disconnected  for  five  minutes  to  allow 
breathing  of  chamber  air  and  suctioning  of  the 
respiratory  passages.  Suction  was  performed  with  the 
Stevenson  Minuteman  Resuscitator,  which  functioned 
well  in  this  respect.  Six  persons  rotated  in  attending 
the  patient  in  the  chamber.  They  were  kept  within 
no-decompression  limits  by  use  of  the  repetitive  dive 
tables  from  the  US  Navy  Diving  Manual.65  The  pa- 
tient’s respiratory  exchange  seemed  adequate  with 
spontaneous  respiration,  and  cyanosis  improved 
promptly.  In  a short  time  some  reduction  in  muscle 
tonus  took  place  and  the  patient  seemed  somewhat 
improved.  Gradual  relaxation  of  muscular  rigidity 
continued.  No  signs  of  oxygen  toxicity  were  noted 
during  the  entire  period  of  treatment.  The  urine  out- 
put did  not  improve  despite  attempts  at  mannitol 
diuresis.  Fluid  balance  was  a considerable  problem 
due  to  large  insensible  losses.  The  hemoglobin  was 
7.8  Gm.  The  patient  received  electrolyte  solutions  and 
whole  blood  while  in  the  chamber,  but  no  further 
barbiturates  or  muscle  relaxants  were  required.  At 
one  time  small  amounts  of  metaraminol  were  again 
used  to  maintain  blood  pressure.  After  nine  hours  and 
33  minutes  of  treatment  muscular  relaxation  was  com- 
plete but  the  general  status  of  the  patient  otherwise 
was  essentially  unchanged  since  entering  the  chamber. 
Decompression  was  begun  according  to  the  US  Navy 
Standard  Air  Decompression  Table  For  Exceptional 
Exposures  assuming  a bottom  time  of  720  minutes  on 
air.  Very  slow  rates  of  ascent  were  utilized.  Total 
decompression  time  was  four  hours  and  thirty-seven 
minutes.  The  patient  tolerated  the  entire  procedure 


without  noticeable  ill  effects  of  oxygen  toxicity  or  de- 
compression sickness. 

After  being  removed  from  the  chamber,  the  pa- 
tient’s respiration,  blood  pressure,  and  pulse  remained 
steady  within  the  normal  range.  Auscultation  of  the 
heart  and  lung  fields  was  normal  except  for  a few 
moist  rales  which  had  been  present  on  admission. 
Tendon  reflexes  were  normoactive.  The  patient  was 
still  comatose.  Shortly  after  leaving  the  chamber  and 
while  being  examined,  cardiac  arrest  occurred.  Re- 
suscitation attempts  established  transient  idioventricu- 
lar rhythm  but  were  unsuccessful. 

Autopsy  performed  under  water  revealed  bilateral 
chronic  pyelonephritis,  cerebral  edema,  dilatation  of 
the  right  ventricle  and  pulmonary  edema.  There  was 
no  evidence  of  air  embolism  and  the  trachea  and 
bronchi  were  grossly  and  histologically  normal. 


Case  2:  (Figure  2)  A 12  year  old  Caucasian  girl, 
who  had  received  only  a single  DPT  immunization  at 
age  3,  stuck  a nail  into  her  left  foot  12  days  before  ad- 
mission. One  week  later  she  was  unable  to  open  her 
mouth,  and  later  had  a seizure  consisting  of  opistho- 
tonos and  muscle  spasm.  Her  symptoms  progressed 
and  she  was  hospitalized  8 days  after  injury,  an  ab- 
scess in  her  left  foot  was  incised  and  drained,  and  a 
tracheostomy  was  performed.  Her  temperature  spiked 
to  106 J,  an  additional  diagnosis  of  pneumonia  was 
made,  and  treatment  with  penicillin  and  tetracycline 
was  started.  Tetanus  antitoxin  (300,000  units)  was  ad- 
ministered over  a period  of  three  days.  When  trans- 
ferred to  a metropolitan  hospital  4 days  later  she  was 
comatose,  deeply  sedated,  had  nuchal  and  abdominal 
muscular  rigidity,  and  had  tetanic  spasms  of  the  neck 
and  extremities  when  stimulated.  While  a lumbar 
puncture  was  being  performed,  shortly  after  her 
transfer,  she  had  cardiac  arrest  and  was  resuscitated 
successfully.  Her  treatment  consisted  of  human  tetanus 
antitoxin,  barbiturates,  promethazine,  penicillin,  tetra- 
cycline, fluids  and  electrolytes,  surgical  drainage  of 
the  wound  in  the  left  foot,  intensive  nursing  care, 
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and  OIIP.  Her  respirations  were  spontaneous  but  shal- 
low and  while  on  the  intensive  care  ward  she  was 
maintained  with  an  Air  Shield  Respirator  on  40% 
oxygen  at  20  respirations  per  minute.  She  was  also 
kept  on  a hypothermia  blanket;  her  body  temperature 
was  erratic,  varying  from  95"  to  103  F.,  however  it 
did  not  exceed  100  after  her  fourth  hospital  day. 
Beginning  about  twelve  hours  after  admission,  she  was 
given  four  OHP  treatments  over  a period  of  about  48 
hours.  Each  treatment  consisted  of  spending  two  hours 
at  2.8  atmospheres  absolute  ( salt  water  depth  60  feet ) 
breathing  oxygen  for  15-20  minute  periods  separated 
by  3 or  4 minute  intervals  of  breathing  chamber  air. 
Oxygen  was  administered  via  tracheostomy  tube  by  a 
Stephenson  Minuteman  Resuscitator  ( first  three 
treatments)  or  a Bird  Respirator  (fourth  treatment). 
The  patient  was  accompanied  at  all  times  by  a 
medical  officer  or  a hospital  corpsman  or  both.  The 
patient  was  decompressed  at  all  times  by  the  standard 
Navy  table  for  air  dives  to  60  feet  for  120  minutes. 
Some  tachypnea  was  noted  during  each  of  the  treat- 
ments, and  during  the  last  treatment  the  respiratory 
rate  reached  58  per  minute.  It  remained  at  that  level 
despite  the  patient  s being  allowed  to  breathe  chamber 
air  during  the  last  15  minutes  at  60  feet.  About  six 
hours  after  the  second  treatment  her  irritability  and 
tremors  increased  until  she  began  convulsing  re- 
peatedly, and  over  a period  of  several  hours  she  was 
given  625  mg  of  thiopental  for  control  of  these  con- 
vulsions. During  the  subsequent  treatments  and  for 
some  hours  after  each  one,  there  seemed  to  be  a 
decrease  in  the  patient’s  rigidity  and  in  the  frequency 
of  her  spasms.  A fifth  treatment  was  cancelled  because 
considerable  improvement  had  been  noted  in  regard 
to  her  muscular  rigidity  and  it  had  become  increas- 
ingly apparent  that  the  patient’s  remaining  problem  at 
this  time  was  brain  damage.  Perforation  of  the  ear 
drums  was  present  after  the  second  OHP  in  spite  of 
prophylactic  use  of  phenylephrine  nose  drops.  On  the 
morning  of  the  third  hospital  day  the  left  lower  ex- 
tremity was  found  to  be  cold,  pale  and  pulseless,  but 
following  the  third  OHP  treatment  good  pulse,  color, 
and  warmth  returned.  Bowel  sounds  were  entirely 
absent  after  the  third  hospital  day  and  a flat  film  of 
abdomen  showed  a completely  airless  abdomen — pre- 
sumably because  of  nitrogen  being  replaced  by  oxygen 
which  was  then  absorbed.  Chest  x-ray  films  on  the 
first,  fourth,  and  fifth  hospital  days  showed  some 
consolidation  in  the  left  lung  base  and  a slight 
hyperaeration  of  the  left  upper  lobe  was  noted  on  the 
fourth  only.  A rising  serum  sodium  level  had  devel- 
oped and  there  was  uncertainty  about  just  what  role 
OHP  might  play  in  this  hypernatremia.  On  the  sixth 
hospital  day  there  was  a marked  rise  in  the  serum 
sodium  to  a peak  of  233  mEq/liter.  That  same  day 
her  blood  pressure  began  to  falter,  and  her  condition 
continued  to  deteriorate  until  she  died  early  on  the 
eighth  hospital  day.  Post-mortem  examination  revealed 
severe  edema  and  softening  of  the  brain,  broncho- 


pneumonia, and  normal  appearing  kidneys  and 
adrenals. 

The  actual  percentage  of  oxygen  inhaled  in  this 
case  probably  averaged  significantly  less  than  100% 
with  the  Stephenson  Resuscitator,  but  probably  ap- 
proached 100%  with  the  Bird  Respirator.  During  the 
third  OHP  treatment  laboratory  results  obtained  on 
the  patient’s  venous  blood  as  shown  in  Figure  2 re- 
vealed a relatively  low  hemoglobin  saturation  after 
one  hour  on  OHP  and  reinforced  the  impression  that 
the  patient  was  not  being  as  completely  oxygenated 
as  possible.  The  studies  unfortunately  were  not  re- 
peated at  the  time  of  the  fourth  treatment. 

Discussion 

In  both  these  cases  OHP  seemed  to  be  of 
benefit  in  the  reduction  of  rigidity  and  spasms. 
This  is,  of  course,  a clinical  judgement  based 
on  reflex  activity  and  observed  relaxation  of 
limb,  jaw,  neck,  and  trunk  musculature.  In 
both  these  cases  a previous  episode  of  anoxia 
(Case  1,  laryngospasm;  Case  2,  cardiac  arrest) 
of  unknown  severity  had  occurred  and  it  is 
possible  that  neurological  damage  from  this 
source  may  have  been  the  actual  cause  of 
muscle  relaxation.  The  temperature  of  106  in 
case  2 is  an  additional  possible  source  of 
neurological  damage.  In  case  2 however,  it  was 
noted  that  muscle  hypertonicity  tended  to  re- 
cur within  a few  hours  after  early  treatments 
and  this  speaks  for  a relaxant  effect  from 
OHP.  No  signs  of  oxygen  toxicity  were  noted 
in  these  cases  except  that  the  tachypnea  of 
case  2 might  be  ascribed  to  this  cause.66’ 143 
The  hypernatremia  in  case  2 and  uncertainty 
about  its  possible  relationship  to  OHP  was  a 
problem  and  contributed  to  the  decision  to 
discontinue  OHP  treatments.  The  value  of  any 
new  therapy  or  the  effect  of  any  potentially 
harmful  agent  is  extremely  difficult  to  assess 
when  used  in  moribund  patients  such  as 
these.141  This  is  even  more  so  in  a disease  such 
as  tetanus  where  there  is  rampant  disagree- 
ment as  to  the  relative  significance  of  conven- 
tional procedures  and  marked  differences  in 
mortality  figures  from  center  to  center  and 
from  time  to  time  with  more  or  less  identical 
therapeutic  regimes. 

The  authors  feel  that  there  are  facets  of 
these  cases  indicating  a beneficial  effect  of 
OHP  on  tetanus,  but  are  in  accord  with  the 
restrained  opinions  of  Brummelkamp  and  his 
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co-workers.103  In  retrospect,  one  cannot  say 
with  any  degree  of  certainty  that  the  OHP 
treatment  of  these  total-care  patients  was 
worth  its  cost  to  them  in  terms  of  the  added 
risks  of  being  moved  about  from  place  to 
place,  being  nursed  under  less-than-optimum 
conditions,  and  being  subjected  to  the  dangers 
of  compression  and  increased  pressures  of 
oxygen. 

IV.  Unresolved  Questions 
A pervasive  theme  in  most  of  the  literature 
on  hyperbaric  oxygen  therapy  is  the  urgent 
need  for  more  basic  knowledge.3  Many  very 
important  questions  remain  unanswered.  What 
is  the  mechanism  by  which  oxygen  toxicity 
occurs,  and  how  may  it  be  prevented  or  con- 
trolled? Why  is  tolerance  to  OHP  so  variable 
and  how  may  it  be  safely  prolonged?  What  is 
the  effect  of  OHP  upon  the  central  nervous 
system,71’ 75'1 * 3""'154  especially  upon  a previously 
insulted  edematous  brain?72  What  effect,  if 
any,  does  OHP  have  upon  electrolyte  metabol- 
ism, especially  as  reflected  in  serum  sodium 
and  potassium  levels?  By  what  mechanism 


does  OHP  affect  pulmonary  tissues,155  and 
how  can  this  effect  be  controlled?  Can  being 
drenched  with  hyperbaric  oxygen  be  detri- 
mental to  other  tissues,155"157  and  if  so,  how? 
Does  decompression  of  blood  specimens  affect 
laboratory  tests  subsequently  performed  upon 
them;  if  so,  which  parameters  are  affected  and 
how?  What  effect  does  increased  PCU  have 
upon  tetanus  toxin  even  after  it  attaches  to  its 
sites  of  action?  Answers  to  these  and  many 
other  questions  will  increase  the  safety  of 
OHP  and  may  well  prompt  other  uses  for  it. 

Summary 

The  theoretical  rationale  for  hyperbaric 
oxygen  therapy  in  tetanus  and  a brief  review 
of  the  evidences  are  presented.  Two  cases  are 
reported  and  compared  with  other  reported 
cases.  Some  problems  encountered  and  some 
unanswered  questions  are  noted. 
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With  the  acute  leukemias  accounting  for 
one-half  of  all  deaths  in  children  who 
succumb  to  malignant  diseases,  there 
is  great  urgency  in  the  search  for  more 
effective  chemotherapeutic  agents  to  stem 
this  tide.  This  report  covers  more  than  a score 
of  clinical  investigations  on  new  drugs  which 
have  been  tested  since  earlier  studies.1  s' 1!l 

Methyl-GAG.  Mathe,  and  associates,  have 
two  reports  on  the  management  of  several 
types  of  acute  leukemia  with  methyl-glyoxal- 
bis-(guanyl-hydrazone)  (Methyl-GAG):  in 

one1"  they  reported  two  complete  remissions 
in  fixe  patients  with  acute  granulocytic  leu- 
kemia, one  complete  remission  in  three  acute 
promyeloeytic  leukemia,  one  complete  remis- 
sion in  three  acute  Naeheli  type  of  leukemia, 
and  no  response  in  two  cases  of  acute  lympho- 
cytic leukemia  and  splenomegalic  myeloid 
turned  to  acute  leukemia;  they  recorded  that 
the  toxicity  of  the  drug  was  not  severe  in  the 
acute  types.  In  a second  study11  they  de- 
scribed one  complete  and  one  partial  remis- 
sion in  14  patients  with  acute  granulocytic 
leukemia,  and  a complete  remission  in  three 
cases  of  acute  promyeloeytic  leukemia.  Car- 
bone, et  al,3  induced  11  complete  and  two 
partial  remissions  in  20  patients  with  acute 
myelocytic  leukemia;  the  mean  survival  time 
was  187  days,  while  the  average  survival  for 
those  not  responding  to  the  drug  was  only  17 
days;  6-mercaptopurine  was  used  to  maintain 
the  remissions;  two  other  patients  in  the  ter- 
minal acute  phases  of  chronic  granulocytic 
leukemia  had  no  response  to  Methyl-GAG;  the 
authors  found  the  drug  to  be  highly  toxic, 
causing  ulceration  in  the  gastrointestinal  tract, 
bone  marrow  and  skin.  Holland,  et  al ,7  also 
emphasized  the  oral  ulceration  and  laryngitis 
as  regular  side  effects  in  the  use  of  Methyl- 
GAG  therapy;  they  recorded  partial  remis- 
sions in  three  of  14  patients  with  acute  granu- 
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locytic  leukemia  and  lesser  benefit  in  two 
others;  they  expressed  the  hope  that  new 
derivatives  of  Methyl-GAG  may  lessen  the 
high  cost  of  toxic  side  effects. 

Hydroxyurea.  Origenes,  et  al,'"  noted  that 
one  of  nine  children  with  acute  lymphocytic 
leukemia  (ALL)  had  complete  remission  after 
administration  of  hydroxyurea  but  that  the 
drug  had  no  effect  in  a child  with  acute  un- 
differentiated leukemia,  or  in  one  in  the  blast 
cell  crisis  of  chronic  granulocytic  leukemia; 
leukopenia  was  the  chief  side  effect.  Fishbein, 
et  al,'  treated  nine  patients  with  ALL  with 
adequate  doses  of  hydroxyurea  and  described 
one  partial  remission,  with  seven  others  show- 
ing some  antileukemic  effects  if  not  remis- 
sions; four  acute  granulocytic  leukemia 
(AGL)  registered  hematologic  benefit  and 
three  some  antileukemic  effects.  Krakoff, 
et  al ,8  failed  to  detect  any  response  in  nine 
adults  with  acute  leukemia  who  were 
given  the  drug,  and  Slmllenberger'2  also  re- 
corded no  significant  improvement  in  seven 
adults  with  acute  myelomonocytic  leukemia, 
and  one  with  ALL;  he  registered  some  toxic 
side  effects.  FernbaclT  secured  a partial  re- 
mission in  one  of  four  children  with  acute 
leukemia.  Thurman,  et  al,23  noted  some  re- 
sponse in  two  patients  with  acute  leukemia, 
following  the  use  of  hydroxyurea,  and  Kun- 
del,  et  al,"  described  a brief  clinical  improve- 
ment in  an  adult  who  was  in  the  acute  phase 
of  chronic  myeloid  leukemia. 

Oxylone.  Origens,  et  al,"  administered  oxy- 
lone  to  29  children  who  were  in  relapse  from 
prior  treatment  with  prednisone  and  anti- 
metabolites, and  they  reported  four  complete 
and  14  partial  remissions;  in  67  children  with- 
out previous  therapy,  they  tabulated  27  com- 
plete and  30  partial  remissions;  they  con- 
cluded that  the  new  adrenal  steroid  was  as 
effective,  if  not  more  so,  than  prednisone;  in 
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a second  report15  on  34  children  (27  with 
ALL,  2 AGL,  and  5 undifferentiated  acute) 
they  recorded  20  remissions  to  35  days;  side 
effects  were  similar  to  those  seen  with  other 
corticosteroids. 

6-Azauridine.  Wilkinson27  treated  13  pa- 
tients with  acute  leukemia  with  6-azauridine, 
and  described  a rapid  drop  in  white  blood 
cell  counts  in  all,  accompanied  by  objective 
and  subjective  clinical  benefit;  no  side  effects 
were  noted.  Winkler,  et  al,’s  however,  re- 
ported no  effect  of  the  drug  in  three  cases  of 
myeloblastomes,  or  in  two  others  in  the 
blastic  stages  of  chronic  myeloid  leukemia. 

A-8103.  Hewlett,  et  al,b  described  a com- 
plete remission  for  188  days  and  a mild  re- 
sponse for  one  month  in  16  adults  with  acute 
leukemia  who  received  A-8103  (piperazine-1, 
4-bis-(3-bromopropionyl)  );  side  effects  in- 
cluded marrow  lymphoplasia  in  three  of  27, 
myelosuppression  in  five,  and  leukopenia  in 
two,  but  further  trials  were  recommended. 

Azauracil  Riboside.  Misafova13  induced 
less  complete  but  more  partial  remissions  in 
seven  paramyeloblastic  leukemias,  and  five 
mikromyeloblastic  leukemias  with  azauridine 
ribose  than  were  observed  with  6-mercapto- 
purine  therapy;  in  three  cases  resistant  to 
6-MP,  he  noted  two  complete  and  one  partial 
remissions;  the  riboside  was  less  toxic. 

Methyl  Hydrazine.  Mathe,  et  al ,12  reported 
no  benefit  in  three  patients  with  ALL  and 
one  with  myelomonocvtic  acute  leukemia  who 
were  given  l-methyl-p-(isopropylcarbamoyl)- 
benzylhydrazine  chlorhydrate. 

Trenimon.  Osumi'7  secured  some  clinical 
and  hematologic  remission  in  two  patients 
with  AGL  who  received  Trenimon. 

Imidazolyl  Thioguanine.  Bowie,  et  al,' 
chronicled  a good  clinical  and  hematologic- 
remission  for  two  years  in  an  adult  with  ALL 
who  received  imidazolyl  thioguanine  therapy. 

Cddoroquine.  Hiraki  and  Kimura"  obtained 
regression  of  lymph  nodes  but  little  hemato- 
logic benefit  in  two  patients  with  ALL;  side 
effects  of  chloroquine  were  slight. 

Viruses.  Wheelock  and  Dingle25' 25  em- 
ployed six  different  viruses  administered 


intravenously  in  a patient  with  AGL;  a brief 
clinical  and  hematologic  remission  was 
registered  and  at  autopsy  the  bone  marrow 
was  almost  free  of  myeloblasts. 

Thymic  Fractions.  Tremblay24  described 
some  lowering  of  the  white  cell  count  in  a 
patient  with  ALL,  following  the  use  of  thy- 
mic extracts. 

Dibromomanitol.  Sellei  and  Eckhardt21  used 
1, 6-dibromomanitol  in  two  patients  with 
acute  paramyeloblastic  leukemia;  white  blood 
cells  were  reduced  but  the  qualitative  blood 
picture  remained  unchanged,  and  the  course 
of  the  disease  was  not  altered. 

Vitamin  D.  Saussine28  noted  that  massive 
doses  of  vitamin  D have  a favorable  effect  on 
acute  leukemia,  but  the  results  are  temporary 
and  less  effective  than  those  with  ACTH  and 
corticosteroids;  a combination  of  vitamins  and 
steroids  showed  some  synergistic  action,  with 
less  toxic  effects  than  those  following  single 
drug  use. 

Discussion 

A 73%  remission  rate  in  130  children  with 
acute  leukemia  who  were  given  oxylone  is  the 
most  promising  result  in  this  survey  of  pre- 
liminary trials  of  new  drugs  in  the  control  of 
the  acute  leukemias;  the  side  effects  were 
similar  to  those  encountered  with  other  corti- 
costeroids. Methyl-GAG  gave  a 34%  remission 
rate  in  64  patients;  this  compares  with  a 44% 
rate  in  101  patients2",  and  with  a 65%  rate 
observed  in  50  patients  in  an  earlier  study1" 
for  the  period,  1959-62;  the  high  toxicity  of 
this  hydrazone  limits  its  use  in  acute  leukemia. 
Hydroxyurea  induced  only  six  remissions-  in 
44  patients,  but  toxic  effects  were  mild. 
Several  other  new  chemotherapeutic  agents 
show  promise  even  though  the  preliminary 
tests  are  too  limited  to  draw  any  conclusions. 
None  awaits  with  more  hope  than  the  clini- 
cian the  finding  of  more  effective  agents  in 
the  struggle  with  this  most  tragic  of  diseases. 
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X-RAY  FILM  OF  THE  MONTH. 


S.  E.  PUCKETTE,  M.  D. 

Department  of  Radiology 
Medical  College  Hospital 
Charleston,  S.  C. 


The  spot  film  above  of  the  duodenal  cap 
was  taken  on  a 46  year  old  white  male 
who  complained  of  upper  abdominal 
pain.  The  pain  occurred  intermittently  with  no 
apparent  relationship  to  food  intake.  The 
physical  examination  of  the  abdomen  was  nor- 
mal. 

The  film  shows  three  polypoid  masses  in 
the  duodenal  cap,  representing  hyperplastic 
glands  of  Brunner.  These  glands  lie  in  the 
mucosa  and  submucosa  of  the  duodenum  and 
are  thought  to  secrete  an  alkaline  mucin 
material  whose  function  is  to  protect  the 
mucosa  of  the  duodenum  against  the  acid 
chyme  of  the  stomach.  One  or  more  may 


undergo  hyperplasia  and  thus  show  in  the 
duodenal  cap  as  one  or  more  polypoid  lesions. 
Usually  gastric  analysis  of  these  patients 
shows  gastric  hyperacidity  (a  strong  point  in 
favor  of  the  diagnosis),  and  it  has  been 
postulated  that  these  glands  undergo  hyper- 
plasia in  an  effort  to  counteract  this  hyper- 
acidity. 

The  clinical  picture  associated  with  hyper- 
plasia of  the  glands  of  Brunner  is  extremely 
varied  and  of  no  practical  help  in  the  diag- 
nosis. As  other  entities  such  as  duodenal  poly- 
posis which  might  conceivably  give  a similar 
picture  are  also  benign,  surgery  is  not  usuallv 
advised. 
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We  are  so  busy  with  our  own  activities  that  we  tend 
to  overlook  or  fail  to  realize  what  is  happening  in  other 
areas.  This  was  brought  home  to  me  recently  as  I talked 
with  a group  of  leaders  in  nursing. 

Nursing  has  changed  immeasurably  in  the  past  two 
decades  in  South  Carolina.  A new  concept  of  education 
has  developed  and  new  types  of  nurses  have  emerged. 

Unless  a physician  understands  what  has  happened,  it 
will  be  hard  for  him  to  adapt  himself  to  this  new  era. 

We  now  have  three  types  of  schools  for  graduate 
nurses.  At  the  upper  level  is  the  University  program.  This 
is  a four  year  course  of  instruction  and  the  graduate 
receives  a degree  of  Bachelor  of  Science  in  Nursing.  At  present  there  is  only  one  such  school  in 
the  state,  at  the  University  of  South  Carolina,  but  plans  are  being  made  for  the  establishment 
of  another  school  in  Charleston,  and  perhaps  a third  in  Greenville. 

Graduates  from  University  schools  will  be  qualified  for  positions  as  administrative  assis- 
tants, floor  supervisors  in  hospitals,  public  health  and  industrial  nurses.  Some  will  take  gradu- 
ate work  and  become  teachers,  some  will  choose  bed-side  nursing,  and  a number  will  find  a 
husband  and  raise  a family. 

The  second  type  is  the  diploma  school,  so  well  known  to  the  physician  of  the  past  gen- 
eration. These  three  year  schools  were  integral  parts  of  many  hospitals  and  the  students 
helped  to  “work  their  way  through  school”  by  giving  service  to  the  patients.  The  graduates 
became  the  backbone  of  bedside  nursing  as  we  have  known  it. 

Today  it  is  a different  story.  The  number  of  diploma  schools  is  decreasing  rapidly.  At 
present,  there  are  only  five  in  South  Carolina — one  in  Greenville,  Spartanburg,  and  Orange- 
burg, and  two  in  Charleston — and  one  or  two  of  these  may  be  discontinued.  Time  does  not 
permit  a discussion  of  all  that  has  been  involved  in  closing  these  schools.  Suffice  it  to  say  that 
the  major  factors  have  been — the  new  day  in  nursing  education,  the  inability  to  secure  teach- 
ing and  administrative  personnel,  and  the  overwhelming  cost  to  the  hospital  and  to  the  pa- 
tient. 

A third  type  of  school  is  the  two  year  associate  degree  program.  There  has  been  a school 
of  this  type  at  Lander  College  in  Greenwood  for  several  years  and  new  schools  are  being 
started  this  fall  in  Florence,  Columbia,  and  Lancaster.  The  program  is  in  its  infancy  but  holds 
great  potential  if  we  are  to  go  by  the  experience  in  Florida  and  other  states. 

Such  a school  is  the  joint  enterprise  of  a college  and  a hospital.  The  girl — or  boy — enrolls 
in  the  college  as  a regidar  student  and  carries  on  her  work  in  the  classroom  where  she  attends 
courses  in  general  and  biological  sciences,  as  well  as  those  of  a more  cultural  nature.  She  goes 
to  the  hospital,  as  she  would  to  a laboratory',  where  she  studies  disease  and  learns  nursing  tech- 
niques and  procedures  under  the  direct  supervision  of  an  instructor.  At  the  end  of  two  years 
she  is  qualified  to  stand  examinations  of  the  State  Board  of  Nurses.  Theoretically,  if  she  passes, 
she  is  ready  to  go  to  work.  Actually,  like  the  young  graduate  of  medicine  who  takes  an  intern- 
ship, she  will  probably  need  a period  of  orientation  and  of  working  under  supervision  before 
she  can  assume  full  duties  as  a graduate  nurse. 

As  nursing  goes  through  this  period  of  transition,  or  we  might  call  it  revolution,  it  is  easy 
for  the  physician  to  criticize  and  condemn.  Before  so  doing  we  would  do  well  to  remember 
that  nurses  are  colleagues,  our  younger  sisters  in  the  profession.  Their  problems  and  difficulties 
are  in  part  ours.  They  are  living  in  a day  of  change — scientific,  educational,  economic,  social — 
and  the  tools  with  which  they  worked  yesterday  are  not  sufficient  for  the  tasks  of  today.  We 
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should  remember  further  that  our  South  Carolina  nurses  are  not  a unit  to  themselves  but  are 
a part  of  the  nursing  profession  throughout  the  country  and  as  such  must  work  with  and 
adapt  themselves  to  what  is  going  on  in  other  states. 

Physicians  and  nurses  must  work  together.  Like  members  of  any  family  they  may  dis- 
agree and  at  times  disagree  strongly — but  the  disagreement  must  ever  be  of  the  head  and  not  of 
of  the  heart.  Our  forces  must  always  be  joined  in  working  for  our  common  goal  — the  welfare 
of  the  patient. 


Julian  P.  Price,  \1.  D. 


Sditorials 


The  TV  Image  of  Medicine 

This  is  an  occasion  when  the  overworked 
word  “image”  may  be  used  with  a literal  con- 
notation, as  we  might  show  some  concern  for 
the  way  in  which  the  figure  of  the  physician 
and  the  view  of  his  hospital  workshop  are  por- 
trayed on  the  screen.  This  is  a matter  which 
has  interested  more  than  one  writer. 

A recent  provocative  article  on  the  subject 
speaks  of  the  way  in  which  the  public  may 
evaluate  the  pictures  of  such  physicians  as  the 
crotchety  Ben  Casey,  who  seems  to  be  always 
in  a rather  anti-social  mood  and  whose  strange 
authority  in  his  hospital  is  somewhat  con- 
fusing, or  Dr.  Kildare,  who  is  looked  on  as 
being  a pleasant,  rather  mild  character  with 
immense  dedication  but  with  no  evidence  of 
having  any  personal  life  outside  of  the  hospital 
or  any  visible  attributes  of  a rounded  char- 
acter. 

The  television  hospital  seems  to  be  in  con- 
stant state  of  crisis,  with  people  of  all  sorts 
running  in  all  directions,  pushing  stretchers, 
operating  complicated  instruments  and  gen- 
erally getting  themselves  into  a state  of  hyper- 
tension. The  television  hospital  shows  little 
of  teamwork;  humor  is  a forbidden  state  of 
mind  and  not  infrequent  bickering  within  the 
staff  seems  to  make  the  daily  demands  of  the 
hospital  more  unpleasant.  The  picture  is 
scarcely  an  accurate  one. 


Can  this  portrayal  of  a rather  uninviting 
sort  of  life  actually  repel  potential  medical 
students?  One  writer0  thinks  so.  He  also 
thinks  that  an  improved  television  portrait 
should  include  evidence  of  the  broad  relations 
of  medicine  to  society  in  general,  and  to  situa- 
tions which  are  not  so  heavily  dramatized  as 
to  make  them  almost  unbelievable. 

0 Murdoch  Head,  M.  D.,  reprinted  in  New  York 
Medicine  21:518  from  Television  Quarterly. 


NCC  ‘Message’ 

On  September  5,  the  National  Council  of 
Churches’  annual  Labor  Sunday  Message  was 
read  in  thousands  of  Protestant,  Anglican  and 
Orthodox  churches  across  the  nation. 

This  year  the  NCC  is  urging  a “divine  dis- 
content of  the  spirit  and  of  conscience”  on 
behalf  of  what  amounts  to  a Total  Welfare 
State  in  the  name  of  “Christian  love  express- 
ing itself  in  justice.” 

The  Message  by  which  the  NCC  hopes  to 
influence  the  thinking  of  millions  of  Ameri- 
cans, called  for  higher  minimum  wage  laws, 
extended  unemployment  compensation,  great- 
er disability  compensation,  stronger  social 
security  provisions,  more  adequate  money  pay- 
ments for  public  welfare.  It  demanded  that 
the  “nation”  see  to  it  that  public  and  private 
pension  plans,  “and  other  aids  such  as  medi- 
care . . . are  maintained  at  levels  adequate”  to 
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assure  a high  standard  of  living  upon  retire- 
ment. 

The  Message  insisted  that  “minimum  wage 
laws,  unemployment  compensation,  social 
security  provision  for  old  age,  workmen’s 
compensation  and  aids  to  employment  of  the 
physically  and  mentally  handicapped”  must  be 
given  “frequent  repair,  revision  and  up- 
dating.” 

The  Message  gives  insight  as  to  how  the 
National  Council  of  Churches  may  influence 
the  life  of  America. 


The  Persistent  Virus 

Some  viruses  have  an  obnoxious  way  of  sur- 
viving for  quite  a long  period  in  the  human 
body,  even  after  the  symptoms  of  the  original 
infection  have  long  been  gone.  In  a recent 
epidemic  of  the  congenital  rubella  syndrome 
it  was  found  that  virus  might  be  recovered  for 
a period  as  long  as  six  months  or  more  and 
furthermore  that  infants  born  to  mothers  with 
a history  of  rubella  in  the  first  trimester  of 
pregnancy  and  themselves  apparently  quite 
normal  could  provide  positive  cultures  to  the 
industrious  investigator.  The  virus  may  remain 
in  the  throat,  the  cerebral  spinal  fluid,  the 
urine,  feces,  peripheral  blood  and  bone  mar- 
row. Furthermore,  this  persistent  virus  could 
be  recovered  from  the  cerebral  spinal  fluid 
later  in  infant  life. 

Now  a new  hazard  has  been  found  in  the 
life  of  a pregnant  woman,  since  infants  with 
the  congenital  rubella  syndrome,  now  shown 
to  shed  rubella  virus,  may  infect  the  non-im- 
mune  pregnant  contact. 


AMA  House  of  Delegates  Sets  Policy 
on  Medicare 

The  House  of  Delegates  of  the  AMA,  meet- 
ing in  special  session  in  Chicago  on  October 
2 and  3,  made  very  important  decisions  about 
the  policy  of  the  AMA  regarding  Public  Law 
89-97,  the  so-called  Medicare  Bill.  Some  of 
these  are  distinctly  different  from  the  oft- 
quoted  views  of  Dr.  James  Z.  Appel,  President 
of  the  AMA,  and  place  emphasis  and  inter- 
pretations which  are  also  somewhat  at  vari- 
ance with  previous  statements  of  the  Board  of 
Trustees  of  the  AMA. 


The  meeting  of  the  House  of  Delegates  was 
preceded  on  October  1,  1965  by  a “National 
Orientation  Conference  on  Public  Law  89-97,” 
sponsored  by  the  AMA  for  official  representa- 
tives from  each  state  association,  and  for  any 
other  members  of  the  AMA  who  cared  to  at- 
tend. The  formal  program  included  opening 
remarks  by  Dr.  Appel  in  his  capacity  not  only 
as  President,  but  also  Chairman  of  the  AMA 
Advisory  Committee  to  HEW,  and  formal 
statements  from  three  top  level  officials  who 
presented  “The  Government’s  Role.”  These 
were  Dr.  John  W.  Gardner,  Secretary,  Depart- 
ment of  Health,  Education,  and  Welfare,  Dr. 
Phillip  R.  Lee,  Deputy  Assistant  Secretary, 
Health  and  Medical  Affairs,  HEW,  and  Mr. 
Arthur  E.  Hess,  Director,  Bureau  of  Disability 
and  Health  Insurance,  Social  Security  Ad- 
ministration. “The  Carrier’s  Role”  was  pre- 
sented by  Mr.  Walter  J.  McNerney,  President, 
Blue  Cross  Association,  Dr.  Russell  B.  Carson, 
Chairman,  Board  of  Directors,  National  Asso- 
ciation of  Blue  Shield  Plans,  Mr.  Howard 
Hassard,  General  Council,  National  Associa- 
tion of  Blue  Shield  Plans,  and  Mr.  C.  Manton 
Eddy,  President,  Health  Insurance  Association 
of  America.  Finally  “The  Hospital’s  Role”  was 
presented  by  Dr.  Edwin  L.  Crosby,  Executive 
Director,  American  Hospital  Association. 

A “Feedback”  period  provided  the  listeners 
an  opportunity  to  ask  questions  of  the  panel. 
Although  many  answers  were  quite  straight- 
forward, there  was  a distinct  impression  that 
government,  carrier,  and  hospital  representa- 
tives were  determined  to  “sell”  the  medical 
profession  on  full  participation  in  order  to 
make  Medicare  work.  On  direct  question,  Mr. 
Hess  and  others  would  not  admit  the  obvious 
fact  that  there  is  not  only  considerable  danger 
but  every  likelihood  of  expansion  of  this  type 
of  program  to  other  age  groups,  provided  this 
program  functions  to  the  satisfaction  of  its 
chief  beneficiaries. 

It  is  understandable  that  news  media  gave 
wide  coverage  to  the  Orientation  Conference, 
especially  to  the  presentations  by  government 
representatives,  and  that  they  also  described 
in  some  detail  the  reports  to  the  House  of 
Delegates  by  Dr.  Appel  and  by  Dr.  Percy  E. 
Hopkins,  Chairman  of  the  Board  of  Trustees. 
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The  Chicago  Daily  News  on  Saturday  after- 
noon, October  2,  carried  a three  column  head- 
line on  page  1: 

GIVE  IN  TO  MEDICARE 
AMA  URGES  DOCTORS 
It  was  predictable  also  that  reports  of  the 
final  actions  of  the  House  of  Delegates  would 
receive  much  less  attention. 

Less  understandable  and  certainly  regret- 
table, however,  was  the  rather  obvious  with- 
drawal of  television  cameras  and  other  press 
coverage  just  prior  to  the  speech  of  Dr.  Ed- 
ward R.  Annis,  Past  President  of  the  AMA,  at 
the  conclusion  of  the  “Feedback”  session  of 
the  Orientation  Conference.  Dr.  Annis  re- 
ceived a standing  ovation  both  before  and 
after  his  address.  A taped  record  of  the  ad- 
dress is  now  being  edited,  and  at  the  express 
direction  of  the  House  of  Delegates,  will  be 
made  available  through  AMA  Headquarters. 
It  should  be  given  a wide  hearing  before 
County  Medical  Societies. 

Testimony  was  given  in  the  seven  and  one- 
half  hours  of  hearings  conducted  before  the 
single  Reference  Committee  on  Legislation 
and  Public  Relation.  This  Committee  brought 
in  a subsequent  report  consisting  of  a number 
of  important  statements  and  resolutions  which 
were  adopted  with  modification  by  the  House 
of  Delegates.  The  full  proceedings  will  prob- 
ably be  available  in  appropriate  AMA  pub- 
lications. Each  physician  should  study  care- 
fully all  actions  of  the  House.  The  following 
actions  are  particularly  pertinent  and  are 
quoted  from  the  report  for  emphasis: 

“Public  Law  89-97  affects  the  legal,  tradi- 
tional, and  ethical  concepts  of  the  physician- 
patient  relationship.” 

“Legal  council  for  the  American  Medical 
Association  has  stated  that  an  individual  phy- 
sician acting  independently  and  not  in  concert 
with  others  can  lawfully  refuse  to  accept  any 
person  as  a patient  who  is  a beneficiary  under 
the  program,  or  he  may  elect  to  treat  such  per- 
sons.” 

( Accepted  by  the  House  as  information ) 


“It  should  be  noted  also  that  Section  6 of 
the  Principles  provides  that  “a  physician 
should  not  dispose  of  his  services  under  terms 
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or  conditions  which  tend  to  interfere  with  or 
impair  the  free  and  complete  exercise  of  his 
medical  judgment  and  skill  or  tend  to  cause 
the  deterioration  of  the  quality  of  medical 
care.”  If  after  regulations  are  promulgated  and 
the  Medicare  law  becomes  effective,  the  in- 
dividual physician  acting  independently  and 
not  in  concert  with  others,  finds  it  does  tend 
to  impair  the  free  and  complete  exercise  of  his 
medical  judgment  and  skill  or  to  cause  a de- 
terioration of  the  quality  of  medical  care,  the 
individual  physician  would  be  justified  under 
this  principle  is  not  participating  under  the 
law.” 

( Accepted  as  information ) 

“The  American  Medical  Association  opposes 
any  program  of  dictation,  interference,  or 
coercion,  whether  direct  or  indirect,  affecting 
the  freedom  of  choice  of  the  physician  to  de- 
termine for  himself  the  extent  and  manner  of 
participation  or  financial  arrangement  under 
which  he  shall  provide  medical  care  to  pa- 
tients under  Public  Law  89-97.” 

( Adopted  as  statement  of  policy ) 


“Current  practices  and  customary  pro- 
cedures with  respect  to  certification  for  hos- 
pital admission  and  care  shall  be  continued 
under  Public  Law  89-97.  The  AMA  Advisory 
Committee  and  the  Association  representa- 
tives to  the  technical  advisory  committees  are 
advised  to  seek  to  accomplish  this  objective.” 
(Adopted  as  statement  of  policy) 

“Hospital  utilization  review  committees 
shall  be  composed  of  practicing  physicians.” 

( Adopted  as  amended ) 


“Your  Reference  Committee  believes  that 
the  physician  should  be  informed  fully  as  to 
the  merits  and  limitations  of  billing  patients 
directly  for  services,  or  accepting  an  assign- 
ment to  enable  payment  by  a federally  desig- 
nated fiscal  intermediary,  so  that  the  physi- 
cian can  decide  for  himself  in  each  instance 
the  method  of  compensation  which  he  prefers. 
We  recommend  that  the  Association  take 
appropriate  action  to  inform  physicians  re- 
garding the  options  of  payment  for  services 
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available  to  them  under  the  law  and  its  regu- 
lations.” 

( Adopted  as  amended ) 


“Hospital-based  medical  specialists  are  en- 
gaged in  the  practice  of  medicine.  The  fees 
for  the  services  of  such  specialists  should  not 
be  merged  with  hospital  charges.  The  charges 
for  the  services  of  such  specialists  should  be 
established,  billed  and  collected  by  the  medi- 
cal specialist  in  the  same  manner  as  are  the 
fees  of  other  physicians.  The  American  Medi- 
cal Association  intends  to  continue  vigorously 
its  efforts  to  prevent  inclusion  in  the  future  of 
the  professional  services  of  any  practicing  phy- 
sician in  the  hospital  service  portion  of  any 
health  care  legislation.” 

( Adopted  as  amended ) 

Dr.  Percy  Hopkins,  in  his  report  from  the 
Board  of  Trustees,  announced  that  Dr.  Dono- 
van Ward,  past  president  of  the  AMA,  has 
been  added  to  the  Advisory  Committee  of  the 
AMA  to  the  HEW,  and  that  Dr.  William 
O.  LaMotte,  Jr.,  Dr.  Amos  Johnson,  and  Dr. 
Edward  R.  Annis,  all  members  of  the  AMA 
Council  of  Legislative  Activities  had  been 
named  as  a consultant  group  to  the  Advisory 
Committee.  These  appointments  came  largely 
in  response  to  a “grass-roots”  demand  for  such 
representation.  Dr.  Johnson  is  president  of  the 
American  Academy  of  General  Practice. 

Forty-three  resolutions  were  presented  to 
the  House,  and  were  discussed  individually 
or  in  related  groups.  A major  portion  of  the 
testimony  pertained  to  “non-participation.”  Al- 
though this  concept  was  presented  and  dis- 
cussed in  many  forms,  the  final  impression 
which  was  left  with  many  observers  was  that 


the  House  had  acted  upon  many  of  the 
minutiae  of  the  Bill,  but  had  not  re-empha- 
sized  in  clear  and  ringing  tones  the  fact  that 
this  is  not  only  a poor  Bill,  but  a bad  Bill,  bad 
in  the  sense  that  it  is  evil  because  it  is  based 
on  the  principle  of  utilizing  the  Social  Security 
Program  to  force  one  group  of  individuals  to 
provide  funds  for  the  care  of  another  group 
of  individuals,  regardless  of  the  needs  of  the 
latter.  Partially  compensating  for  this  was  one 
of  the  final  statements  of  the  Reference  Com- 
mittee, accepted  by  the  House: 

“The  policy  statements  herein  presented  to 
the  House  for  its  action  are  intended  to  re- 
spond to  the  specific  problems  placed  before 
this  Reference  Committee.  We  are  certain  that 
more  definitive  statements  on  Public  Law 
89-97  will  be  adopted  by  this  House  as  regula- 
tions are  promulgated  and  as  the  program  is 
implemented.  But  lest  we  be  misunderstood, 
your  Committee  wishes  to  clearly  emphasize 
that  none  of  its  recommendations  should  be 
construed  as  approval  of  the  Medicare  law, 
or  in  any  way  as  acceptance  of  its  philosophy.” 
Prior  to  this  special  meeting  of  the  House 
of  Delegates  there  were  many  misgivings  in 
the  minds  of  Delegates  and  others  about  the 
session,  and  widespread  doubts  as  to  the 
necessity  for  it.  These  were  thoroughly  dis- 
pelled, and  it  was  recognized  by  virtually 
everyone  present  that  these  statements  of 
policy  bv  the  House  of  Delegates  were  greatly 
needed.  The  special  meeting  puts  the  House 
of  Delegates  “ahead”  in  its  work.  However, 
much  remains  to  be  done  at  the  regular  meet- 
ing to  be  held  in  conjunction  with  the  Clinical 
Session  in  Philadelphia  at  the  end  of  Novem- 
ber. 

John  C.  Hawk,  Jr.,  M.  D. 


News 


General  Practice  Academy  Names 
Dr.  White  President 

An  Easley  physician  was  named  president-elect  of 
the  South  Carolina  chapter,  American  Academy  of 
General  Practice  at  its  October  meeting  in  Charleston. 

Dr.  John  Anthony  White  was  chosen  at  an  after- 
noon business  session  of  the  17th  annual  meeting.  He 


will  become  president  at  next  year’s  convention 
November  10-11  at  Columbia. 

Dr.  George  G.  Durst  of  Sullivan’s  Island,  last  year’s 
president-elect,  took  over  the  gavel  for  the  coming 
year,  succeeding  Dr.  Horace  M.  Whitworth  of  Green- 
ville. 

Also  elected  was  Dr.  Hazel  Baker  King  of  Lake 
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Intragastric  photography  studies1 


A/  E.  B.,  male,  age  48.  Normal  antral  contraction.  Pyloric  opening  is 
not  seen.  It  is  difficult  to  differentiate  a deep  prepyloric  contraction  from 
a "pyloric  fleurette”  or  true  pylorus. 


B/Same  subject  after  6 mg.  of  propantheline  bromide  intravenously; 
antral  contractions  ceased.  The  pyloric  orifice  remained  open  and  was 
easily  identified.  Better  visualization  of  the  antrum  was  also  obtained. 


Now  you  can  see 
Pro-Banthine  at  work 


(propantheline  bromide) 


Pro-Banthine  is  so  effective  in  an- 
ticholinergic action  that  it  may  be 
employed  in  visualizing  the  entire 
pyloric  region. 

In  addition  to  the  intragastric 
photographs,  cinegastroscopic 
studies2 have  demonstrated  graph- 
ically not  only  its  effectiveness  but 
the  superiority  of  Pro-Banthine 
over  belladonna  alkaloids. 
Pro-Banthine  produced  complete 
cessation  of  gastric,  antral  and 
pyloric  motor  activity  with  a dose 
of  6 mg.  intravenously.  This  is  ap- 
proximately one-third  the  usual 
oral  dose  of  15  mg. 

Atropine  at  full  normal  dosages 
did  not  produce  such  cessation.  It 
required  double  the  usual  oral 
dose  of  atropine,  0.8  mg.  intrave- 
nously, to  duplicate  the  aperistal- 
tic  action  of  Pro-Banthine.  This 
dose  of  atropine  produced  pro- 
nounced discomfort  and  tachy- 
cardia with  ventricular  rates 
as  high  as  150  per  minute. 

It  is  this  pharmacologic  superior- 


ity of  Pro-Banthine  which  has 
made  it  the  most  widely  pre- 
scribed anticholinergic  in  such 
conditions  as  peptic  ulcer,  func- 
tional hypermotility,  irritable 
colon,  pylorospasm  and  biliary 
dyskinesia. 

Dosage— The  maximal  tolerated  dosage 
is  usually  the  most  effective.  For  most 
adult  patients  this  will  be  four  to  six 
15  mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two 
tablets  four  to  six  times  daily. 

Side  Effects  and  Contraindications  — 
Urinary  hesitancy,  xerostomia,  mydri- 
asis and,  theoretically,  a curare-like 
action  may  occur.  The  drug  is  contra- 
indicated in  patients  with  glaucoma 
or  severe  cardiac  disease. 

Pro-Banthine  (brand  of  propantheline 
bromide)  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum- 
type  ampuls  of  30  mg. 

1.  Barowsky,  H.;  Greene,  L.,  and  Bennett, 
R.:  Investigators’  Clinical  Report.  Pho- 
tographs courtesy  of  Drs.  H.  Barowsky,  L. 
Greene  and  R.  Bennett. 

2.  Barowsky,  H.;  Greene,  L.,  and  Paulo, 
D.:  Paper  read  at  Meeting  of  American 
Society  for  Gastrointestinal  Endoscopy, 
Montreal,  Canada,  May  25-27,  1965. 


SEARLE 


Research  in  the  Service  of  Medicine 


City  as  vice  president.  Re-elected  were  Dr.  William 
J.  Banner,  Jr.  of  Simpsonville,  secretary,  and  Dr. 
Rufus  H.  Cain  of  Dillon,  treasurer. 

Dr.  R.  L.  Crawford  of  Lancaster  was  re-elected  for 
another  term  as  delegate  to  the  American  Academy 
of  General  Practice  and  Dr.  William  Speissegger  of 
Charleston  was  named  alternate  delegate. 

New  directors  chosen  for  three  years  are  Dr.  Kem- 
per Lake  of  Whitmire,  Dr.  James  Garner  of  Mullins 
and  Dr.  Harold  Moody  of  Spartanburg. 

Dr.  White,  a native  of  Lee  County,  is  a graduate 
of  Wofford  College  and  Emory  University  Medical 
School.  He  is  a member  of  the  board  of  trustees  of 
Pickens  County  Schools. 

In  the  S.  C.  Chapter,  he  has  been  on  the  school 
health  committee  and  has  been  chairman  of  the 
education  and  medical  coordination  commission. 


TEST  EVERY  PATIENT  FOR  DIABETES 
DIABETES  WEEK,  NOVEMBER  14-20 


Public  Health  Training  Programs 

The  University  of  California  School  of  Public 
Health  at  Berkeley  has  several  Training  Programs  of 
interest  to  physicians.  They  are: — 

1.  Basic  Training  in  Maternal  and  Child  Health 

2.  Training  in  School  Health 

3.  Training  in  Mental  Retardation  and  Related  Con- 
ditions 

4.  Training  in  Family  Planning 

5.  Combined  Pediatric — Public  Health  Training 
( Career  Development  Program ) 

Fellowships  are  available  for  Trainees  for  all  these 
programs. 

We  are  now  accepting  applications  for  the  group  to 
be  admitted  in  September  1966. 

Helen  M.  Wallace,  M.  D. 

Professor,  Maternal  and  Child  Health 


THE  MONTH  IN  WASHINGTON 

President  Johnson  has  signed  into  law  a modified 
version  of  the  controversial,  so-called  DeBakey 
legislation  authorizing  establishment  of  regional  co- 
operative programs  of  research,  training  and  related 
patient  care  in  the  fields  of  heart  disease,  cancer, 
stroke  and  related  diseases. 

A total  of  $340  million  in  federal  funds  will  be 
available  during  the  next  three  years  to  help  univer- 
sities, medical  schools,  research  centers  and  other  pub- 
lic or  nonprofit  institutions,  such  as  hospitals,  and 
agencies  in  (1)  planning,  (2)  conducting  feasibility 
studies  and  ( 3 ) operating  pilot  projects. 

The  legislation  was  amended  in  the  House,  as 
recommended  by  the  American  Medical  Association, 
to  make  it  less  objectionable  to  the  medical  profession. 
Dr.  James  Z.  Appel,  president  of  AMA,  said  the  some 
20  House  amendments  were  substantial  and  should 
“allay  many  of  the  fears  the  medical  profession  had 
about  the  original  bill.” 
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Saturday  9:00  AM  to  4 .30  PM 
BELLEVUE  STRATF0R0 
PHILADELPHIA,  PENNSYLVANIA 


SEVENTH  ANNUAL  MEDICAL  SERVICES  CONFERENCE 

Sponsored  by  AMERICAN  MEDICAL  ASSOCI AT lON/Council  on  Medical  Services/Committee  on  Medical  Facilities 
Held  in  conjunction  with  the  19th  Annual  Clinical  Convention,  Philadelphia,  Pennsylvania 

But  even  so,  the  AMA  could  not  support  the 
amended  legislation.  Dr.  Appel  said,  “because  we  be- 
lieve it  still  introduces  an  undesirable  concept.” 

The  original  bill  called  for  establishment  of 
regional  medical  complexes  and  would  have  included 
“other  major  diseases.” 

As  enacted  into  law,  the  programs  are  to  be  carried 
out  “in  cooperation  with  practicing  physicians.”  Pa- 
tient care  is  limited  to  that  “incident  to  research, 
training  or  demonstrations.”  No  patient  can  receive 
such  treatment  except  on  referral  of  a practicing  phy- 
sician. 

Construction  is  limited  to  remodeling  and  renova- 
tion of  buildings  and  replacement  of  obsolete  equip- 
ment. 

The  Surgeon  General  of  the  Public  Health  Service 
is  designated  as  the  official  responsible  for  final  ap- 
proval of  federal  grants  under  the  program.  However, 
he  can  act  only  upon  the  recommendation  of  a 
national  advisory  council.  And  an  application  for  a 
federal  grant  first  must  be  approved  by  a local  ad- 
visory committee.  Both  the  national  and  local  com- 
mittees must  include  practicing  physicians. 

Present  federal  plans  call  for  starting  eight  re- 
gional programs  during  the  first  year  and  17  more 
during  the  next  two  years.  As  of  this  writing,  none  of 
them  had  been  announced. 

o o o a 

The  Department  of  Health,  Education  and  Welfare 
has  ruled  that  physicians  are  not  required  to  sign 
racial  non-discrimination  pledges  in  order  to  receive 
payment  for  treating  federal-state  welfare  patients. 

The  ruling  followed  protests  of  some  state  medical 
societies  and  individual  physicians  when  some  state 
health  departments  interpreted  the  new  Civil  Rights 
Act  as  requiring  the  signing  of  such  a pledge.  The 
societies  and  physicians  protested  that  such  a pledge 
would  constitute  an  unnecessary  federal  interference 
in  the  patient-physician  relationship. 

The  recent  special  meeting  of  the  AMA  House  of 
Delegates  adopted  a resolution  pointing  out  that  non- 
discrimination conditions  under  the  Principles  of 
Medical  Ethics  and  “willingly  self-imposed  by  the 
medical  profession  far  exceed  any  pledge  of  this 
nature  demanded  by  a federal  bureaucracy.” 
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All  of  them,  possibly. 

Patients  approaching  middle  age,  as  well  as  pregnar 
women  who  complain  of  constipation,  belching,  and  flat' 
lence,  with  no  evidence  of  organic  disease  may  be  sufferin' 
from  functional  disturbance  of  the  biliary  tract. 

Often,  these  basic  disturbances  can  be  corrected  by 
single  convenient  and  effective  medication:  Neocholan. 

Neocholan  is  more  than  a laxative.  It  combines  all  th 
ingredients  for  the  total  management  of  functional  biliar 
stasis  in  one  tablet.  Dehydrocholic  acid  stimulates  the  pr 
duction  of  thin,  free-flowing  bile.  Bile  salts  promote  bette , 
digestion  to  absorb  fats  and  fat-soluble  vitamins,  and  the: 
tend  to  prevent  chronic  constipation  by  maintaining  intestine 
tone  and  normal  peristalsis.  Phenobarbital  and  homatropin 
methyl  bromide  relax  intestinal  spasm  and  insure  uno; 
structed  passage  of  bile  and  pancreatic  juice  into  th 
duodenum. 

Neocholan  is  contraindicated  in  patients  with  glaucom: 
Use  cautiously  in  elderly  patients  with  urinary  retention  am: 
reduce  dosage  if  blurring  of  vision,  increase  in  pulse  rat: 
or  distressing  dryness  of  the  mouth  result. 

Each  tablet  contains  Dehydrocholic  Acid:  250  mg.  (3%  gr 
Bile  Extract  (Porcine):  15  mg.  (V4  gr.);  Phenobarbital:  8.0  m< 
(Vs  gr.)  (Warning:  May  be  habit  forming);  Homatropine  Methy 
Bromide:  1.2  mg.  (1/50  gr.). 

NEOCHOLM 


PITMAN-MOORE  Di  vision  of  The  Dow  Chemical  Company,  Indianapoli: 


Look , Doctor,  what  he  needs  is  a shot  of  penicillin. 

Maybe.  Maybe  not.  In  any  case,  he  needs  something  to  control  his  cough. 

If  it's  the  useless,  exhausting  type  of  cough  that  often  accompanies  respiratory  infection  or  allergy,  you  can  provide 
prompt  relief  with  Novahistine  DH.  Its  decongestant-antitussive  action  controls  frequency  and  intensity  of  cough  spasms 
without  abolishing  cough  reflex.  And  the  fresh,  grape  flavor  of  Novahistine  DH  appeals  to  children  and  adults  alike. 
When  your  diagnosis  is  bronchitis,  complicated  by  thick  tenacious  exudates,  Novahistine  Expectorant  is  particularly 
useful.  It  not  only  provides  decongestive  action  and  controls  the  cough,  but  also  encourages  expectoration,  thus 
easing  bronchial  obstruction. 

Use  with  caution  in  patients  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention.  Ambu- 
latory patients  should  be  advised  that  drowsiness  may  result.  Continuous  dosage  over  an  extended  period  is  contra- 
indicated since  codeine  phosphate  may  cause  addiction. 

Each  5 ml.  teaspoonful  of  Novahistine  DH  contains  phenylephrine  hydrochloride,  10  mg.,  chlorpheniramine  maleate, 
2 mg.,  codeine  phosphate,  10  mg.  (Warning:  may  be  habit  form- 
ing), chloroform  (approx.),  13.5  mg.,  l-menthol,  1 mg.,  Alcohol 
5%.  Each  5 ml.  of  Novahistine  Expectorant  contains  the  above 
ingredients  and,  in  addition,  glyceryl  guaiacolate,  100  mg. 

PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis,  U.S.A. 


NOVAHISTINE"  DH 
NOVAHISTINE"  EXPECTORANT 


Health  Examination  Survey  of  Children, 
Ages  6-11  Years 

The  Public  Health  Service’s  Health  Examination 
Survey,  authorized  by  Congress  in  1956,  will  visit 
Lexington  and  Richland  Counties  in  South  Carolina 
to  examine  a sample  of  the  child  population  ( ages  6 
through  11  years).  The  examination  will  be  given 
over  a 4-week  period  beginning  November  22. 

The  survey  is  part  of  a nationwide  sampling  study 
of  children. 

The  children  to  be  examined  will  be  chosen  by  a 
scientific  sampling  process  from  the  6-through-l  1-year 
population  throughout  the  2-county  area.  Approxi- 
mately 200  children  will  be  selected  in  the  sample. 

Examinations  will  be  given  in  the  Health  Survey’s 
mobile  Examination  Center,  which  will  be  brought 
to  the  area  and  set  up  at  a convenient  site. 

The  purpose  of  the  survey  is  to  collect  on  a uni- 
form basis  statistical  information  on  various  aspects 
of  children’s  health  and  to  obtain  data  on  certain 
physical  and  physiological  measurements  of  these 
children,  relating  to  growth  and  development. 

The  process  will  include  a specially  designed 
limited  examination  by  a pediatrician  to  detect  neuro- 
muscular and  joint  conditions,  and  heart  disease;  a 
dental  examination  by  a dentist;  a test  of  visual 
acuity  and  color  vision;  an  audiometric  test  performed 
in  a soundproof  room;  an  X-ray  of  the  wrist  for  bone 
age;  an  X-ray  of  the  chest  for  cardiovascular  and 
pulmonary  abnormalities;  a 10-lead  electrocardio- 
gram; a test  of  vital  capacity,  using  a spirometer;  an 
exercise  tolerance  test  under  a measured  workload, 
using  a bicycle  ergometer;  a grip-strength  test;  and 
recordings  of  height,  weight,  skinfold  thickness  and 
various  other  anthropometric  measurements;  and  a 
series  of  psychometric  tests  administered  by  a psy- 
chologist. 

The  Health  Examination  Survey  is  designed  to  col- 
lect data  primarily  on  growth  and  development.  The 
survey  is  not  intended  as  a screening  procedure; 
referral  for  diagnosis  is  not  made.  The  fact  that  the 
examination  is  not  complete  and  is  not  a substitute 
for  a visit  to  one’s  own  physician  and  dentist  is 
stressed  with  the  parents  of  each  child  examined.  A 
report  of  findings  will  be  sent  to  the  child’s  physician 
and  dentist  when  the  parent  requests  that  this  be 
done. 

The  examining  physicians  will  be  fellows  or  senior 
residents  in  pediatrics  working  temporarily  with  the 
Public  Health  Service.  Other  members  of  the  team 
will  include  nurses,  a dentist,  two  psychologists,  and 
x-ray  and  other  technicians  regularly  on  the  PHS 
staff. 


Seventh  District  Medical  Association 

The  Seventh  District  Medical  Association  met  at 
Kingstree  on  September  23,  1965,  with  Dr.  James  C. 
Montgomery  presiding.  The  program  was  presented  by 
Dr.  W.  W.  Vallotton,  Dr.  E.  F.  Parker,  and  Dr.  J.  F. 
Buse,  all  of  Charleston.  New  officers  were  elected. 


New  Members  of  S.  C.  Medical  Association 

Dr.  Henry  B.  Burton 

600  County  Office  Bldg.,  Greenville 

Dr.  Eugene  C.  Cox 

11  Sumner  St.,  Greenville 

Dr.  William  W.  Duke 

308  S.  Main  St.,  Lancaster 

Dr.  Blackwell  B.  Evans 

160  Rutledge  Ave.,  Charleston 

Dr.  Eugene  R.  Griffith 

318  Memorial  Ave.,  Greer 

Dr.  Douglas  E.  Kennemore 

123  Mallard  St.,  Greenville 

Dr.  Watt  McCain,  Jr. 

301  Anderson  St.,  Greenville 
Dr.  Walter  C.  Ray 
501  Arlington  Ave.,  Greenville 
Dr.  Palmira  Snape 
Saluda  Lake,  Greenville 


Dr.  Brailsford  Enters  Practice 

Dr.  Lueien  Brailsford  is  now  in  association  with 
Dr.  Furman  T.  Wallace  and  Dr.  Richard  S.  Wilson 
in  the  practice  of  cardiac,  vascular  and  thoracic  sur- 
gery in  Manning. 


Dr.  Dreskin  Heads  Blood  Group 

Dr.  E.  Arthur  Dreskin  of  Greenville  was  elected 
president  of  the  American  Association  of  Blood  Banks 
at  the  association’s  18th  annual  meeting  at  Miami 
Beach,  Fla. 

Dr.  Dreskin  is  director  of  laboratories  at  Green- 
ville General  Hospital  and  has  served  as  secretary, 
vice  president  and  director  of  the  national  association. 


Blue  Cross  - Blue  Shield 

Blue  Cross  and  Blue  Shield  subscribers  over  age 
65  have  been  advised  to  keep  their  membership  in 
effect  until  at  least  July  1,  1966,  the  day  the  Medi- 
care program  goes  into  effect. 

Approximately  15,000  persons  over  65  in  South 
Carolina  have  Blue  Cross  and  Blue  Shield  protection. 
William  Sandow,  Jr.,  Executive  Director  of  the  Plans, 
commenting  on  Medicare  said:  “Although  President 
Johnson  signed  this  measure  into  law  on  July  30, 
Medicare  will  not  provide  hospital  coverage  or  the 
voluntary  participation  program  for  doctors’  services 
until  July  1,  1966.  The  Social  Security  Administra- 
tion will  soon  begin  contacting  eligible  persons  and 
will  furnish  them  with  information  concerning  the 
new  law.  Blue  Cross  and  Blue  Shield  will  continue 
to  keep  their  members  informed  as  details  of  the  pro- 
gram’s administration  are  worked  out. 

“However,”  Sandow  added,  “for  now  we  recom- 
mend that  the  best  personal  interests  of  our  over-65 
subscribers  will  be  served  by  keeping  their  Blue  Cross 
and  Blue  Shield  memberships  active  until  next  July 
1.” 
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AMA  Opens  Campaign  Against  Rising  VD 

Recognizing  that  venereal  disease  is  this  nation’s 
most  urgent  communicable  disease  problem,  the  Amer- 
ican Medical  Association  is  opening  a nationwide  cam- 
paign to  combat  the  spread  of  venereal  disease  and 
to  encourage  prompt  treatment. 

Major  objectives  will  be  to  acquaint  the  public 
with  the  nature  of  venereal  diseases,  their  recognition, 
and  how  they  are  spread,  and  to  urge  people  to  seek 
prompt  attention  from  their  personal  physician  when 
there  is  any  reason  to  suspect  exposure  to  venereal 
disease. 

Explaining  the  need  for  such  a campaign,  F.  J.  L. 
Blasingame,  M.  D.,  AMA  executive  vice  president, 
pointed  out  that  the  number  of  cases  of  infectious 
syphilis  has  tripled  since  1956,  and  that  cases  in  per- 
sons under  20  years  of  age  have  also  tripled. 

Also,  he  said,  “More  than  a million  cases  of  gonor- 
rhea, the  second  most  troublesome  venereal  disease 
in  this  country,  are  developing  annually.” 

These  diseases  have  long  since  reached  epidemic 
proportions  in  some  areas,  particularly  large  cities. 
In  many  urban  areas,  there  have  been  200  to  800 
percent  increases  in  the  number  of  cases  in  recent 
years. 

The  campaign,  Dr.  Blasingame  said,  will  include: 

. . . Development  of  pamphlets,  radio  shorts,  TV 
spot  announcements,  posters,  and  other  visual  aids  on 
venereal  disease  for  wide  distribution  and  promotion 
throughout  the  country. 

. . . Publication  of  announcements,  articles,  and  edi- 
torials about  the  campaign  in  The  AMA  News,  The 
Journal  of  the  AMA,  Today’s  Health,  and  other  AMA 
periodicals.  The  September  6,  1965  Journal  of  the 
AMA  urges  physicians  to  cooperate  with  an  AMA 
task  force  in  its  campaign  against  venereal  disease, 
and  this  month’s  Today’s  Health  contains  the  first  of 
a comprehensive  two-part  series  on  syphilis  and 
gonorrhea. 

. . . Communication  with  state  and  county  medical 
societies,  state  health  and  education  departments,  and 
national  health  agencies  which  may  be  interested  in 
cooperating.  Medical  societies  will  be  urged  to  initiate 
community  education  campaigns  in  cooperation  with 
appropriate  local  groups. 

. . . Communication  with  newspapers,  magazines, 
and  radio  and  television  stations  to  encourage  the  use 
of  educational  materials  about  venereal  disease. 

In  conjunction  with  the  campaign,  the  AMA’s  Com- 
mittee on  Environmental  and  Public  Health  is  spon- 
soring a National  Symposium  on  Venereal  Disease 
Control  to  be  held  in  Chicago,  November  20.  The 
American  Social  Health  Association;  the  Public 
Health  Sendee,  U.  S.  Department  of  Health,  Educa- 
tion, and  Welfare;  and  other  organizations  interested 
in  venereal  disease  problems  are  assisting  in  the  plan- 
ing and  preparation  of  presentations.  The  purpose  of 


the  Symposium  is  to  improve  venereal  disease  control 
in  the  United  States;  to  help  bring  about  a reversal 
of  the  trend  of  recent  years  of  syphilis  and  gonorrhea 
to  affect  more  and  more  people;  and  to  help  toward 
the  ultimate  goal  of  eradication  which  can  be 
achieved  through  adequate  treatment  of  all  infected 
persons.  A group  of  100  informed  and  experienced 
representatives  from  the  private  practice  of  medicine, 
representatives  of  medical  societies,  and  workers  from 
the  medical  care,  public  health,  and  associated 
disciplines  will  participate  in  the  Symposium  discus- 
sions. 


A Fifty  Year  Club  of  American  Medicine 

This  club  of  physicians  who  have  been  in  practice 
for  a long  term  of  years  was  organized  for  the  pur- 
pose of  honoring  those  members  of  the  profession 
who  have  served  mankind  for  a half  a century  or 
more.  Its  membership  represents  a body  of  men  who 
have  shown  their  dedication  to  medical  care  of  the 
public  through  long  and  hard  service. 

The  club  meets  annually  at  the  spring  meeting  of 
the  American  Medical  Association.  Its  next  meeting 
will  be  in  Chicago.  The  membership  is  open  to  all 
who  can  qualify  by  reason  of  fifty  years  of  service  or 
more.  An  initial  fee  of  $5  is  required  to  pay  the  cost 
of  the  lapel  button,  a merit  certificate  and  a tie  bar. 
Interested  physicians  should  write  to:  Dr.  J.  H. 
McCurry,  Secretary,  Cash,  Arkansas  72421. 


Radio  Communication 

The  plan,  adopted  in  Oconee,  for  tying  Anderson 
Memorial  Hospital  into  a radio  network  that  will 
include  all  ambulances,  and  cars  of  physicians  seems 
to  be  a constructive  move. 

Hospital  emergencies  make  instantaneous  com- 
munications between  ambulances,  the  hospital  and 
doctors  frequently  desirable. 


Dr.  G.  T.  Wannamaker 

In  a recent  publication  by  the  Office  of  the  Sur- 
geon General  of  the  Department  of  the  Army  on 
Neurological  Surgery  of  Trauma,  edited  by  Dr. 
Arnold  M.  Meirowsky,  two  articles  by  Dr.  Gordon 
T.  Wannamaker  of  Charleston  are  included. 


Dr.  Barnett  Elected 

Travelers’  Rest’s  first  mayor,  George  Coleman,  Sr., 
was  defeated  by  Dr.  James  E.  Barnett  in  the  largest 
election  since  the  town  was  incorporated  in  1959. 


Dr.  Bennett  in  Greeleyville 

Dr.  W.  N.  Bennett  of  Bennettsville  opened  an 
office  in  Greeleyville  September  20th  for  general 
practice. 

He  graduated  from  the  Medical  College  of  South 
Carolina.  He  interned  in  Union  Memorial  hospital 
in  Baltimore  and  practiced  this  summer  in  North 
Carolina. 
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Papers  Wanted  for  the  Annual  Meeting  of  the  Association 

The  Committee  on  the  Program  for  the  May  Meeting  of  the  Association  is 
desirous  of  having  papers  submitted  for  consideration  as  items  of  the  program. 
It  will  not  be  necessary  to  submit  a complete  paper,  but  a reasonably  full  ab- 
stract must  be  presented  to  the  committee  for  consideration.  The  contents  of  the 
papers  will  not  be  specified,  but  they  will  be  subject  to  the  approval  of  the 
committee  as  to  whether  or  not  they  are  suitable  for  the  program. 

Anyone  desiring  to  present  a paper  should  send  as  soon  as  possible  an 
abstract  of  the  proposed  presentation  to  Dr.  Myers  H.  Hicks,  Post  Office  Box 
1449,  Florence,  S.  C. 


Selective  Service  System 

1.  Reference  is  made  to  Operations  Bulletin  No. 
279  and  Local  Board  Memorandum  No.  77.  This 
Headquarters  has  received  a special  call  for  1,529 
physicians,  350  dentists,  and  100  veterinarians  to 
enter  on  active  duty  beginning  in  January  1966. 

2.  Physicians  Not  in  Internship,  (a)  In  order  to 
fill  the  call  for  physicians  it  is  requested  that  local 
hoards  immediately: 

( 1 ) Order  for  physical  examination  all  phy- 
sicians in  Classes  I-A,  I-A-0,  II-A,  II-S  and 
III-A,  unless  they  have  been  examined  since  April 
1,  1965. 

(2)  Obtain  current  classification  information 
from  all  physicians  in  Classes  I-A,  I-A-O,  II-A,  II-S, 
and  III-A.  Within  the  time  limit  set  by  local  boards 
for  receipt  of  this  information,  local  boards  shall 
reopen  and  consider  anew  the  classification  of  these 
physicians.  This  processing  including  adjudication 
of  appeals  should  be  completed  by  December  1, 
1965. 

( b ) In  determining  the  classification  of  these  phy- 
sicians the  current  personnel  requirements  of  the 
armed  forces  shall  be  considered.  Physicians  should 
not  be  classified  in  Class  II-A  to  complete  residency 
unless  the  local  boards  determine  their  services  are 
absolutely  essential  to  the  operation  of  the  hospital. 

3.  Dentists  and  Veterinarians,  (a)  It  is  requested 
that  local  boards  reopen  and  consider  anew  the 
classification  of  all  dentists  and  veterinarians  classi- 
1 ed  in  ( las'  I-A,  I-A-O,  II-A,  II-S,  and  III-A  bom 
in  1937,  and  in  later  years. 

Frank  C.  Owens,  M.  D.,  Chairman, 
Medical  Advisory  Committee  to 
Selective  Service 


Dr.  Robert  E.  Davis  to  Camden 

Dr.  Davis  has  opened  his  offices  in  the  Bumdale 
Medical  Center.  He  graduated  from  Furman  Uni- 
versity in  1954  and  from  the  Medical  College  of 
South  Carolina  in  1958.  His  internship  and  one  resi- 
dency were  at  the  University  Hospital  in  Birmingham, 
Ala.,  and  his  career  was  interrupted  for  two  years 
while  he  served  in  the  United  States  Air  Force.  For 
the  past  three  years  his  surgical  residency  has  been  in 
the  Greenville  General  Hospital. 


Labor  and  Medicare 

Organized  labor’s  monthly  magazine,  Agenda,  re- 
cently intoned  its  readers  with  the  question:  After 
medicare  what?  Licking  its  chops  over  what  it  has 
good  reason  to  believe  is  the  beginning  of  full-blown 
socialized  medicine  in  this  country,  Agenda  system- 
atically outlined  the  complete  dissection  of  the  medi- 
cal profession  on  a step-by-step  basis  to  span  the 
next  few  years  of  pot-boiling  political  and  legislative 
activity. 

“After  medicare,  what?  Organized  labor  asked  the 
question  and  it  is  up  to  the  medical  profession  to 
supply  the  answer.  ...  If  the  trend  is  to  be  halted  and 
reversed,  as  indeed  it  must  be,  then  a proper  balance 
has  to  be  restored  in  the  Congress.  . . . 

“To  accomplish  this  objective  the  wheels  were  set 
in  motion  [at]  a . . . meeting  of  the  American  Medical 
Political  Action  Committee  in  Washington,  D.  C. 
This  conference  was  attended  by  five  or  more  repre- 
sentatives from  every  state  in  the  Union,  including 
Hawaii  and  Alaska.  The  cold,  hard  facts  of  political 
reality  were  laid  on  the  line  as  the  exacting  dimen- 
sions of  the  job  to  be  done  were  spelled  out  in 
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meticulous  detail.  As  a parade  of  sophisticated  politi- 
cal experts  made  their  presentations  to  the  assembled 
group,  it  was  clear  that  AMPAC  had  shed  its 
amateur  standing.  They  are  ready  to  stand  toe-to-toe 
with  COPE  (organized  labor’s  political  arm)  or  any 
other  group  similarly  inclined. 

“After  medicare,  what?  The  answer  seems  simple. 
After  medicare  comes  the  1966  Congressional  elections 
and  it  seems  pretty  obvious,  even  this  far  in  advance, 
that  common  sense  must  be  returned  to  Washington, 
AMPAC  and  its  first  cousin  GaMPAC  have  the  know- 
how to  do  this  job.  We  have  machinery  and  the 


potential  for  adequate  financing.  The  only  element 
about  which  there  is  any  concern  is,  do  we  have  the 
desire?  Are  we  willing  to  make  the  fight,  or  do  we 
still  believe  that  it’s  really  somebody  else’s  job?  Are 
any  of  us  so  comfortable  in  our  present  position,  that 
through  apathy  or  an  attitude  of  non-involvement,  we 
would  jeopardize  the  future  of  the  profession — or 
more  importantly,  the  future  of  our  children?  Abraham 
Lincoln  said,  ‘To  sin  by  silence  when  they  should 
protest  makes  cowards  of  men.’  How  will  you  answer 
the  question:  After  medicare  what? 

Journal  of  the  Medical  Association  of  Georgia 


Heart  Disease,  Cancer,  and  Stroke 


Three  members  of  the  Department  of  Preventive 
Medicine  at  Harvard  Medical  School,  Dr.  Alex  M. 
Burgess,  Jr.,  Theodore  Colton,  Sc.D.,  and  Dr.  Osier  L. 
Peterson,  have  written  a special  article  appearing  in 
the  September  2 issue  of  the  New  England  Journal  of 
Medicine.  It  is  entitled  “Categorical  Programs  for 
Heart  Disease,  Cancer  and  Stroke”  and  makes  the 
effort  to  evaluate  the  program  proposed  by  the  Presi- 
dent’s Commission  “to  effect  a reduction  of  unneces- 
sary deaths,  from  heart  disease,  cancer  and  stroke, 
through  the  establishment  of  a network  of  centers  for 
investigation,  training  and  treatment. 

That  heart  disease,  cancer,  and  stroke  are  major 
causes  of  death  is  indisputable.  But  Drs.  Burgess,  Col- 
ton, and  Peterson  point  out  that  72  per  cent  of  the 
deaths  due  to  heart  disease,  55  per  cent  of  those  due 
to  cancer,  and  80  per  cent  of  those  due  to  stroke 
occur  after  the  age  of  65,  as  the  Commission  itself 
reported.  If  these  causes  of  death  after  age  65  were 
eliminated,  it  is  doubtful  whether  much,  if  anything, 
would  be  achieved  so  far  as  longevity  is  concerned; 
death  would  come  for  some  other  reason,  for  there  are 
no  prospects  of  immortality.  Ages  ago  the  Old  Testa- 
ment Psalmist  spoke  of  a life  expectancy  of  70  years 
and  added  that  with  heroics  a life  span  of  80  might 
be  achieved  but  that,  too,  was  no  more  than  “labor 
and  sorrow;  for  it  is  soon  cut  off  and  we  fly  away.” 
We  have  no  reason  to  believe  that  we  can  presently 
exceed  the  Psalmist’s  expectations. 

It  is  more  fruitful  to  consider  the  years  before  65. 
The  authors  have  studied  the  1961  death  rates  for 
ages  15-44  and  45-64  in  the  U.  S.,  in  England  and 
Wales,  and  in  Sweden.  The  record  for  cancer  and 
stroke  shows  very  little  difference  in  the  three  areas. 
Drs.  Burgess,  Colton,  and  Peterson  go  on  to  say  that 
“the  fact  that  in  both  Sweden  and  England  the  or- 
ganization is  such  that  the  patient  with  cancer  or  a 
stroke  is  more  likely  to  be  cared  for  by  specialists,  or 


in  specialized  facilities  in  university  hospitals  and 
regional  general  hospitals,  does  not  suggest  that  estab- 
lishing new  special-treatment  facilities  would  effect 
much  change  in  the  United  States.” 

As  for  arteriosclerotic  and  degenerative  heart  dis- 
ease, the  death  rate  in  the  United  States  for  males 
15-44  years  of  age  is  1.8  times  that  of  England  and 
Wales  and  4.1  times  that  of  Sweden.  For  males  45-64 
years  of  age,  it  is  1.5  times  that  of  England  and 
Wales  and  2.2  times  that  of  Sweden.  The  authors  com- 
ment, “The  major  differences  that  exist  for  heart  dis- 
ease would  lead  us  to  look  for  major  chances  for  sal- 
vage were  it  not  that  arteriosclerotic  heart  disease  is 
the  largest  item.  Here,  the  result  in  the  individual  case 
is  most  often  determined  by  the  severity  of  the  process 
rather  than  by  the  treatment  received.  Indeed  many 
of  the  deaths,  especially  in  younger  people,  are  so 
sudden  as  not  to  come  under  treatment  at  all.  Here, 
prevention  is  the  important  issue,  but  current  under- 
standing of  how  to  accomplish  this  is  primitive  and 
confused,  and  may  well  require  changes  in  national 
habits  of  diet  and  exercise.” 

The  vast  dimensions  of  the  Commission’s  program 
led  to  the  comment  in  this  column  on  January  4 that 
“the  program  ought  to  be  carefully  considered  and 
thought  about  before  evaluation  by  others.”  The 
Journal’s  article  is  a careful  evaluation  that  in  its  turn 
merits  consideration  and  thought.  Its  last  two  sen- 
tences are  especially  significant:  “One  must,  further- 
more, not  lose  sight  of  the  fact  that  medical  care  is 
for  all  the  living  as  well  as  for  the  moribund.  The 
Commission’s  plan  would,  for  example,  do  nothing  to 
arrest  the  decline  in  the  number  of  physicians  pro- 
viding personal  or  family  care,  which  is  one  of  today’s 
most  pressing  medical-care  problems.” 

In  fact,  the  proposals  might  accelerate  this  decline. 

From  Medical  Tribune,  Sept.  13,  1965 
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Deaths 


Dr.  W.  C.  O’Driscoll 


Dr.  William  Cyril  O’Driscoll,  84,  for  53  years  a 
professor  at  the  Medical  College  of  South  Carolina, 
died  October  14  after  a long  illness. 

Dr.  O’Driscoll  was  born  in  Charleston  May  4,  1881, 
and  was  a graduate  of  The  Citadel  and  the  Medical 
College  of  South  Carolina,  and  studied  at  the  Brook- 
lyn Institute  of  Science  and  the  University  of  Indiana 
Biological  laboratory. 

He  became  demonstrator  of  Anatomy  at  the  Medi- 
cal College  in  1906,  and  was  reputed  to  have  taught 
more  South  Carolina  physicians  than  any  other  man. 

Dr.  O’Driscoll  served  as  surgeon  of  the  Second 
South  Carolina  infantry'  in  World  War  I,  with  the 
AEF. 

He  was  past  president,  secretary  and  librarian  of 
the  Medical  Society  of  South  Carolina,  past  president 
of  the  Medico  Chirurgical  Club  of  Charleston;  district 
deputy  for  S.  C.  for  Alpha  Kappa  Kappa  fraternity; 
and  a member  of  the  advisory  board  for  the  erection 
of  St.  Francis  Xavier  Hospital. 

He  was  active  in  civic  affairs  and  his  non-medical 
honors  included  serving  as  commander  of  Charleston 
American  Legion  Post  10,  and  on  the  executive  board 
of  the  Boy  Scouts.  He  was  a member  of  the  Charles- 


ton Chapter  of  the  Reserve  Officers  Association,  and 
the  Exchange  Club,  and  was  a member  of  Cathedral 
of  St.  John  the  Baptist  Roman  Catholic  Church. 


Dr.  G.  R.  Wilder 

Dr.  Guignard  Richardson  Wilder,  60,  of  Columbia, 
a native  of  Sumter,  died  August  31. 

He  was  with  the  regional  office  of  the  Veterans’ 
Hospital.  He  received  his  AB  degree  from  the  West 
Virginia  School  of  Technology,  attended  the  Medical 
College  of  Virginia  and  was  graduated  from  the 
Medical  College  of  South  Carolina. 

Following  graduation,  he  was  with  McLeod  In- 
firmary in  Florence  and  the  By'erly  Hospital  in  Harts- 
ville.  Later,  he  entered  private  practice  in  Hartsville, 
going  to  Columbia  in  1957,  when  he  joined  the  staff 
of  the  Veterans’  Administration. 


Dr.  R.  L.  Hallman 

Dr.  R.  L.  Hallman  of  Piedmont  died  October  5, 
aged  44.  Dr.  Hallman  was  a native  of  Richland 
County. 


Dr.  T.  H.  Martin 

Dr.  Thomas  Hutson  Martin,  who  practiced  medicine 
in  Charleston  for  34  years  and  was  a member  of  the 
faculty  of  the  Medical  College  of  South  Carolina, 
died  October  6.  He  was  73. 

A native  of  McPhersonville  where  he  was  born 
May  30,  1892,  Dr.  Martin  had  retired  from  active 
practice  in  1951  because  of  ill  health. 

He  was  a member  of  the  Charleston  County  Board 
of  Health  and  vice-chairman  for  several  years.  He 
also  was  former  vice  president  of  the  Medical  Society 
of  South  Carolina. 

Following  his  graduation  from  the  Medical  College 
in  1915  he  was  a resident  at  Roper  Hospital  and  at 
the  McLeod  Infirmary  in  Florence.  He  began  his 
private  practice  in  1917,  also  practiced  surgery,  and 
was  for  many  years  assistant  professor  of  surgery  at 
the  Medical  College. 

He  was  a member  of  the  Widows  and  Orphans 
Society,  Charleston  County  Medical  Society,  South 
Carolina  Medical  Association,  American  Medical 
Association,  American  College  of  Surgeons,  Atlantic 
Coast  Line  Railway  Surgeons  Association,  and  Sea- 
board Air  Line  Railroad  Surgeons  Association. 

He  also  was  a member  of  Union  Kilwinning  Lodge 
of  Masons,  the  St.  Andrews  Society,  the  Hibernian 
Society,  and  First  ( Scots ) Presbyterian  Church.  At 
the  Medical  College  he  was  a member  of  the  Alpha 
Kappa  Kappa  fraternity. 
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Book  Reviews 


CURRENT  SURGICAL 
MANAGEMENT,  edited 
by  Edwin  H.  Ellison,  M.D., 
Stanley  R.  Friesen,  M.D., 
and  John  H.  Mulholland, 
M.D.,  3rd  Edition,  W.  B. 
Saunders  Company,  Phila- 
delphia and  London.  1965. 
Pp.  519.  $11.50. 

The  editors  of  this  volume 
have  chosen  104  contributors 
from  a wide  geographical 
distribution,  extending 
throughout  the  United  States  and  Canada  and  briefly 
touching  England.  These  contributors  are  authorita- 
tive in  the  subjects  they  discuss. 

The  format  of  this  volume,  like  that  of  the  two 
previous  volumes,  offers  alternative  viewpoints  on 
controversial  surgical  problems.  Each  author  presents 
and  defends  his  choice  of  treatment  and  often  the 
cases  of  his  experience  to  support  his  argument.  The 
subjects  are  presented  concisely  and  with  perhaps 
less  dogmatism  than  in  standard  surgical  text  books. 
Detail  of  management  is  deliberately  omitted;  the 
emphasis  being  on  the  basic  approach  to  these  prob- 
lems. 

For  the  surgeon  seeking  quick  access  to  the  latest 
approaches  to  these  common  enigmas  of  surgery,  this 
book  is  heartily  recommended. 

Charles  B.  Hanna,  M.  D. 


OBSTETRICS,  by  J.  P.  Greenhill.  13th  Edition. 
W.  B.  Saunders  Company,  Philadelphia.  1965.  Pp. 
1246.  $17.00. 

Sixteen  new  contributors  to  this  classic  obstetrical 
text  have  appeared.  Among  them  are  some  of  the 
most  illustrious  figures  in  their  fields.  Dr.  Roberto 
Calderyro-Barcia  and  his  associate,  Dr.  Poreiro,  have 
added  a lucid  chapter  on  the  powers  and  mechanism 
of  labor.  These  contributors  have  drawn  heavily 
from  their  own  world  renowned  works.  By  relegating 
obstetrical  curiosities  to  their  proper  place,  the  author 
has  thereby  included  much  new  material  without 
making  the  volume  cumbersome.  As  an  example,  the 
chapter  on  contracted  pelves  and  other  pelvic  ab- 
normalities (e.g.  Roberts  pelves  and  Nagele  pelves) 
has  been  further  reduced.  This  has  allowed  the  addi- 
tion of  such  pertinent  chapters  as  one  on  human 
cytogenetics  by  Dr.  Murray  L.  Barr  and  David  H. 
Carr,  and  chapters  on  fetal  electrocardiography  and 
placental  disfunction  by  Edward  H.  Hon.  The  chapter 
on  Diseases  of  the  Blood  and  Blood-Forming  Organs 
in  Pregnancy  is  written  by  Roy  G.  Holly,  an  Ameri- 
can worker  whose  name  has  been  almost  synonymous 
with  investigations  in  this  field. 


It  is  curious  to  this  reviewer  that  the  high  fre- 
quency of  fetal  anomalies  associated  with  the  single 
umbilical  artery  appears  not  to  have  been  mentioned 
in  this  text.  All  of  the  contributors  have  done  a good 
job,  and  it  is  an  injustice  to  attempt  a review  with- 
out mentioning  all.  The  author  continues  to  maintain 
an  extremely  high  standard  for  this  text.  It  is  recom- 
mended to  all  those  with  an  interest  in  obstetrics. 

H.  Oliver  Williamson,  M.  D. 


THE  MANAGEMENT  OF  FRACTURES  AND 
SOFT  TISSUE  INJURIES,  by  The  Committee  on 
Trauma,  American  College  of  Surgeons.  W.  B. 
Saunders  Co.,  Philadelphia  and  London.  1965. 
Pp.  365.  $7.50. 

This  book  combines  the  outline  of  the  treatment  of 
fractures  and  the  early  care  of  acute  soft  tissue  in- 
juries. These  two  subjects  were  formerly  covered  in 
two  separate  volumes.  The  sections  were  written  and 
edited  by  eminent  specialists  in  their  respective  fields. 

The  information  contained  in  this  book  is  very 
comprehensive  and  of  a general  nature,  but  also, 
sufficient  detail  is  given  to  aid  in  the  diagnosis  and 
management  of  both  fractures  and  multiple  types  of 
soft  tissue  injuries. 

This  manual  should  be  made  available  in  all  emer- 
gency departments  of  every  hospital.  It  would  be  an 
ideal  practical  reference  for  medical  students,  in- 
terns, and  residents.  Intentionally,  the  book  has  been 
kept  small  so  that  it  would  fit  easily  in  the  pocket  of 
a resident’s  white  coat. 

The  information  contained  in  this  book  is  not  a 
complete  treatise  on  any  one  subject  and  serves 
primarily  as  a practical  guide. 

This  book  is  highly  recommended  as  a quick, 
practical  office  reference  for  the  practitioner  who 
deals  with  trauma. 

B.  L.  Freeman,  Jr.,  M.  D. 


ELECTROCARDIOGRAPHY  AND  VECTOR- 
CARDIOGRAPHY, by  Lawrence  E.  Lamb,  M.  D. 
1st  Edition.  W.  B.  Saunders  Company,  Phila- 
delphia, Penn.  1965.  P.  609.  $22.00. 

This  book  provides  a detailed  integration  of  the 
fundamentals  of  instrumentation  and  electrophysiol- 
ogy, more  so  than  other  volumes  pertaining  to  the 
subject  of  electrocardiography  and  vectorcardiography. 
The  author  gives  many  of  his  theories  which  although 
refreshing  do  not  conform  to  current  theory.  These 
factors  make  this  an  excellent  book  for  one  advanced 
in  electrocardiography  but  may  be  confusing  to  the 
beginner.  However,  the  illustrations  depict  an 
abundance  of  clinical  material  and  are  very  clear  to 
everyone  regardless  of  their  status  in  medicine.  Prob- 
ably its  greatest  instruction  is  a large  amount  of 
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material  gathered  from  a young,  relatively  asympto- 
matic population,  with  long  term  evaluation.  A study 
of  such  young  individuals  makes  one  realize  that  he 
should  he  careful  in  over-interpreting  an  electrocardio- 
gram without  knowledge  of  the  patient.  As  a com- 
parison with  other  books  on  electrocardiography  and 
vectorcardiography  I would  classify  this  one  as  an 
excellent  reference,  especially  for  those  who  have 
cardiovascular  experience.  However,  I would  not  con- 
sider it  as  encyclopedic. 

Peter  Gazes,  M.  D. 


DAVID  RAMSAY,  1749-1815,  SELECTIONS 
FROM  HIS  WRITINGS,  by  Robert  L.  Brun- 
house.  Transactions  of  the  American  Philosophical 
Society,  New  Series,  55,  Part  4,  1965,  Pp.  250. 
$6.00. 

David  Ramsay,  M.  D.,  born  in  Pennsylvania,  at  an 
early  age  became  a prominent  citizen  of  Charleston 
and  an  important  figure  in  the  Revolutionary  War, 
being  at  one  time  acting  chairman  of  the  Continental 
Congress.  He  was  among  the  exiles  sent  to  St. 
Augustine  by  the  British  during  their  occupation  of 
Charleston.  One  estimate  has  placed  him  as  “an 
able  and  distinguished  man,  . . . but  not  a great  one.” 

Ramsay  was  a prolific  historian,  writing  of  the 
Revolution,  of  his  own  state,  of  the  United  States  and 
many  other  subjects.  In  his  own  day  and  in  the  19th 
century  his  writings  were  much  esteemed,  but  of 


recent  years  he  has  been  accused  of  plagiarism  and 
despite  his  access  to  original  records  and  participation 
in  current  events,  has  been  treated  with  some  deroga- 
tion. 

Ramsay’s  personal  papers  apparently  have  been 
lost.  This  volume  is  a printing  of  his  many  letters  to 
other  persons.  The  author  has  provided  a full  and 
competent  sketch  of  Ramsay’s  life  and  thought,  has 
added  to  the  letters  reprints  of  four  of  Ramsay’s 
shorter  works,  and  has  included  a bibliography  of 
Ramsay’s  writings. 

This  book  makes  available  a quantity  of  material 
which  should  be  of  great  interest,  especially  to  South 
Carolinians,  and  provides  a basis  for  a balanced 
view  of  Dr.  Ramsay.  Dr.  Brunhouse’s  efforts,  extend- 
ing over  many  years,  have  produced  an  interesting 
and  valuable  source  of  information. 

JIW 


U.  S.  exports  of  medicinals  and  pharmaceuticals  to 
the  Sino-Soviet  bloc  last  year  amounted  to  $1.7 
million,  the  U.  S.  Department  of  Commerce  has  re- 
ported. Drug  imports  from  the  bloc  totaled  only 
$27,000. 


As  many  as  250  separate  quality  control  tests  may 
be  carried  out  by  a manufacturer  in  developing  a 
new  drug  product  from  receipt  of  the  raw  material 
to  final  processing. 
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Hygroton 

brand  of 
chlorthalidone 

the  longest-acting 
diuretic 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Warning:  With  administration 
of  enteric-coated  potassium 
supplements,  the  possibility  of 
small  bowel  lesions  should  be 
kept  in  mind. 

Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 

Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

*Dorhout  Mees,E.J.,and  Geyskes, 
G.G.;  Acta  med.scandinav. 
175:703,1964. 


Smith,  Kline  & French  Labs. 


St.  Paul  Ins.  Co. 

Philips- Roxane  Labs. 11-A,  12-A, 

Wallace  Labs. 6-A,  16-A, 


Waverly  Sanitarium  

Winchester  Surgical  Supply  Co. 
Winthrop  Labs.  


18-A 

7-A 

13- A,  14-A 
17-A,  33-A 

36-A 

23-A 

_2-A,  40-A 


Photos:  A 59-year-old  woman 
with  hypertensive  cardiovas- 
cular disease  and  edema  re- 
sistant to  low-salt  diet  and  bed 
rest.  The  patient  lost  8V2  lbs. 
in  one  week  with  a single  tab- 
let daily  of  Hygroton,  brand  of 
chlorthalidone. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3992  PC 


good  riddance 


Hygroton,  brand  of  chlorthalidone,  gets  rid  of  edema  efficiently. 
Your  edematous  patients  will  generally  need  far  fewer  tablets 
than  with  most  diuretics.  And  they’ll  generally  save  more  on  pre- 
scription costs.  One  tablet  a day  is  a popular  dosage.  So  is 
one  tablet  every  other  day.  You  may  even  find  half  a tablet  three 
times  a week  does  the  job.  No  other  diuretic  works  as  long. 

And  none  has  as  much  natruretic  activity  per  tablet.*  For  good 
riddance  of  edema  with  the  least  number  of  tablets,  prescribe 
Hygroton,  brand  of  chlorthalidone.  | 

Hygroton  chlorthalidone  Geigy 


FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 


not  contribute  to  sodium  retention ..  .the  enteric  coating  assures  hypersensitivity  to  any  component. 


gastric  tolerance... and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC- 
Pabalate-SF  with  hydrocortisone. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

— the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


The  discomforts  of 


DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 


Available  in  100  milligram  pink  sugar-coated  tablets. 

The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 


Trocinate  (Thiphenamil  HC1)  has  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
affirmed  the  safety  and  effectiveness  of  Trocinate. 


spasm  promptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 


Trocinate  BRAND  THIPHENAMIL  HC1 


BETA -DIETHYLAM I NOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  - may  be  used  in  glaucoma 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


BACTERIAL 

COMPLICATIONS 


ASSOCIATED 

DISCOMFORT 


in  U.R.I. 


BRING  THE  TREATMENT  TOGETHER 
IN  A SINGLE  PRESCRIPTION  , 

ACHROGIDIN 

^^Tetracycline  HCI-Antihistamine-Analgesic  Compound 


Each  tablet  contains:  Caffeine 30  mg 

ACHROMYCIN®  Tetracycline  HCI  ..  . 125  mg  Salicylamide 150  mg 

Acetophenetidin  (Phenacetin) 120  mg  Chlorothen  Citrate 25  mg 

Effective  in  controlling  complicating  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic 
relief  in  allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  include  drowsiness,  slight  gastric 
distress,  anorexia,  overgrowth  of  nonsusceptible  organisms,  tooth  discoloration  (if  given  during  tooth  forma- 
tion), photodynamic  reaction  to  sunlight  and  increased  intracranial  pressure  (in  young  infants).  Average  adult 
dosage:  2 tablets  four  times  daily,  given  at  least  one  hour  before,  or  two  hours  after  meals.  Patient  should  avoid 
direct  exposure  to  artificial  or  natural  sunlight;  and  should  not  drive  a car  or  operate  machinery  while  on  drug. 
Reduce  dosage  in  impaired  renal  function.  Stop  drug  immediately  at  the  first  sign  of  adverse  reaction. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 

6005-291  1 


Ruth  Augustine 
is  a secretary. 

She  likes  to  swim  and  skate 
and  ski.  On  Monday  nights 
she  studies  modern  dance. 


At  night  she  sleeps  like  a baby. 

(On  a too-soft  mattress) 

Maybe  that’s  why  her  hack  hurts. 


You  probably  have  patients  who  are  fit  as  a fiddle-who  have  no  postural  defects 
or  spinal  deformities— yet  still  complain  of  low  back  pains. 

How  can  this  happen  to  otherwise  normal,  healthy  people? 

At  night,  they  may  be  sleeping  like  babies  — on  nice,  softy,  feathery 

mattresses  that  can  do  more  harm  than  good.  And  this  too-soft  mattress 
can  lead  to  morning  backaches. 

That’s  why  so  many  doctors  recommend  (and  sleep  on!) 
the  Sealy  Posturepedic. 

Posturepedic  is  designed  in  cooperation  with  leading  orthopedic 
surgeons  for  firm  support.  Actually  helps  keep  the 
spine  in  line,  and  tends  to  reduce  muscle  tension,  too. 

When  a baby-soft  mattress  is  giving  patients  low  back  pai 
why  not  recommend  the  Sealy  Posturepedic? 

It  gives  the  firm,  level  support  many  patients  need. 


n, 


As  a doctor,  you  are  invited  to  take  advantage  of  a professional  Please  send  me  complete  information  on  your  professional  discount. 
discount  on  the  Sealy  Posturepedic.  p,  . , 

We  believe  your  personal  use  will  convince  you  of  the  Posture-  t 

pedic's  distinctive  benefits  and,  we  would  hope,  merit  your  valued  Dr 

recommendation. 

The  professional  discount  represents  a minimum  saving  of  $39  Residence 

per  set  over  the  regular  retail  price  for  mattress  and  foundation. 

To  receive  your  professional  discount  certificate,  mail  this  coupon 

to  Sealy,  Inc.,  666  North  Lake  Shore  Drive,  Chicago,  Illinois  60611.  City State Zip  Code 


Sealy  Posturepedic  Mattress 

StALY,  INC..  N.  LAM  3MO*C  D«IVC,  CHICAGO.  ILL.  MAI  I C’“kT,  INC.,  !***>  ®T.M.  MO.  U.*.  PAT.  O' » . 
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First 
of  all 
for  mild 
hvoertensi 


Start  with  Serpasil  (reserpine) 

• produces  a gradual,  sustained  lowering 
of  blood  pressure,  especially  in  the 
neurogenic  type  of  hypertension. 

• relieves  anxiety  and  tension,  induces  a 
sense  of  well-being  in  hypertensive 
patients  with  a low  reaction  threshold  for 
stressful  situations. 

• slows  the  rapid  heart  and  maintains  the 
slowed  rate. 


Build  on  Serpasil  (reserpine) 

• serves  as  baseline  therapy  for  cerlif 
other  more  potent  antihypertensive 
agents. 

• permits  lower  dosage  of  added  po  >t 
antihypertensive  drugs,  minimizing 
incidence  and  severity  of  side  effec 

• brings  about  increased  therapeutf 
response  when  combined  with  cert;' 
other  antihypertensives. 


I 


- 


DISTRIBUTOR 

WANTED 


■I® 

irpasil 

erpine  CIBA) 

CHONS:  Mild  to  moderate 
jnsion.  CAUTIONS:  Severe 
depression  has  appeared  in  a 
ercentage  of  patients,  primarily 
;age  above  1 mg  daily.  Usually 
ient  had  a pre-existing,  incipi- 
logenous  depression  which  was 
<ed  or  accentuated  by  reser- 
fhen  the  drug  is  discontinued, 
sion  usually  disappears,  but 
ilization  and  shock  therapy  are 
Ties  required.  Daily  dosage 
125  mg  is  contraindicated  in 
s with  a history  of  mental 
sion  or  peptic  ulcer;  use  lower 
vith  caution.  Not  recommended 
; insufficiency.  Withdraw  reser- 
/veeks  before  surgery,  if  pos- 
or  emergency  surgical 
ures,  give  vagal  blocking 
parenteral ly  to  reverse  hypo- 
and/or  bradycardia.  Use 
sly  with  digitalis,  quinidine,  or 
lidine.  When  patients  on 
ie  receive  electroshock  ther- 
5 lower  milliamperage  and  a 
duration  of  stimulus  initially, 
nerapy  within  7 days  after 
lie  drug  is  hazardous.  SIDE 
7S:  Occasional:  lassitude, 
less,  nasal  congestion,  loose- 

i>tools,  increased  frequency  of 
on.  Rare:  anorexia,  headache, 
jreams,  nausea,  dizziness, 
ingestion  and  increased 
ibronchial  secretions  may 
| newborn  babies  of  mothers 
tjdth  reserpine.  AVERAGE 
Initial— Two  0.25-mg  tablets 
H'.  Maintenance— Reduce 
i1  age  to  0.25  mg  or  less  p.c. 

L’  D:  Tablets,  0.25  mg  (white, 
JJind  0.1  mg  (white). 
Pirmaceutical  Company 
li”  'Jew  Jersey 

] A 


No  Competition.  To  service  and  set  up 
new  accounts  in  exclusive  territory. 
Investment  secured  by  fast  moving 
inventory  of  amazing  plastic  coating 
used  on  all  types  of  surfaces  interior  or 
exterior.  Eliminates  waxing  when  ap- 
plied to  any  type  of  floor.  Eliminates 
all  painting  when  applied  to  wood, 
metal  or  concrete  surfaces. 

Minimum  Investment — $500 
Maximum  Investment — $12,000 

For  details  write  or  call : 

Phone:  314  AX-1-1500 
Merchandising  Division 
P.  O.  Box  66 

St.  Ann,  Missouri  63074 


Meta  Cine 


mucolytic,  acidifying,  physiologic  vaginal  douche 


SEND  FOR  SAMPLES 


Name 

Address 

City State Zip. 


7?/  PHARMACEUTICAL 

CHATTANOOGA,  TENN.  37409 


c o. 


“My  cooking  agrees  with  everyone  but  me” 


She  complains  about  her  upset  stomach  and  blames  her  cooking. ..you 
diagnose  functional  G.l.  disturbance  and  associated  stress. ..as  manifested 
by  indigestion,  heartburn,  bloating,  or  constipation.  Prescribe 


DECHOLIN-BB 

(HydrocholeretiC'Antispasmodic-Sedative,  Ames) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM 15  mg  M gr) 

(Warning:  May  be  habit  forming)  to  ease  nervous  tension 

DEHYDROCHOLIC  ACID  250  mg  (33/4  gr) 

to  produce  a large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  intestinal 
motility 

BELLADONNA  EXTRACT 10  mg  (Vs  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  Adult  Dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  periodically 
for  increased  intraocular  pressure  and  barbiturate  ha- 
bituation or  addiction.  Caution  drivers  against  pos- 
sible drowsiness.  Side  Effects:  Dehydrocholic  acid 
may  cause  transitory  diarrhea;  belladonna  — blurred 
vision,  dry  mouth.  Contraindications:  Biliary  tract 
obstruction,  acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia. 

Available  through  your  regular  supplier: 

Decholin-BB,  bottles  of  100  tablets. 

Ames  Company,  Inc.,  Elkhart,  Indiana  AMES 


72764 


\natomy  of 
_ow  Back  Pain  #1 


The  human  spine  is  not  engineered  fc 
prolonged  sitting  at  desks,  pianos,  type 
writers  and  drafting  boards.  The  stresse 
set  up  by  the  heavy,  forward-tilted  hea 
and  trunk,  balanced  precariously  on  a 
insufficient  base,  result  in  strain  of  th 
dorsal  musculature,  particularly  at  th 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  ana , 
gesic  properties  of  'Soma'  make  it  espe 
dally  useful  in  the  treatment  of  low  bac 
sprains  and  strains.  ‘Soma’  is  widel 
prescribed  □ to  relieve  pain  □ to  rela 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  c 
muscle  spasm,  pain,  and  stiffness  in  a variety  c 
inflammatory,  traumatic,  and  degenerative  musci 
loskeletal  conditions.  It  also  may  act  to  normaliz 
motor  activity  in  certain  neurologic  disturbance: 
Contraindications:  Allergic  or  idiosyncratic  rear 
tions  to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervou 
system  depressants,  should  be  used  with  cautio 
in  patients  with  known  propensity  for  taking  e> 
cessive  quantities  of  drugs  and  in  patients  wit 
known  sensitivity  to  compounds  of  similar  chem 
cal  structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  an 
frequency  is  sleepiness,  usually  on  higher  tha 
recommended  doses.  An  occasional  patient  ma 
not  tolerate  carisoprodol  because  of  an  individuc 
reaction,  such  as  a sensation  of  weakness.  Othe 
rarely  observed  reactions  have  included  dizziness 
ataxia,  tremor,  agitation,  irritability,  headache,  ir 
crease  in  eosinophil  count,  flushing  of  face,  am 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leukc 
penia,  occurring  when  carisoprodol  was  admir 
istered  with  other  drugs,  has  been  reported,  as  ha 
an  instance  of  fixed  drug  eruption  with  carisoprodc 
and  subsequent  cross  reaction  to  meprobamate 
Rare  allergic  reactions,  usually  mild,  have  include' 
one  case  each  of  anaphylactoid  reaction  with  mif 
shock  and  angioneurotic  edema  with  respirator 
difficulty,  both  reversed  with  appropriate  therapy 
In  cases  of  allergic  or  hypersensitivity  reactions 
carisoprodol  should  be  discontinued  and  appropri 
ate  therapy  initiated.  Suicidal  attempts  may  prc 
duce  coma  and/or  mild  shock  and  respirator 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  table 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablet 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 


for  the  relief 
of  low  back 
sprains  and  strains 

SOMA 

(CARISOPRODOL:! 

Wallace  Laboratories,  Cranbury,  N.J. 


following 

infection 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (as  Thiamine  Mononitrate)  10  m 1 


Vitamin  B2  (Riboflavin)  10ml 

Niacinamide  100ml 

Vitamin  C (Ascorbic  Acid)  300ml 

Vitamin  B6  (Pyridoxine  HCI)  2m  I 

Vitamin  B 1 2 Crystalline  4mcgr* 

Calcium  Pantothenate  20 ml 


Recommended  intake:  Adults,  1 capsul  i 
daily,  for  the  treatment  of  vitamin  def icier ■ 
cies.  Supplied  in  decorative  “reminder  ■ 
jars  of  30  (one  month’s  supply)  and  1CB 
(three  months’  supply). 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 

; 8693-4 


a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 

Irochloride) 


Dore  Illustration 
from 

Dante’s  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  “mental  pain”— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg. /day- 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg. /day) 
should  be  sought. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


IN  BRIEF: 

Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions:  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  "bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 


Invest  in  the  future  health  of  the  nation  and  your  profession 


Give  to  medical  education  through  AMA-ERF 


AMERICAN  MEDICAL  ASSOCIATION 
EDUCATION  AND  RESEARCH  FOUNDATION 


535  N.  Dearborn  St. 
Chicago  10,  III. 


WAVERLEY  SANITARIUM,  INC. 

i (FOUNDED  IN  1914  BY  DR.  AND  MRS.  J.  W.  BABCOCK) 

HOSPITAL  CARE  AND  TREATMENT  OF  NERVOUS  AND  MENTAL  DISORDERS 
} ADMISSIONS  LIMITED  TO  WHITE  WOMEN 

INCLUDES  OUT-PATIENT  DEPARTMENT  FOR  BOTH  SEXES 

1 Dr.  Chapman  J.  Milling,  Medical  Director 

1 Dr.  James  B.  Galloway  — Dr.  Penrod  G.  Hepfer 

\ Dr.  Frank  E.  O’Sheal 

FOR  RESERVATION  CALL  2727  FOREST  DRIVE 

SUPERINTENDENT  AL  2-4273  COLUMBIA,  S.  C. 

] FIRE  SPRINKLER  SYSTEM  THROUGHOUT  HOSPITAL 


APPALACHIAN  HALL 

ESTABLISHED  — 1916 

ASHEVILLE  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 
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WHEN  MOTHER'S  IRON  ISN'T  UP  TO 

MOTHERHOOD 


IN  BRIEF:  ACTIONS  AND  USES:  A single  dose  of  Imferon  (iron  dextran  injection)  will 
measurably  begin  to  raise  hemoglobin  and  a complete  course  of  therapy  will  effectively 
rebuild  iron  reserves.  The  drug  is  indicated  only  for  specifically-diagnosed  cases  of  iron 
deficiency  anemia  and  then  only  when  oral  administration  of  iron  is  ineffective  or  imprac- 
tical. Such  iron  deficiency  anemia  may  include:  patients  in  the  last  trimester  of  preg- 
nancy; patients  with  gastrointestinal  disease  or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with  continual  and  extensive  iron  losses  not 
rapidly  replenishable  with  oral  iron;  patients  intolerant  of  blood  transfusion  as  a 
source  of  iron;  infants  with  hypochromic  anemia;  patients  who  cannot  be  relied 
upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well-tolerated  solution  of  iron  dextran 
complex  providing  an  equivalent  of  50  mg.  of  elemental  iron  in  each  cc.  The  solution  con- 
tains 0.9%  sodium  chloride  and  has  a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5%  phenol 
as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon  body  weight  and  Gm.  Hb./lOO  cc. 
of  blood,  ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or 
weekly.  The  total  iron  requirement  for  the  individual  patient  is  readily  obtainable  from 
the  dosage  chart  in  the  package  insert.  Deep  intramuscular  injection  in  the  upper  outer 
quadrant  of  the  buttock,  using  a Z-track  technique,  (with  displacement  of  the  skin 
laterally  prior  to  injection),  insures  absorption  and  will  help  avoid  staining  of  the  skin. 
A 2-inch  needle  is  recommended  for  the  adult  of  average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few.  Staining  of  the  skin  may  occur. 
Excessive  dosage,  beyond  the  calculated  need,  may  cause  hemosiderosis.  Although 
allergic  or  anaphylactoid  reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have  been  due  to  Imferon 
(iron  dextran  injection).  Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache, 
and  fever  have  occasionally  been  reported.  Initial  test  doses  of  0.5  cc.  are  advisable. 

PRECAUTIONS:  It  sensitivity  to  test  doses  is  manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  administered  by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or  other 
exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is  contraindicated  in  patients 
sensitive  to  iron  dextran  complex.  Since  its  use  is  intended  for  the  treatment  of  iron 
deficiency  anemia  only,  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses,  Imferon  (iron  dextran 
injection)  has  been  shown  to  produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis,  if  any  in  man,  following 
recommended  therapy  with  Imferon  (iron  dextran  injection)  appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes  of  4;  10  cc.  multiple  dose  vials. 


in  iron  deficiency  anemia  for  rapid  and 
predictable  replacement  of  iron  reserves 

imferon' 


IN  THE  TREATMENT  OF  SELECTED  CASES  OF  PREMATURE  LABOR 


AND  THREATENED 


AND  HABITUAL  ABORTION 


in  vivo  measurement 
of  LUTREXIN  (Lututrin)  on 
contracting  uterine  muscle 


HYNSON,  WESTCOTT  & DUNNING,  INC 

li^>  BALTIMORE,  MARYLAND  2120 


helps  restore  normal  motility  and  tone 


Cantil  (mepenzolate  bromide)  works  in  the  colon. 
In  irritable  colon,  spastic  colon,  ulcerative  colitis 
and  other  functional  and  organic  colonic  disorders, 
it  acts  to: 

• control  diarrhea/constipation 

• relieve  spasm,  cramping,  bloating 

• make  patients  more  comfortable 

with  little  effect  on  stomach,  bladder  or  other  viscera. 
"In  40  of  44  cases  of  irritable  or  spastic  colon, 
Cantil  [mepenzolate  bromide]  or  Cantil  with  Pheno- 
barbital  reduced  or  abolished  abdominal  pain,  diar- 
rhea and  distention  and  promoted  restoration  of 
normal  bowel  function  . . . Cantil  [mepenzolate 
bromide]  proved  to  be  singularly  free  of  antichol- 
inergic side-effects.  Blurring  of  vision  or  dryness 
of  the  mouth  were  occasionally  seen  and  were  us- 
ually managed  with  a reduction  in  dosage.  Urinary 
retention,  noted  in  two  cases  was  eliminated  in  one 
by  reducing  dosage.”! 


IN  BRIEF: 

One  or  two  tablets  three  times  a day  and  one  or  two 
at  bedtime  usually  provide  prompt  relief.  Cantil 
with  Phenobarbital  may  be  prescribed  if  sedation 
is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may 
occur  but  it  is  usually  mild  and  transitory.  Urinary 
retention  is  rare.  Caution  should  be  observed  in 
prostatic  hypertrophy— withhold  in  glaucoma.  Cantil 
with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide)  — 25  mg.  per 
scored  tablet.  Bottles  of  100  and  250. 

CANTIL  with  PHENOBARBITAL  — containing  in  each 
scored  tablet  16  mg.  phenobarbital  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 

1-Rieae,  J.A.:  Amer.  J.  Gaatroont.  28:541  (Nov.)  1957 


LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 


anxiety 


TMNCO-GESIC 

CHLORMEZANONE  with  ASPIRIN 

100  mg.  300  mg. 

Because  pain  is  frequently  aggravated  and  perpetuated  by  both 
anxiety  and  muscular  tension,  the  combination  of  aspirin 
with  a well  tolerated  tranquilizer— muscle  relaxant  (Trancopal® 
(brand  of  chlormezanone) ) is  exceptionally  effective. 


NON-NARCOTIC 
ANALGESIC, 
with  tranquilizing 
and  muscle  relaxant 
properties 

In  low  back  pain 

sciatica,  lumbago;  musculoskeletal  p£ 
associated  with  strains  and  sprains 


TRANCOPAL  is  a “Tranquilaxant”  which  calms  anxiety  and  tension, 
relieves  muscle  spasm,  and  enhances  the  analgesic  effect  of  aspirin 
by  subduing  emotional  responses  to  pain. 


In  tension  headache 

premenstrual  tension  and  dysmenorrh 


Side  effects  such  as  gastric  distress,  occasional  weakness,  sedation  or  dizziness  may  be  noted. 
Ordinarily,  these  may  be  reversed  by  a reduction  in  dosage  or  temporary  withdrawal  of  the 
drug.  TRANCO-GESIC  should  not  be  administered  to  persons  known  or  suspected  to  have  an 
idiosyncrasy  to  acetylsalicylic  acid. 

Dosage  for  adults  is  usually  2 tablets  three  or  four  times  daily,  the  suggested  dosage  for 
children  from  5 to  12  years  is  1 tablet  three  or  four  times  daily. 


f ^//nfhrxjp 

Winthrop  Laboratory 


more  complete  relief  for  the  "dyspeptic' 


DACTILASE 


Dactilase  provides  comprehensive  therapy  for  a 
wide  range  of  digestive  disorders.  Its  antispas- 
modic  and  anesthetic  actions  rapidly  relieve  pain 
and  spasm.  Dactilase  decreases  hypermotility 
without  inducing  stasis.  In  addition,  it  supplies 
digestive  enzymes  to  help  reduce  bloating,  belch- 
ing and  flatulence.  Dactilase  does  not  interfere 
with  normal  digestive  secretions.  Very  often  it  can 
be  a most  useful  answer  to  the  dyspeptic’s  needs. 

DACTILASE:  Each  tablet  contains:  Dactil®  (pi- 
peridolate  hydrochloride),  50  mg.;  Standardized 
cellulolytic*  enzyme,  2 mg.;  Standardized  amylo- 


lytic  enzyme,  15  mg.;  Standardized  proteolytic 
enzyme,  10  mg.;  Pancreatin  3X**  (source  of  lipo- 
lytic activity),  100  mg.;  Taurocholic  acid,  15  mg. 


*Nced  in  human  nutrition  not  established.  **As  acid  resistant  granules 
equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 


Side  Effects  and  Contraindications:  DACTILASE 
is  almost  entirely  free  of  side  effects.  However,  it  should 
be  withheld  in  glaucoma  and  in  jaundice  due  to  com- 
plete biliary  obstruction. 

Administration  and  Dosage:  One  tablet  with,  or 
immediately  following  each  meal.  Tablets  should  be 
swallowed  whole. 


Supplied:  Bottles  of  60  and  250. 


LAKESIDE  LABORATORIES, 

Milwaukee,  Wisconsin  53201 


INC. 


MiMM 


uncommon 


cold|> 


Palmedico’s  New  ANTIBACTERIAL 
and  NASAL  DECONGESTANT 


Indicated  for  use  in  the  management 
of  colds,  coughs,  and  related  upper 
respiratory  tract  involvements  when  a 
secondary  bacterial  infection,  suscep- 
tible to  Sulfonamide  therapy,  threatens 
or  is  present.  AFLUH  1ST  gives  the 
economy  of  one  prescription  where  two 
would  otherwise  be  required.  Caution: 
exercise  the  usual  precautions  for 
antihistaminic  and  sympathomimetic 
agents.  Federal  law  prohibits  dispen- 
sing without  prescription.  Write  for 
complete  disclosure  information  and 
samples.  Available  in  bottles  of  100's 
and  1,000’s. 


Wi 


EACH 
TABLET 
CONTAINS:, 

|>  Sulfadiazine 
' Sulfamethazine 
Sulfamerazine 
Pyrilamine  Maleate 
Methapyrilene  Hydrochloride  6.25  Mg. 
Phenylephrine  Hydrochloride  5.00  Mg. 


166.66  Mg. 
166.66  Mg. 
166.66  Mg. 
6.25  Mg. 


PALMEDICO,  INC.  • BOX  3115  • COLUMBIA,  S.C. 
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when  even  southern  sun 

fails  to  warm  cold  hands  and  feet 

provide  rapid,  sustained  vasodilation  for  warmth  and  relief  of  pain, 
dizziness  and  faintness  in  patients  with  impaired  peripheral  circulation 

geriliquid  warms  cold  hands  and  feet  impaired  peripheral  circulation,  geriliquid 
through  the  thermogenic  action  of  glycine  increases  the  ability  to  walk  farther  with 
and  through  sustained  vasodilation  by  gly-  less  pain.  Patients  particularly  like  the  pal- 
cine  and  niacin.  In  addition,  in  patients  with  atable,  sherry  wine  base. 


IN  BRIEF:  Composition : Each  5 ml.  contains : niacin  75  mg.  and  aminoacetic  acid  (glycine)  750  mg.  in  a palatable  sherry  wine  base;  alcohol  5%. 
Side  Effects:  Occasional  lightheadedness  or  transient  itching  which  may  disappear  with  continued  use.  There  are  no  known  contraindications; 
however,  caution  is  advised  when  there  is  concomitant  administration  of  a coronary  vasodilator. 

Administration  and  Dosage:  One  or  two  teaspoonfuls  3 times  a day  before  meals.  If  flushing  is  objectionable,  dosage  may  be  lowered.  How- 
ever, tolerance  to  flushing  usually  develops  without  loss  of  efficacy  in  regard  to  vasodilation. 

Supplied:  Bottles  of  8 oz.  and  16  oz. 

LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


Geriliquid 


diet-rite.  cola... 

America’s  Number  1 

Diet-Rite  Cola  is  better  tasting  than  old-time  colas . . . 
or  their  low-calorie  off-shoots.  No  sugar  at  all... less 
than  1 calorie  per  bottle . . . full  cola  taste.  The  pH  of 
Diet-Rite,  about  2.6  to  2.8,  represents  the  same 
general  range  of  acidity  as  other  cola  beverages  and 
a number  of  fruit  juices.  Diet-Rite  Cola  is  a soft  drink 
you  and  your  patients  will  like... and  go  on  liking. 

A Product  of  Royal  Crown  Cola  Co. 


approximating  the  diuretic  efficacy  of  meralluride 


METAHYDRIN 

(trichlor  methiazide) 


To  determine  the  relative  efficacy  of  thiazide 
diuretics  in  congestive  heart  failure,  Metahydrin 
(trichlormethiazide)  and  three  other  thiazides  were 
measured  against  Mercuhydrin'1  (meralluride  injec- 
tion)—the  standard  diuretic.  "The  results  leave 
little  doubt  that  the  diuretic  efficacy,  that  is,  the 
'ceiling  effect’  in  these  terms,  is  not  the  same  for 
different  thiazides.”*  The  assays  ranged  from  about 
40%  of  the  effectiveness  of  Mercuhydrin  through 
67%,  77%  to  90%  for  Metahydrin.  The  latter  two 
values  were  thought  to  be  significantly  different 
from  the  lowest  value  and  to  be  therapeutically 
important. 

'Gold,  H.,  et  al:  Closed  Panel  Conference:  Present  Status  of  the 
Management  of  Congestive  Failure  and  Advances  in  Diuretic 
Therapy,  Journal  of  New  Drugs,  1:177,  July-August,  1961. 

A LAKESIDE  LABORATORIES,  INC. 

^ Milwaukee,  Wisconsin  53201 


IN  BRIEF-  ADMINISTRATION  AND  DOSAGE:  One  2 mg. 

™ B ’ or  4 mg.  tablet  once  or  twice  daily.  I n acute,  severe 
decompensation,  Mercuhydrin®  (meralluride  injection)  may 
be  necessary  initially. 

PRECAUTIONS:  As  with  all  effective  diuretics,  vigorous 
therapy  may  produce  electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should  be  observed  carefully 
since  thiazides  may  be  contraindicated.  Care  should  be  taken 
with  patients  predisposed  to  diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  those  under  therapy  with  digitalis, 
ACTH,  or  certain  adrenal  steroids,  also  should  be  watched 
carefully. 

SIDE  EFFECTS:  Nausea,  flushing,  constipation,  skin  rash, 
muscle  cramps  and  gastric  discomfort  have  been  occasionally 
noted;  rarely  thrombocytopenia  and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice,  pancreatitis,  perimac- 
ular  edema,  gout  and  diabetes  have  been  caused  by  adminis- 
tration of  thiazides. 

CONTRAINDICATIONS:  Complete  renal  shutdown;  rising 
azotemia  or  development  of  hyperkalemia  or  acidosis  in 
severe  renal  disease;  demonstrated  hypersensitivity. 

HOW  SUPPLIED:  Bottles  of  100  and  1000  tablets. 
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DECASPRAY ® brings  cooling  relief  to 
burning,  itching,  and  inflamed  skin  at  a 
touch.  Each  can  of  DECASPRAY — held 
upright,  upside  down,  or  at  any  angle — can 
be  used  1 33  times  ( 1 -second  sprays ) to  con- 
trol a variety  of  allergic  and  inflammatory 
skin  disorders,  and  help  prevent  infection . . . 
to  dry  moist,  oozing  lesions. 

The  latest  touch  in  cool  topical  steroid-anti- 

biotic  therapy  is  DECASPRAY Each 

application  leaves  a uniform  film  that  is 
odorless,  colorless,  stainless,  and  invisible. 
And,  because  dermatoses  are  sprayed — not 
handled — risk  of  spreading  is  lessened. 


cooling  spray... 


SUPPLIED:  In  90- Cm.  seamless,  pressurized  cans,  containing 
dexamethasone  21 -phosphate  and  50  mg.  ot  neomycin  sulfate  (equ.i, 
to  35  mg.  neomycin  base). 

ALSO  AVAILABLE:  DECADRON ® Phosphate  Topical  Cream 
Gm.  and  30-Gm.  tubes.  Each  gram  contains  I mg.  dexamethasc 
phosphate  as  disodium  salt. 

NeoDECADRON ® Topical  Cream  in  15-Gm.  and  30-Gm.  tubeii 
gram  contains  1 mg.  dexamethasone  21 -phosphate  as  disodium  s 
5 mg.  neomycin  sulfate  (equivalent  to  3.5  mg.  neomycin  base). 
INDICATIONS:  Dermatoses  responsive  to  topical  aerosol  steroi % 
biotic  therapy. 

SIDE  EFFECTS,  PRECAUTIONS,  AND  CONTRAINDICA7  ! 
Do  not  use  in  presence  of  tuberculosis  of  skin,  chickenpox,  herp . j 
plex.  Never  spray  into  eyes  or  nose.  Discontinue  if  infection  du 
respond  promptly  or  sensitivity  occurs. 

Before  prescribing  or  administering,  read  product  circuit* 
package  or  available  on  request. 

MERCK  SHARP  & DOHMEI  where  today’s  theory  is  tomorrow’s  In 

Division  of  Merck  & Co..  Inc.,  West  Point,  Pa.  | 


immediate  relief  for  itching  and  burning  s 


the  price  of  “success” 


Hypertension  has  been  called  the  price  of  success... and  in  some  life-situations, 
the  cost  of  failure.  In  either  event,  Metatensin  lowers  blood  pressure,  cushions 
the  patient  against  stress  and  retards  the  progress  of  disease.  Metatensin  is  effec- 
tive and  economical.  It  is  well-tolerated  over  long  periods. 


THERAPY 
YOU  CAN  STAY 
WITH 


METATENSIN 

EACH  SCORED  TABLET  CONTAINS: 

Metahydrin®  (trichlormethiazide)  2 mg.  or  4 mg.  Reserpine  0.1  mg. 


In  Brief:  Patients  with  hepatic  cirrhosis  or  diarrheal  syndromes,  or  under  therapy  with  digitalis,  ACTH,  or  potassium-losing  steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides,  electrolyte  depletion,  diabetes,  gout,  granulopenia,  nausea,  pancreatitis,  cholestatic  jaundice,  flushing,  mild  muscle  cramps,  con- 
stipation, photosensitivity,  acute  myopia,  perimacular  edema,  paresthesias,  neonatal  bone  marrow  depression  in  infants  of  mothers  who  received  thiazides  during 
pregnancy,  skin  rash  or  purpura  with  or  without  thrombocytopenia,  may  occur.  With  reserpine,  untoward  effects  may  include  depression,  peptic  ulcer  and  bron- 
chial asthma.  Withdraw  medication  at  least  7 days  prior  to  electroshock  therapy,  2 weeks  prior  to  elective  surgery.  Contraindications  are  complete  renal  shutdown, 
rising  azotemia  or  development  of  hyperkalemia  or  acidosis  in  severe  renal  disease. 

Supplied:  Metatensin  tablets,  2 mg.,  4 mg.  — bottles  of  100  and  1000. 
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into  a bundle  of  joy 


Colic,  often  in  part  a reflection  of  family  tension,  adds 
sleepless  nights  to  patients’  and  parents’  distraught 
days.  Pediatric  Piptal  with  Phenobarbital  slows  down 
spasm,  diminishes  pain  and  crying,  improves  feeding  patterns 
. . . permits  sleep  and  rest ...  for  patient  and  family. 

Pleasant  tasting  Pediatric  Piptal  with  Phenobarbital  is 
miscible  in  milk,  formulas  and  fruit  juices,  and  may  also  be 
administered  by  dropper  directly  on  the  infant’s  tongue. 
Dosage  is  0.5  cc.  15  minutes  before  feeding;  in  severe  cases, 
1.0  cc.  four  times  daily.  High  doses  may  occasionally  cause 
constipation  with  tenesmus  and,  rarely,  flushing  without 
fever.  Contraindicated  in  bowel  obstruction  or  sensitivity  to 
phenobarbital  or  anticholinergics.  Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 

PEDIATRIC  PIPTAL® 
with  PHENOBARBITAL 

each  cc.  contains:  6 mg.  phenobarbital  (warning:  may  be  habit  forming): 
4 mg.  Piptal"9  (pipenzolate  bromide),  and  20%  alcohol  in  a pleasant- 
tasting  solution. 


LAKESIDE  LABORATORIES,  INC. 


Piptal®  (pipenzolate  bromide)  efficiently 
suppresses  acid  secretion  and  motility 
. . . relieves  pain  and  spasm  of  peptic 
ulcer.  Despite  its  potent  gastrointestinal 
effects,  “its  clinically  effective  therapeutic 
dose  is  well  below  that  required  to  produce 
side  reactions.”1  Because  urinary  retention 
is  rarely  a problem,  piptal  (pipenzolate  bro- 
mide) is  “a  highly  desirable  drug  in  the 
treatment  of  peptic  ulcer  in  older  patients 
. . .”2  Tolerance  to  piptal  (pipenzolate  bro- 
mide) has  not  been  demonstrated,  and  the 
drug  may  be  administered  over  prolonged 
periods  without  loss  of  efficacy,  piptal-phb 
is  specifically  designed  for  the  tense  ulcer  pa- 
tient who  will  benefit  from  the  sedative  effect 
of  phenobarbital. 

1 — Pomeranze,  J.,  and  Gadek,  R.J.:  Am.  Praet.  & Digest 
Treat.  8: 73-77  (Jan.)  1957 

2 — Asher,  L.M.:  Am.  J.  Digestive  Diseases  4:272  (Apr.)  1959 


Prompt  relief  of 
pain  and  spasm 
in  functional 
g.i.  distress... 


“•  gastric  ulcer 


P 1 P T A L* 


P I P T A L*  - P II  B 


(pipenzolate  bromide) 


(phenobarbital,  16  mg.,  pipenzolate  bromide,  5 mg.) 


IN  BRIEF:  PIPTAL  — Each  tablet  contains  5 mg.  pipenzolate  bromide,  PIPTAL-PHB — Each  tablet  (or  5 cc.  of  elixir)  contains 
phenobarbital  (warning:  may  be  habit  forming)  16.0  mg.,  Piptal  (pipenzolate  bromide)  5 mg.  The  elixir  contains  alcohol  20%. 
Side  Effects:  Dry  mouth,  blurring  of  vision  or  drowsiness  may  occur. 

Contraindications:  Withhold  in  glaucoma,  bladder  or  g.i.  obstruction,  cardiac  arrhythmias  and  in  sensitivity  to  anticholinergics 
or  phenobarbital  (Piptal-PHB).  Caution  should  be  observed  in  patients  with  prostatic  hypertrophy. 

Administration  and  Dosage:  PIPTAL  or  PIPTAL-PHB  Tablets:  One  tablet  three  times  a day  before  meals  and  one  or  two 
tablets  at  bedtime.  (PIPTAL-PHB  Elixir:  One  teaspoonful  three  or  four  times  daily  for  adults  and  children  over  six  years  of  age.) 
Supplied:  PIPTAL  (pipenzolate  bromide)  5.0  mg.  Tablets — bottles  of  100.  PIPTAL-PHB  Tablets — bottles  of  100. 
PIPTAL-PHB  Elixir — bottles  of  8 fluid  ounces. 
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The  'pain  Is  Qone 


Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin^Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning— May  be  habit  forming),  Phenacetin  gr.  2V2, 
Aspirin  gr.  31/2,  Caffeine  gr.  1/2. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  Sc  CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y.' 
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the  difference  between  cough  and  relief 

Benylin  Expectorant 

Each  fluidounce  contains:  80  mg.  Benadryl®  (diphenhydramine  hy- 
drochloride, Parke-Davis);  12  grains  ammonium  chloride;  5 grains 
sodium  citrate;  2 grains  chloroform;  1/10  grain  menthol;  and  5 
per  cent  alcohol. 

for  relief  of  coughs  due  to  colds  or  allergy 

PRECAUTIONS:  Persons  who  have  become  drowsy  on  this  or  other  antihista- 
mine-containing drugs,  or  whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen  response  while  using  this 
preparation.  Hypnotics,  sedatives,  or  tranquilizers,  if  used  with  BENYLIN 
EXPECTORANT,  should  be  prescribed  with  caution  because  of  possible  additive 
effect.  Diphenhydramine  has  an  atropine-like  action  which  should  be  consid- 
ered when  prescribing  BENYLIN  EXPECTORANT.  PACKAGING:  Bottles  of  4 oz., 
16  oz.,  and  1 gallon.  7*u» 

PARKE-DAVIS 


PARKE.  DAVIS  A COMPANY.  Dtlml.  Michigtn  46111 


for  The  Age  of  Anxiety 


For  those  who  cannot  cope  realistically  with  the  emotional  turmoil  and  stress  of  modern  living,  the 
physician  has  at  hand  many  valuable  psychotherapeutic  aids.  One  of  the  most  useful  is  Librium,  a 
pre-eminent  prescription  for  excessive  anxiety  in  this  modern  age.  


(chlordiazepoxide  HGI) 


5 mg  10  mg  25  mg  capsules  in  #50’s 
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In  prescribing:  Dosage— Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d.  Side  Effects:  Side  effects,  usually  dose-related,  include  drowsiness,  ataxia, 
minor  skin  rashes,  edema,  menstrual  irregularities,  nausea  and  constipation.  When  treatment  is  protracted,  blood  counts 
and  liver  function  tests  are  advisable.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual 
maintenance  dosages  should  be  determined.  Precautions:  Advise  patients  against  possibly  hazardous  procedures  until 
maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  combining  with  other  psychotropics, 
particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function,  in  long-term  treatment  and  in  presence  of  depression  or  suicidal  tendencies. 
Exercise  caution  in  administering  drug  to  addiction-prone  patients  or  those  who  might  increase  dosage;  withdrawal  symp- 
toms, similar  to  those  seen  with  barbiturates  or  meprobamate,  can  occur  upon  abrupt  cessation  after  prolonged  overdosage.  I 
Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  for  pregnant  patients.  Supplied:  Capsules,  5 mg,  10  mg  | 


and  25  mg,  bottles  of  50. 


Roche  Laboratories  • Division  of  Hoffmann-La  Roche  Inc  • Nutley,  N.J.  07110  V 
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positive 
thinking  about 

gram-negatives 


treat  the  source 
with  optimal  dosage 


IMegGnam 

Brand  of 

nalidixic  acid 


Think  of  NegGram,  the  specific 
anti-gram-negative. 

In  adults  two  500  mg.  NegGram 
Caplets® orally  four  times  a day  for 
one  or  two  weeks  will  control 
most  gram-negative  urinary  infec- 
tions . . . including  many  that  have 
proved  resistant  to  other  anti- 
infective  agents.  NegGram  works 
without  causing  crystalluria, 
fungal  overgrowth,  nephrotoxic 
or  ototoxic  effects.  Quickly... 
effectively... with  low  risk  of 
side  effects. 

Gram-negative  urinary  infection 
-cystitis,  pyelitis,  pyelone- 
phritis, prostatitis,  urethritis? 
Start  first  with  NegGram. 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in  occasional 
instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild  eosinophilia,  revers- 
ible subjective  visual  disturbances  (overbrightness  of  lights,  change  in  visual 
color  perception,  difficulty  in  focusing,  decrease  in  visual  acuity  and  double 
vision),  and  reversible  photosensitivity  reactions.  Marked  overdosage,  coupled 
with  certain  predisposing  factors,  has  produced  brief  convulsions  in  a few 
patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advisable 
during  prolonged  treatment  Pending  further  experience,  like  most  chemothera- 
peutic agents,  this  drug  should  not  be  given  in  the  first  trimester  of  pregnancy.  It 
must  be  used  cautiously  in  patients  with  liver  disease  or  severe  impairment  of 
kidney  function.  Because  photosensitivity  reactions  have  occurred  in  a small 
number  of  cases,  patients  should  be  cautioned  to  avoid  unnecessary  exposure  to 
direct  sunlight  while  receiving  NegGram,  and  if  a reaction  occurs,  therapy  should 
be  discontinued.  The  dosage  recommended  for  adults  and  children  should  not 
arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a physician. 
Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a false- 
positive reaction. 

Dosage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times  daily) 
for  one  to  two  weeks.  Thereafter,  if  prolonged  treatment  is  indicated,  the  dosage 
may  be  reduced  to  two  Gm.  daily.  Children  may  be  given  approximately  25  mg. 
per  pound  of  body  weight  per  day,  administered  in  divided  doses.  The  dosage 
recommended  above  for  adults  and  children  should  not  arbitrarily  be  doubled 
unless  under  the  careful  supervision  of  a physician.  Until  further  experience  is 
gained,  infants  under  1 month  should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conveniently 
available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in  bottles 
of  1,000. 

250  mg.  for  children,  available  in  bottles  of  56  and  1,000. 


W/nthrop 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group  oriented ; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 
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Between  Doctors  and  the  Health  Care  Needs  of  Senior  Citizens  . . . 

The  fact  that  over  4 million  Senior  Citizens  have  Blue  Shield  protection  is  vivid  proof  of  the  sound, 
realistic  benefits  of  a voluntary  program  for  the  elderly  . . . That’s  why  doctors  sponsor  Blue  Shield 
. . . That's  why  doctors  guide  Blue  Shield  . . . That's  why  doctors  recommend  Blue  Shield  . . . Blue 
Shield  ...  A vital  link  between  doctors  and  health  care  needs  for  Senior  Citizens  . . . 

YOUR  SUPPORT  WILL  HELP  BLUE  SHIELD  GROW  . . . 

SOUTH  CAROLINA  MEDICAL  CARE  PLAN  • 709  SALUDA  AVENUE,  COLUMBIA,  SOUTH  CAROL! 
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journals  should  be  used.  Note  that  periods  are  not  used  with  these  abbreviations 
as  indicated  by  the  Index  Medicus.  Other  abbreviations  should  also  be  standard — 
e.  g.  mg,  ml,  Cm. 

Reprints — Reprints  will  be  made  for  the  author  at  established  standard  rates. 
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Happily, 

not  all  your  patients 
are  overweight 


but 

for  those  who  are . . . 

Bamadex 

d-amphetamine  sulfate  (l  5 mg.)  and  meprobamate  (300  mg.) 

Sequels 

Sustained  Release  Capsules 


Most  overweight  patients  could  benefit  from  the  appetite  control  provided  by  the  prolonged  an- 
orexigenic-tranquilizing  action  of  BAMADEX  SEQUELS:  anorexigenic  action  through  the  central 
stimulant  effect  of  the  amphetamine;  tranquilizing  action  with  only  mild  sedation  through  mepro- 
bamate; prolonged  action  through  sustained  release  of  active  ingredients. 

Contraindications:  Hyperexcitableand  prepsychotic  states;  patients  hypersensitive  to  meprobamate. 
Side  Effects:  Occasional  allergic  skin  reactions  may  occur  with  meprobamate,  accompanied 
by  fever,  nonthrombocytopenic  purpura,  angioneurotic  edema,  hypotension,  or  bronchial  spjasm. 
Drowsiness  with  or  without  ataxia  and/or  alteration  in  visual  accommodation  may  occur.  Effects 
of  alcoholic  beverages  may  be  increased  by  meprobamate.  Use  with  caution  in  patients  with 
coronary  or  cardiovascular  disease  or  severe  hypertension.  Prolonged  use  may  result  independence. 
Reactions  can  occur  if  drug  is  not  withdrawn  gradually/ 

.«  -■ca  ' ■ 

" -t  ; . - '.H*  . -. 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY^:  Pearl  River,  N.Y. 
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LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  bulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults.1,2,3,4 

Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin.4, 5’ 6> ' 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 

(/)  Frykman,  H.M.:  Minn.  Med.,  Vol.  38,  Jan. 
Poth,  E.J.:  The  J.A.M.A.,  Vol.  163,  No.  15,  April 
(3)  McGivney,  J.:  Texas  Stale  Jour,  of  Med.,  Vol. . 
Jan.  1955.  (4)  Stern,  F.  H. : Jour,  of  The  Amer.  C 
Vol.  11,  No.  3,  Mar.  1963.  (5)  Weekes,  D.  J.:  N 
Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  (6)  Abb< 
Jour,  of  Ora!  Surg.,  Anes.  & Hosp.  Dental  Serv., 
July  1961.  (7)  Weekes,  D.  J.:  E.E.N.T.  Digest, 
No.  12,  Dec.  1963. 


ACTINE 


TABLETS  & 
GRANULES 


'.-v 


HYNSON,  WESTCOTT  St  DUNNING, 

(LX02) 

BALTIMORE,  MARYLANCj 


The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  ‘Soma’  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 

Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 
In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 


for  the  relief 
of  low  back 
sprains  and  strains 

SOMA 

(CARISOPRODOL) 

#/.  Wallace  Laboratories,  Cranbury,  N.J. 


BACTERIAL  ASSOCIATED 
COMPLICATIONS  DISCOMFORT 


BRING  THE  TREATMENT  TOGETHER 
IN  A SINGLE  PRESCRIPTION  . 

ACHROCIDIN 

^^“Tetracycline  HCI-Antihistamine-Analgesic  Compound 


Each  tablet  contains:  Caffeine 30  mg 

ACHROMYCIN®  Tetracycline  HCI  ..  . 125  mg  Salicylamide 150  mg 

Acetophenetidin  (Phenacetin) 120  mg  Chlorothen  Citrate 25  mg 

Effective  in  controlling  complicating  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic 
relief  in  allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  include  drowsiness,  slight  gastric 
distress,  anorexia,  overgrowth  of  nonsusceptible  organisms,  tooth  discoloration  (if  given  during  tooth  forma- 
tion), photodynamic  reaction  to  sunlight  and  increased  intracranial  pressure  (in  young  infants).  Average  adult 
dosage:  2 tablets  four  times  daily,  given  at  least  one  hour  before,  or  two  hours  after  meals.  Patient  should  avoid 
direct  exposure  to  artificial  or  natural  sunlight;  and  should  not  drive  a car  or  operate  machinery  while  on  drug. 
Reduce  dosage  in  impaired  renal  function.  Stop  drug  immediately  at  the  first  sign  of  adverse  reaction. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 


2V2-3  times  more  potent  than  papaverine 
with  a longer  duration  of  action 


NON-NARCOTIC 


SPACOLIN 

(Alverme  citrate) 

is  a potent  smooth  muscle  antispasmodic 
particularly  effective  in  relieving  spastic 
colon*  and  spasm  of  the  biliary  tract. 

*"The  diagnosis  is  based  upon  a history  of  catharsis  or  enema  habit,  dietary  indis- 
cretion or  emotional  strain,  generalized  or  lower  abdominal  distress  of  the  type 
described,  abnormality  of  the  bowel  movement  and  tenderness  along  the  course 
of  the  colon."  Cecil  and  Loeb,  A Textbook  of  Medicine,  Tenth  Edition 

SPACOLIN  (Alverine  citrate) 

• A specific  musculotropic  counter-spasmodic. 

• NOT  an  anticholinergic,  therefore,  has  no  atropine-like  side  effects. 

• In  man,  its  spasmolytic  effect  is  two  and  one/half  to  three  times 
stronger  than  papaverine  with  a longer  duration  of  action. 

• Neurotropic  effect  only  1/150  that  of  atropine. 

• Has  little  or  no  effect  on  normal  muscle  tonicity  and  motility. 

• Specific  effect  on  the  sphincter  of  Oddi. 

• Mild  local  anesthetic  effect  and  decreases  gastric  acidity. 


The  chemical  structures  of  Spacolin , Papaverine 
and  Atropine  are  as  follows: 

Spacolin  (Alverine  citrate) 


Papaverine  Hydrochloride 


the  interesting  results  in  vitro  and  in  vivo  with 

mmmm  SPACOLIN  120  mg.  tablets 

(Alverine  citrate) 

the  potent  musculotropic  counter-spasmodic  2 'A  -3  times  stronger  than  papaverine 


IN  LABORATORY 


IN  MAN 


Studies  with  isolated  tissue  have  furnished 
investigators  with  important  information  as 
to  the  qualitative  and  the  quantitative  activ- 
ity of  certain  therapeutic  agents.  This  tech- 
nique consists  of  recording  the  motility  of  a 
segment  of  rabbit  ileum  suspended  in 
Tyrodes  solution  at  a constant  temperature 
of  37.5°C.  The  movements  of  this  smooth 
muscle  strip  are  recorded  on  a kymograph. 
The  rabbit  ileal  muscle  is  remarkably  sensi- 
tive to  spasm-producing  drugs.  Once  a spasm 
has  been  initiated,  additions  of  a very  small 
quantity  of  a musculotropic  agent  produces 
an  immediate  relief  of  the  spasm  or  relaxa- 
tion of  the  muscle.  The  study  of  SPACOLIN 
along  these  lines  indicated  the  following: 

1.  SPACOLIN  has  little  or  no  effect  on  nor- 
mal smooth  muscle  tonicity.  The  addition  of 
Spacolin  to  a normal  ileum  muscle  strip  does 
not  change  the  muscle  tonus  or  contraction. 

2.  SPACOLIN  is  a musculotropic  counter- 
spasmodic  having  an  activity  more  than 
twice  that  of  papaverine. 

3.  SPACOLIN  is  a weak  neurotropic  spas- 
molytic agent  with  an  activity  of  approxi- 
mately 1/150  that  of  atropine  sulfate. 


Double-Blind  Study 
of  a Spasmolytic  Compound'11 

By  ITALO  EVANGELISTA,  M.D. 

Assistant  in  Medicine,  Tufts  University  School  of  Medicine,  Boston, 
Massachusetts;  Medical  Staff,  Cambridge  City  Hospital,  Cambridge > 
Massachusetts;  Malden  Hospital,  Malden,  Massachusetts;  Whidden 
Memorial  Hospital,  Everett,  Massachusetts. 


RESULTS*  ACTIVE  MEDICATION  PLACEBO 


Excellent 

Good 

9 

ii : 

J 80°/o 

s! 

25%> 

Fair 

Poor 

3! 

2; 

J 20°/o 

A] 

75°/o 

TOTAL 

25 

25 

•Excellent  — complete  relief  of  symptoms  during  therapy. 

Good  — definite  relief  but  still  aware  of  symptoms  periodically. 

Fair  — symptoms  reduced  in  intensity  but  still  present. 

Poor  — little  or  no  therapeutic  benefit. 

. a definite  conclusion  could  be  drawn  from  the  study,  namely, 
alverine  citrate  fSpacolinJ,  is  an  excellent  aid  in  the  management 
of  spastic  gastrointestinal  disorders.” 

(1)  To  be  published 


THE  GATE  OF  HELL.  — RODIN 


SPACOLIN  * IS  HELPFUL 

(Alverine  citrate ) 


*A  SPECIFIC  M USCULOTROPIC  COUNTER  - SPASMODIC 


Each  tablet  contains:  Alverine  citrate  (Bis-gamma-phenylpropyl- 

ethylamine  citrate) 120  mg. 

INDICATIONS:  Smooth  muscle  spasmolytic  for  use  in  spastic 
colon,  spastic  conditions  of  the  gastrointestinal  tract,  biliary 
dyskinesia,  cholecystitis,  spasm  associated  with  peptic  ulcert, 
cardiospasm,  pylorospasm,  spasm  attendant  to  diarrhea,  spas- 
tic conditions  of  the  genitourinary  tract  attributable  to  inflam- 
mation and  calculi,  certain  primary  dysmenorrheas  and  as  an 
aid  in  cystoscopic,  esophagoscopic  and  gastroscopic  examina- 
tions. 

t Antacid  and  dietary  measures  are  of  primary  importance  in 
ulcer  treatment  and  should  not  be  neglected. 


DOSAGE:  One  tablet  after  meals  1 to  3 times  daily  at  discre- 
tion of  physician. When  treating  spasm  associated  with  peptic 
ulcer,  cardiospasm  or  pylorospasm,  administer  tablets  XU  hour 
before  meals.  In  dysmenorrhea,  one  tablet  3 times  daily  start- 
ing at  onset  of  discomfort. 

PRECAUTION:  Caution  is  recommended  when  using  in  hypo- 
tensive patients. 

SIDE  EFFECTS:  In  common  with  other  smooth  muscle  de- 
pressants, Spacolin  temporarily  lowers  blood  pressure. 

SUPPLIED:  Bottles  of  100  and  500  — 120  mg.  tablets. 


NON-NARCOTIC 


PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
“First  with  the  Retro-Steroids" 
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jtazolidin  alka 

i capsule  contains: 
zolidin,  brand  of 
ylbutazone  100  mg. 

I aluminum, 

:>xide  gel  100  mg. 

lesium  trisilicate  150  mg. 
itropine 

ylbromide  1.25  mg. 

painful 

toulder 


ei  leutic  Effects 

B ute  phase  of  subdeltoid  bursitis, 
id  tis  and  associated  periarticular 
'a  nation  usually  responds  promptly  and 
in  ically  to  phenylbutazone.  Pain  and 
id  ness  may  be  relieved  within  24-48 
ur  ind  mobility  of  the  affected  arm 
p'  restored.  Full  recovery  is  frequently 
Hi> ad  within  7-10  days  so  that  therapy  is 
Be  lly  of  short  duration.  Calcific  deposits 
ir  specifically  affected  by  treatment, 
tti  ir  presence  does  not  appear  to  retard 
nf  matic  improvement. 

Bnoutazone  has  not  replaced  physio- 
<£',  x-ray  treatment,  or  local  injections 
iy;ocortisone  in  the  more  chronic  condi- 
»;ut  it  may  advantageously  be  com- 
•d/ith  these  measures. 

nti  ndications 

Bit'  danger  of  cardiac  decompensation; 
o|or  symptoms  of  peptic  ulcer;  renal, 

>aj  or  cardiac  damage;  history  of  drug 
history  of  blood  dyscrasia.  Because 
teicreased  possibility  of  toxic  reac- 
isjie  drug  should  not  be  given  when  the 
ei  is  senile,  or  when  other  potent  chem- 
-r  eutic  agents  are  given  concurrently. 
3toses  of  Butazolidin  alka  are  con- 
nc  ated  in  patients  with  glaucoma. 

M Ions 

orprescribing,  the  physician  should 
*if  detailed  history  and  perform  a com- 
a ysical  and  laboratory  examination. 


including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia) ; sudden  weight  gain  (water  reten- 
tion); skin  reactions;  black  or  tarry  stools. 
Regular  blood  counts  should  be  made.  The 
drug  should  be  used  with  greater  care  in 
the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 
Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea  and 
sulfonamide-type  agents  and  insulin.  Pa- 
tients receiving  such  concomitant  therapy 
should  be  carefully  observed  for  this  effect. 

Adverse  Reactions 

The  most  common  adverse  reactions  are 
nausea,  edema  and  drug  rash.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  reported 
but  cannot  definitely  be  attributed  to  the 
drug.  Thrombocytopenic  purpura  and  aplas- 
tic anemia  are  also  possible  side  effects. 
Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient 
hearing  loss  have  been  reported,  as  have 
hepatitis,  jaundice,  and  several  cases  of 
anuria  and  hematuria.  With  long-term  use, 


reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage 

Initially,  give  400  mg.  daily  (one  capsule 
q.i.d),  reducing  this,  if  possible,  when  a 
favorable  therapeutic  effect  has  been 
obtained.  If  after  one  week  there  has  been 
no  response,  discontinue  the  drug.  Buta- 
zolidin alka  contains  antacids  and  an  anti- 
spasmodic  to  minimize  gastric  upset. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  adverse  reactions, 
and  contraindications  as  contained  in  the 
complete  prescribing  information. 

Also  available: 

Butazolidin^ 

brand  of  phenylbutazone 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 


BU  4010P 


too  young 
to  be  so  tired 


revive  interest  ...restore  activity 

■“/\|erton  jc 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bp  (10  MDR*),  10  mg.; 
riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride  (vitamin 
Bo),  1 mg.;  niacinamide  (5  MDR).  50  mg.;  cholinet,  100  mg.;  inositolt, 
100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2%  MDR  for  calcium 
and  for  phosphorus)  and  1 mg.  each  of  the  following:  cobalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate),  and 
molybdenum  (as  ammonium  molybdate). 

♦Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

|The  need  for  these  substances  in  human  nutrition  has  not  been  established. 


the  need  for  a tonic  knows  no  age 


Life  can  begin  at  forty— except  when  functional  fatigue 
causes  her  to  feel  tired  all  the  time;  to  start  losing  interest 
in  friends  and  surroundings;  to  look  and  act  older  than 
her  years.  Alertonic— a prescription  tonic— can  help  your 
patient  become  her  normal  self  again.  Alertonic  helps  re- 
lieve mild  depression,  revive  interest  and  restore  purpose- 
ful activity  promptly. . .with  a formula  that  is  efficient  and 
economical.  Alertonic  contains  a mild  central  stimulant 
(pipradrol  hydrochloride),  15%  alcohol,  essential  vita- 
mins and  minerals.  No  hormones  or  MAO-inhibiting 
drugs  are  included.  No  iron.  No  iodine.  One  pleasant- 
tasting  tablespoonful  before  each  meal  comprises  the 
usual  daily  dose. 

Indications : 1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years;  con- 
valescence; limited  activity  or  confinement.  2.  Poor  appetite  and  vitamin- 
mineral  deficiency  as  they  occur  in:  patients  having  faulty  eating  habits; 
geriatric  patients  who  are  losing  interest  in  food;  patients  convalescing 
from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS-stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive-compulsive  states. 

Side  Effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 
Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  lie 
taken  three  times  daily  30  minutes  before  meals. 


THE  WM.  S.  MEKREI.L  COMPANY 

Division  of  Richardson-Mcrrell  I 
Cincinnati,  Ohio/Weston.  Out 


NY  S N 

Inc.  ( Merrell  ) 

ario  v S 


TRANCO-GESIC 

CHLORMEZANONE.ii  ASPIRIN 

100  mg.  300  mg. 

Because  pain  is  frequently  aggravated  and  perpetuated  by  both 
anxiety  and  muscular  tension,  the  combination  of  aspirin 
with  a well  tolerated  tranquilizer— muscle  relaxant  (Trancopal® 
(brand  of  chlormezanone) ) is  exceptionally  effective. 


NON-NARCOTIC 
ANALGESIC, 
with  tranquilizing 
and  muscle  relaxant 
properties 

In  low  back  pain 

sciatica,  lumbago;  musculoskeletal  pai 
associated  with  strains  and  sprains 


TRANCOPAL  is  a "Tranquilaxant”  which  calms  anxiety  and  tension, 
relieves  muscle  spasm,  and  enhances  the  analgesic  effect  of  aspirin 
by  subduing  emotional  responses  to  pain. 


In  tension  headache 

premenstrual  tension  and  dysmenorrhe 


Side  effects  such  as  gastric  distress,  occasional  weakness,  sedation  or  dizziness  may  be  noted. 
Ordinarily,  these  may  be  reversed  by  a reduction  in  dosage  or  temporary  withdrawal  of  the 
drug.  TRANCO-GESIC  should  not  be  administered  to  persons  known  or  suspected  to  have  an 
idiosyncrasy  to  acetylsalicylic  acid. 

Dosage  for  adults  is  usually  2 tablets  three  or  four  times  daily,  the  suggested  dosage  for 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  he  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 


(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 
Side  effects:  Drowsiness  may  occur  and. 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 
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rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adulf  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  arc  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 
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Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning-May  be  habit  forming),  Phenacetin  gr.  2V2, 
Aspirin  gr.  31/2,  Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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The  Bronchodilator  ivith  the  intermediate  dose  of  KI 


The  fast-disintegrating,  uncoated  tablet  gives  re- 
lief to  the  asthmatic  in  15  minutes.  The  ephedrine- 
phenobarbital  balance  eliminates  nervousness.  It 
relaxes  broncho-constriction,  liquefies  mucus-plug- 
ging and  is  buffered  for  tolerance. 

Each  tablet  contains  Aminophyllinc  130  mg., 
Ephedrine  HC1  16  mg.,  Phenobarbital  22  mg. 
(Warning:  may  be  habit-forming),  Potassium 

Iodide  195  mg.  Dosage:  One  tablet,  3 or  4 times 
a day.  Precautions:  Usual  for  aminophylline- 

ephcdrine-phenobarbital.  Iodides  may  cause 
nausea,  and  very  long  use  may  cause  goiter.  Iodide 
contraindications:  tuberculosis,  pregnancy.  Issued 
in  100’s,  1000’s. 


WILLIAM  P.  POYTHR  ESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Also  available  as 

mu'dnaaeGG 

Formula  is  identical  to  Mudrane 
except  that  Glyceryl  Guaiacolate 
100  mg.  replaces  the  Potassium 
Iodide  as  the  mucolytic  expecto- 
rant. Issued  in  100’s  and  1000’s. 

and 
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ELIXIR 

The  formula  of  four  teaspoonfuls 
Elixir  equals  one  Mudrane  GG 
tablet.  Dosage  6 to  12  years: 
One  to  two  teaspoonfuls  3 or  4 
times  a day.  Under  6 years, 
adjust  dosage  according  to  age. 
Issued  in  pints  and  half  gallons. 
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Contraindications:  llosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  liver  disease 
or  dysfunction. 

Side-Effects:  Even  though  llosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  llosone  on  the  alimentary  tract.  Al- 
though allergic  manifestations  are  uncommon  with 
the  use  of  erythromycin,  there  have  been  occasion- 
al reports  of  urticaria,  skin  eruptions,  and,  on  rare 
occasions,  anaphylaxis. 


Low 

host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  llosone 

Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
llosone  are  especially  useful.  llosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  affect  the 
activity  of  llosone. 

Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets,  llosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 

llosone 

Erythromycin  Estolate 

Additional  information  available  to  physicians  (-/y 
upon  request.  Eli  Lilly  and  Company,  2p£t££u 

Indianapolis,  Indiana.  501280  
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BACTERIAL  ENDOCARDITIS,  A COMPLEX 
THERAPEUTIC  PROBLEM 

LOUIS  P.  JERVEY,  M.  D.° 


Since  the  introduction  of  the  sulfonamides 
into  the  therapeutic  armamentarium  in 
the  1930’s,  advances  in  the  treatment  of 
the  infectious  diseases  have  been  tridy  re- 
markable. Few  who  witnessed  or  who  have 
read  descriptions  of  the  course  of  untreated 
pneumococcal  pneumonia,  can  fail  to  view 
with  awe  the  abrupt  febrile  and  symptomatic 
response  of  such  a patient  to  penicillin.  The 
result  is  predictable,  and  the  management 
usually  relatively  simple.  Since  pneumococci 
are  the  responsible  agents  in  approximately 
95%  of  all  bacterial  pneumonias,  the  odds 
favor  an  accurate  diagnosis  when  based  upon 
this  assumption. 

In  some  ways  bacterial  endocarditis  is  an 
analogous  infection.  Most  cases  are  caused  by 
streptococci  highly  susceptible  to  penicillin. 
In  such  cases,  institution  of  proper  treatment 
results  in  prompt  symptomatic  improvement 
and  disappearance  of  fever.  However,  here 
the  analogy  ends.  In  addition  to  penicillin- 
susceptible  streptococci,  numbers  of  other 
microorganisms  can  produce  endocarditis,  in- 
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eluding  penicillin-resistant  enterococci,  sta- 
phylococci, other  bacteria,  rickettsiae,  fungi, 
and  other  microorganisms.  Treatment  which 
is  not  based  upon  an  accurate  bacteriologic 
diagnosis  is  fraught  with  many  difficulties 
and  stands  a good  chance  of  failure.  Even 
with  proper  treatment  the  course  is  often 
unpredictable;  for  example,  after  control  of 
the  infection,  a sudden  embolus  may  leave  the 
patient  hemiplegic  though  finally  cured  of  his 
endocardial  infection.  The  management  of 
bacterial  endocarditis  is  as  difficult  a problem 
as  any  encountered  in  the  treatment  of  the 
infectious  diseases.  To  liken  it  to  pneumo- 
coccal pneumonia  as  regards  simplicity  of 
management  is  to  invite  disaster. 

Although  the  practitioner  will  refer  many 
such  cases  for  treatment,  a consideration  of 
certain  therapeutic  problems  in  this  relatively 
rare  infection  may  be  helpful  for  several 
reasons: 

1.  A high  index  of  suspicion  may  lead  to 
earlier  diagnosis  and  lowered  mortality  and 
morbidity, 

2.  An  understanding  of  the  importance  of 
an  accurate  bacteriologic  diagnosis  in  the 
management  of  endocarditis  may  lead  to 
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Figure  1. — Hospital  course  of  a patient  with  staphylococcus  aureus  endocarditis. 
Graph  depicts  highest  daily  temperatures. 


fewer  instances  of  premature  treatment  ( often 
on  an  outpatient  basis)  which  obscures  lab- 
oratory diagnosis,  delays  hospitalization,  and 
increases  mortality,  and 

3.  Awareness  of  the  vigorous  therapeutic 
requirements  for  successful  treatment  of  the 
disease  may  make  one  less  apt  to  indulge  in 
carefree  diagnosis,  embark  upon  a course  of 
suboptimal  treatment,  or  discontinue  treat- 
ment prematurely,  thus  endangering  the 
patient’s  chance  of  complete  recovery. 

Modern  treatment  has  lessened  the  sig- 
nificance of  the  terms  “subacute”  and  “acute” 
bacterial  endocarditis  formerly  used  to  de- 
scribe the  natural  history  of  this  disease,  and 
particularly,  its  duration  prior  to  death.  There 
is  still  some  merit,  however,  in  retaining  an 
understanding  of  the  concepts  which  led  to 
this  distinction.1' 2 

Acute  bacterial  endocarditis  usually  results 
from  infection  with  a virulent  microorganism 
such  as  Staphylococcus  aureus,  pneumococcus 
or  a Group  A hemolytic  streptococcus  and  is 
characterized  by  an  explosive  onset  in  which 
manifestations  of  the  endocarditis  are  often 
obscured  by  those  of  the  primary  infection. 
Subacute  bacterial  endocarditis,  more  insidi- 
ous in  onset,  usually  results  from  infection 
with  microorganisms  often  considered  to  be 


saprophytic  such  as  viridans  streptococci, 
Staphylococcus  albus  and  enterococci,  al- 
though the  latter  may  also  at  times  produce 
more  acute  disease.  While  organic  heart  dis- 
ease usually  provides  the  site  for  subacute 
endocarditis,  the  acute  disease  may  affect 
both  normal  and  abnormal  heart  valves.  Mor- 
tality has  been  greatly  reduced  by  improved 
treatment  of  subacute  endocarditis,  but  the 
outlook  is  not  so  good  in  the  acute  variety,  and 
residual  cardiac  damage  is  often  great.3 

Figure  1 illustrates  the  course  of  a patient 
with  acute  staphylococcal  endocarditis  who 
succumbed  to  his  infection  despite  seemingly 
adequate  treatment. 

This  69  year  old  white  businessman  had  previously 
enjoyed  excellent  health.  He  did  recall  mention  of  a 
heart  murmur  many  years  previously  in  the  course  of 
a physical  examination.  Two  weeks  before  admission 
to  the  Medical  College  Hospital  he  was  hospitalized 
elsewhere  witli  fever  and  signs  of  a urinary  tract 
infection.  Urinary  catheterization  and  parenteral  ali- 
mentation were  necessary.  Despite  treatment  with 
chloramphenicol  and  tetracycline,  he  displayed  in- 
creasing lethargy,  and  developed  embolic  lesions  in 
his  optic  fundi  and  extremities.  Upon  transfer  to  the 
Medical  College  Hospital,  examination  showed 
petechiae  in  both  lids,  a grade  III  apical  systolic 
murmur,  black  infarcted  superficial  areas  of  skin  on 
a finger  and  toe,  and  janeway  lesions  on  both  feet. 

The  diagnosis  of  bacterial  endocarditis  seemed 
evident.  Because  of  the  resemblance  of  the  skin 
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lesions  to  echthyma  gangrenosum,  a skin  lesion 
associated  with  pseudomonas  infections,4  and  with  the 
history  of  antecedant  urinary  tract  infection,  the 
possibility  of  pseudomonas  endocarditis  was  con- 
sidered. Enterococcal  and  staphylococcal  infections 
were  also  prominent  considerations.  The  initial  treat- 
ment with  colistin  and  nafcillin  was  directed  at  these 
possible  etiologic  microorganisms.  Blood  cultures 
subsequently  grew  Staphylococcus  aureus  as  did  the 
culture  of  a skin  lesion.  In  vitro  sensitivities  done  by 
tube  dilution  technique  showed  this  microorganism  to 
be  inhibited  by  0.01  meg  of  nafcillin  per  ml  and 
by  0.09  meg  of  cephalothin  per  ml.  Twenty-five 
meg  of  penicillin  G per  ml  failed  to  inhibit  growth. 
A 5 meg  chloramphenicol  disc  produced  inhibition. 

It  is  not  the  purpose  of  this  discourse  to  present  a 
detailed  description  of  the  many  complexities  of  this 
patient’s  course.  The  important  observation  is  that  he 
never  showed  a significant  febrile  response  to  any 
antibiotic,  and  although  no  further  emboli  occurred, 
he  exhibited  gradual  deterioration  with  heart  failure 
acting  as  the  final  cause  of  death.  Despite  in  vitro 
susceptibility  of  the  staphylococcus  to  each  drug,  the 
patient  showed  no  response  to  nafcillin  12  grams 
daily  intravenously,  chloramphenicol  3 grams  daily 
intramuscularly  or  cephalothin  4 grams  daily  intra- 
venously. Colistin  was  readministered  during  the  last 
week  of  his  course  because  of  a superinfection  of  his 
lungs  with  mixed  Gram  negative  microorganisms. 
Autopsy  confirmed  the  diagnosis  of  bacterial  endo- 
carditis of  the  mitral  valve  and  underlying  rheumatic 
heart  disease.  The  cause  of  his  refractoriness  to  treat- 
ment was  not  otherwise  apparent. 

This  case  of  acute  staphylococcal  endo- 
carditis probably  developed  during  the  course 
of  a septicemia,  and  ended  fatally  despite 
all  treatment  measures.  It  is  important  to  re- 
emphasize that  the  responsible  microorganism 
was  highly  susceptible  to  most  agents  used  in 
treatment.  Unfortunately  this  experience  is 
not  unique.  Mortality  in  this  infection  still  ap- 
proaches 50%.  Tompsett5  in  a recent  review 
states:  “All  too  frequently  the  disease  pro- 
gresses relentlessly  to  death  despite  what  in 
theory  should  be  good  drug  therapy.” 

Fortunately,  all  cases  of  bacterial  endo- 
carditis do  not  end  so  unhappily.  Strepto- 
coccal endocarditis  usually  has  a more  favor- 
able outlook.  However,  since  prognosis  and 
treatment  depend  upon  the  type  of  strepto- 
coccus involved  and  its  susceptibility  to  peni- 
cillin, some  understanding  of  the  classifica- 
tion of  streptococci  is  essential  to  plan  ther- 
apy properly.  Since  such  classifications  seem 


hopelessly  complex  to  most  practitioners  of 
medicine,  a simplified  approach,  adapted 
from  the  work  of  Swift,6  is  offered  in  Table  1 
with  apologies  to  all  microbiologists.  It  is 
recognized  that  some  streptococci  may  not 
conveniently  fit  into  this  simple  arrangement, 
but  it  has  proved  helpful  to  the  author  in 
interpreting  laboratory  results. 

SIMPLE  GLASSIFICATION  OF  STREPTOCOCCI 
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MODERATELY 

RESISTANT 

To  illustrate  certain  “A,  B,  C’s”  of  manage- 
ment of  streptococcal  endocarditis,  it  is  con- 
venient to  present  a case  of  alpha  (viridans), 
beta  (Group  A)  and  gamma  (enterococcal) 
endocarditis,  each  treated  in  the  Medical  Col- 
lege Hospital  within  the  past  few  years. 

Figure  2 illustrates  the  hospital  course  of  a 39  year 
old  white  woman  known  to  have  had  rheumatic 
heart  disease  who  developed  a febrile  illness  two 
weeks  before  admission.  Treatment  at  home  with 
tetracycline  for  a suspected  urinary  tract  infection 
was  unsuccessful.  She  entered  another  hospital  briefly 
where  four  out  of  seven  blood  cultures  showed 
growth  later  identified  as  a viridans  streptococcus. 
She  recalled  that  on  two  previous  occasions  she  had 
“broken  out”  and  had  experienced  some  arthralgia 
when  penicillin  was  administered. 

Examination  on  admission  to  the  Medical  College 
Hospital  showed  slight  pallor  of  the  mucous  mem- 
branes and  skin,  probable  microemboli  in  the  optic 
fundi  and  a grade  III  holosystolic  murmur  in  the 
mitral  region.  Seven  out  of  eight  blood  cultures  in 
our  laboratory  grew  a viridans  streptococcus  highly 
susceptible  to  penicillin  G ( minimum  inhibitory 
concentration  — 0.006  meg/ ml),  and  somewhat  sus- 
ceptible to  streptomycin  (m.  i.  c.  = 0.39  mcg/ml). 

Despite  her  history  of  allergy,  it  was  felt  that 
penicillin  offered  her  the  best  chance  of  recovery 
and  should  be  tried.  Chlortrimeton  4 mg.  four  times 
daily  was  given  unenthusiastically  for  personal  re- 
assurance. Skin  and  ophthalmic  testing  with  dilute 
solution  of  penicillin  G as  described  by  Hewitt7 
showed  no  reaction.  Subsequently  she  tolerated  an 
oral  test  dose  of  125  mg.  of  penicillin  V.  Soon  there- 
after, penicillin  V 750  mg  orally  every  four  hours 
was  begun  and  streptomycin  1 gram  every'  12  hours 
was  given  intramuscularly.  She  developed  no  mani- 
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Figure  2. — Hospital  course  of  a patient  witli  viridans  streptococcal  endocarditis. 
Graph  depicts  highest  daily  temperatures.  M.I.C.  = minimum  inhibitory  concentra- 
tion. PNC  — penicillin.  SMC  — streptomycin. 

festations  of  drug  hypersensitivity  during  her  course. 


She  became  afebrile  in  about  48  hours  and  re- 
mained essentially  so  for  the  remainder  of  her  hos- 
pitalization. One  minor  embolic  episode  occurred 
early  in  her  course  but  her  recovery  was  otherwise 
uneventful.  Dilutions  of  her  serum  inhibited  her  in- 
fecting streptococcus  in  the  laboratory  at  the  levels 
indicated  (serum  inhibition).  When  the  1:4  serum 
inhibition  result  was  reported,  the  dose  of  penicillin  V 
was  increased  to  1 gram  every  four  hours  to  produce 
greater  antibacterial  effect.  That  this  was  accom- 
plished is  suggested  by  the  subsequent  serum  inhibi- 
tion test  of  1:64.  Streptomycin  dose  was  later  re- 
duced because  of  circumoral  paresthesias.  She 
suffered  some  disturbance  of  equilibrium  attributed 
to  streptomycin  from  which  she  eventually  recovered. 
Endocarditis  has  not  recurred. 

This  was  a case  of  viridans  streptococcal 
endocarditis  in  a patient  with  possible  peni- 
cillin hypersensitivity  successfully  treated 
with  two  weeks  of  oral  penicillin  V and 
streptomycin.  Many  cases  successfully  treated 
in  similar  fashion  have  been  reported/' 11  Elec- 
tion of  the  oral  route  and  the  short  duration 
of  treatment  depends  largely  upon  the  in 
vitro  susceptibility  of  the  streptococcus  to 
penicillin.  Generally  speaking,  streptococci 
susceptible  to  0.1  meg  of  penicillin  per  ml 
or  less  are  considered  to  be  highly  susceptible, 
and  endocarditis  produced  by  such  strains 
can  be  successfully  treated  by  such  a program 
provided  suitable  laboratory  controls  are  util- 
ized to  insure  adequate  absorption  of  peni- 
cillin. The  use  of  penicillin  and  of  strepto- 


mycin in  combination  is  thought  to  produce  a 
synergistic  effect  against  the  viridans  strepto- 
coccus in  this  infection,  an  observation  which 
stems  from  the  classical  experiments  of 
Hunter.1"  Thus,  the  extreme  importance  of 
isolating  the  etiologic  agent  is  demonstrated. 

Penicillin’s  unique  properites,  including  its 
bactericidal  action,  are  so  important  in  the 
treatment  of  this  infection  that  most  investiga- 
tors recommend  its  trial  despite  a history  of 
hypersensitivity.  Of  course,  a history  of  previ- 
ous penicillin  anaphylaxis  should  discourage 
the  boldest  pioneer.  Short  of  this,  however, 
penicillin  should  be  tried  and  allergic  mani- 
festations blocked  with  steroids  if  necessary. 
The  equivalent  of  40  to  80  mg  of  prednisone 
daily  has  been  reported  to  be  effective  for  this 
purpose.11  We  have  already  witnessed  one  ex- 
ception to  this  observation,  however,  where 
manifestations  of  penicillin  hypersensitivity 
could  not  be  controlled  with  up  to  60  mg  of 
prednisone  daily,  and  treatment  had  to  be 
abandoned  in  favor  of  a less  preferred  drug 
program. 

The  Group  A beta  hemolytic  streptococcus 
has  become  a rare  cause  of  endocarditis  in  the 
antibiotic  age.  This  microorganism  character- 
istically produces  manifestations  of  acute 
bacterial  endocarditis.  Such  a case  is  illus- 
trated in  figure  3.° 

"Publication  as  a more  detailed  case  report  is  plan- 
ned. 
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HEMOLYTIC  STREPTOCOCCAL  (GROUP  A)  ENDOCARDITIS 


Figure  3. — Hospital  course  of  a patient  with  hemolytic  streptococcal  (Group  A) 
endocarditis.  Graph  depicts  highest  daily  temperatures.  M.I.C.  — minimum  inhibitory 
concentration.  PNC  — penicillin.  SMC  = streptomycin. 


This  27  year  old  Negro  man  entered  the  hospital 
with  symptoms  of  acute  enterocolitis.  On  several 
earlier  and  unrelated  hospitalizations,  examiners  had 
noted  no  cardiac  murmurs.  On  admission,  however, 
a grade  III  holosystolic  murmur  was  noted  in  the 
mitral  area.  Embolic  manifestations  were  absent. 
Blood  cultures  were  made,  and  because  the  acute 
illness  was  thought  to  be  a salmonella  infection, 
chloramphenicol  was  given.  He  became  afebrile  dur- 
ing the  next  72  hours.  However,  three  admission 
blood  cultures  were  reported  positive  for  Group  A 
hemolytic  streptococci.  Studies  in  the  Department 
of  Microbiology  excluded  the  possibility  that  these 
microorganisms  were  beta  hemolytic  enterococci,  (see 
Table  1 ). 

Endocarditis  was  suspected  and  chloramphenicol, 
because  of  its  bacteriostatic  nature,  was  felt  to  be 
suboptimal  treatment.  Because  of  the  uncertainty  as 
to  diagnosis,  it  was  elected  to  discontinue  chlor- 
amphenicol and  observe,  reasoning  that  if  the  patient 
did  indeed  have  endocarditis,  he  would  relapse  and 
cultures  would  again  become  positive.  The  risk  in- 
volved seemed  slight  in  comparison  to  the  benefit  to 
be  gained  by  establishing  the  diagnosis  and  selecting 
the  proper  course  of  treatment.  The  patient  performed 
as  predicted  and  experienced  a febrile  relapse  five 
days  after  discontinuing  treatment.  Blood  cultures  be- 
came positive  the  day  before  the  relapse,  but  these 
results  were  not  available  until  several  days  later. 
Treatment  with  intravenous  potassium  penicillin  G 
and  intramuscular  streptomycin  was  promptly  begun. 
However,  in  view  of  the  nature  of  this  microorganism 
and  its  high  susceptibility  to  penicillin  (m.  i.  c.  — 
.003  mcg/ml),  oral  penicillin  V was  substituted  and 
streptomycin  was  discontinued.  Periodic  serum  in- 
hibition tests  indicated  high  antistreptococcal  activity. 


The  patient  recovered  uneventfully  and  treatment 
was  stopped  after  sixteen  days.  No  relapse  occurred, 
but  this  patient  did  develop  endocarditis  due  to  an 
alpha  hemolytic  streptococcus  one  year  later  from 
which  he  also  recovered  with  treatment. 

Although  the  infecting  streptococcus  was  different, 
its  high  degree  of  in  vitro  susceptibility  to  penicillin 
permitted  oral  short-term  treatment  similar  to  that 
used  in  the  patient  with  viridans  infection.  At  least 
one  similar  experience  has  been  mentioned  in  the 
literature.’2  Streptomycin  was  not  used  because  a 
synergistic  effect  with  penicillin  against  the  Group  A 
hemolytic  streptococcus  was  not  anticipated. 

Endocarditis  caused  by  members  of  the 
enterococcus  group  of  streptococci  is  a much 
more  difficult  therapeutic  problem.  Entero- 
cocci are  hardier  microorganisms  and  tend  to 
he  relatively  resistant  to  penicillin.  Infection 
with  members  of  this  group  can  produce  an 
acute  or  subacute  clinical  course.  Satisfactory 
treatment  requires  the  use  of  much  larger 
doses  of  parenteral  penicillin  (often  20  mil- 
lion units  per  day  or  more)  combined  with 
streptomycin.  Synergism  between  penicillin 
and  streptomycin  has  been  demonstrated 
against  the  enterococcus  both  in  vitro  and 
in  vivo  in  this  infection.10’ 13  A possible  alter- 
nate method  of  treatment  is  the  use  of  risto- 
cetin intravenously  for  two  weeks." 

Figure  4 illustrates  the  hospital  course  of  a patient 
with  enterococcal  endocarditis.  This  6 year  old 
female  child  had  a known  ostium  primum  defect. 
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ENTEROCOCCAL  ENDOCARDITIS:  RELAPSE  ON  ORAL  PENICILLIN-V 
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Figure  4. — Hospital  course  of  a patient  with  enterococcal  endocarditis.  Graph 
depicts  highest  daily  temperatures. 


She  had  received  monthly  Bicillin  injections  because 
of  a fear  of  associated  rheumatic  carditis.  The  last 
injection  was  given  12  days  before  her  admission  to 
the  hospital  for  evaluation  of  a febrile  illness  of  un- 
known cause.  Of  multiple  blood  cultures  made  dur- 
ing the  first  week,  a single  culture  grew  an  alpha 
hemolytic  streptococcus  susceptible  to  2 units  peni- 
cillin or  less  (disc  test). 

Treatment  for  endocarditis  was  instituted  with 
potassium  penicillin  G 8 million  units  per  day  intra- 
venously. Streptomycin  was  not  included.  After  two 
weeks  of  treatment,  during  which  time  the  patient 
became  afebrile  and  asymptomatic,  it  became  impos- 
sible to  find  a patent  vein,  and  oral  penicillin  V 250 
mg  every'  four  hours  was  substituted.  Seven  days 
after  the  institution  of  this  reduced  penicillin  dosage, 
fever  recurred  and  nine  blood  cultures  grew  an 
enterococcus. 

Treatment  was  changed  to  intravenous  potassium 
penicillin  G 20  million  units  daily,  intramuscular 
streptomycin  0.4  gram  twice  daily  and  probenecid, 
and  this  program  was  continued  for  six  weeks.  Treat- 
ment was  successful  although  her  subsequent  course 
was  somewhat  stormy. 

The  initial  single  positive  blood  culture  for 
an  alpha  hemolytic  streptococcus  probably 
represented  a contaminant  and  proved  highly 
misleading.  As  a rule,  in  bacterial  endo- 
carditis, blood  cultures  show  a remarkable 
degree  of  positivity  when  bacteremia  exists. 
One  or  two  positive  blood  cultures  out  of  a 
large  series  of  negative  cultures  more  often 
represent  contamination,  and  should  be 


viewed  with  some  suspicion.15  Had  this  infec- 
tion initially  been  considered  to  be  one  of 
unknown  cause,  penicillin  in  large  doses  and 
streptomycin  should  have  been  used  so  as  to 
provide  adequate  treatment  for  possible 
enterococcal  as  well  as  viridans  endocarditis, 
Despite  almost  four  weeks  of  treatment  with 
penicillin  alone,  during  which  time  the  patient 
seemed  to  be  doing  well,  the  infection  still 
smoldered  and  was  merely  suppressed;  a 
costly  experience.  With  reduction  in  penicillin 
dosage,  relapse  occurred.  Reinstitution  of 
treatment  with  larger  doses  of  penicillin  en- 
hanced with  probenecid,  plus  streptomycin 
for  a synergistic  effect,  resulted  in  cure  after 
six  weeks  of  treatment. 

Since  this  microorganism  is  relatively  re- 
sistant to  penicillin,  oral  treatment  cannot  be 
safely  used  and  treatment  must  be  long-term. 
This  case  well  illustrates  how  misleading  sub- 
optimal  treatment  can  be.  The  greatest  danger 
under  such  circumstances  is  progression  of 
cardiac  valvular  damage  or  the  occurrence 
of  a major  embolus  during  this  interval. 

CONCLUSIONS:  From  these  brief  case 
presentations  a number  of  lessons  can  be 
learned. 

Treatment  of  endocarditis  without  a bac- 
teriologic  diagnosis,  though  necessary  at  times. 
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is  a hazardous  procedure  which  may  prove 
costly  to  the  patient  financially  as  well  as  phy- 
sically. It  should  not  be  embarked  upon 
lightly.  Isolation  of  the  etiologic  microorgan- 
ism is  necessary  to  determine  its  nature  and 
its  suspectibility  to  penicillin  and  other  anti- 
biotics. Tube  dilution  or  other  quantitative 
measures  are  necessary  rather  than  the  more 
qualitative  disc  test.  Upon  the  susceptibility 
of  the  microorganism  may  depend  the  dose 
and  duration  of  treatment.  Furthermore,  the 
microorganism  should  be  kept  viable  in  the 
laboratory  for  use  in  the  serum  inhibition  test 
as  a guide  to  the  adequacy  of  drug  dosage. 
Without  the  responsible  agent,  none  of  these 
procedures  is  possible  and  rational  treatment 
cannot  be  given. 

Staphylococcal  endocarditis  is  still  a disease 
of  high  mortality  which  may  often  progress 
to  death  despite  modem  drugs.  Preferred 
agents  for  treatment  are  the  penicillins,  with 
cephalothin,  vancomycin  and  ristocetin 
among  the  best  alternates  for  patients  with 
severe  penicillin  hypersensitivity. 

In  streptococcal  endocarditis,  bacteriostatic 
drugs  such  as  a chloramphenicol,  the  tetra- 
cyclines and  erythromycin  have  a high  record 
of  failure  due  to  relapse,  and  should  be 
avoided.  Penicillin  is  the  drug  of  choice,  and 
its  combination  with  streptomycin  produces 
a synergistic  effect  in  enterococcal  and  some 
viridans  infections.  Penicillin  is  so  superior  to 
other  agents  evaluated  thus  far  that  its  use 
should  be  considered  despite  a history  of 


hypersensitivity.  The  use  of  steroid  hormones 
to  block  the  allergic  reaction  has  been  success- 
ful in  a number  of  instances. 

If  the  streptococcus  is  highly  susceptible  to 
penicillin,  the  patient  can  be  treated 
effectively  with  oral  penicillin  V and  strepto- 
mycin for  two  weeks  provided  suitable  lab- 
oratory controls  are  utilized.  With  more  re- 
sistant streptococci  such  as  enterococci,  larger 
doses  of  penicillin  are  mandatory  and  strepto- 
mycin is  used  in  combination.  Treatment  must 
be  continued  for  six  to  eight  weeks  or  longer 
and  still  the  relapse  rate  is  higher  than  in 
more  susceptible  infections. 

In  endocarditis,  because  of  the  continuous 
nature  of  the  bacteremia,  it  is  usual  to  find 
the  majority  of  the  blood  cultures  positive. 
If  one  or  two  cultures  of  a series  of  six  or  eight 
are  positive,  contamination  is  more  likely  than 
validity.  Treatment  based  upon  such  evidence 
can  be  incorrect  and  costly. 

Unfortunately,  inadequate  treatment  can  rid 
the  patient  of  fever,  restore  his  sense  of  well 
being  and  reassure  the  physician  while  the  in- 
fection is  merely  suppressed.  Relapse  will 
occur  when  treatment  is  stopped,  and  in  the 
meantime,  irreparable  damage  may  occur 
through  destruction  of  heart  valves  or  em- 
bolization. 

Bacterial  endocarditis  is  a disease  of  po- 
tentially high  morbidity  and  mortality  and 
should  be  treated  correctly,  if  at  all  possible, 
on  the  first  therapeutic  approach. 
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Progtu>sis  of  cerebral  embolism — A.  Barham  Car- 
ter. Lancet  2:514-519  (Sept.  11)  1965. 

A total  of  130  patients  with  176  episodes  of  cere- 
bral embolism  were  followed  up  for  12  years  to  de- 
termine whether  anticoagulant  therapy  had  influenced 
the  natural  history  of  this  condition.  The  results  show 
no  significant  gain  for  the  immediate  use  of  anti- 
coagulants in  patients  whose  neurological  lesion  is 
persistently  complete.  If  anticoagulants  are  used  to 
prevent  recurrence  in  these  patients  an  interval  of 
three  weeks  should  elapse  before  commencing  treat- 
ment. The  survival  rate  improved  significantly  in  pa- 
tients with  incomplete  or  fluctuating  lesions  ( in  whom 
ischemia  is  likelier  than  infarction)  when  anti- 
coagulants were  used  in  the  early  stages.  In  all  pa- 
tients the  recurrence  rate  was  high  immediately  after 
the  initial  cerebral  embolism.  The  rate  remained  high 
for  six  months  after  embolism  associated  with  cardiac 
infarction,  and  for  two  years  in  patients  with  mitral 
stenosis  and  atrial  fibrillation,  and  then,  except  in  a 
few  special  cases,  fell  away.  The  recurrence  rate  and 
the  mortality  rate  of  cerebral  embolism  were  sig- 
nificantly lowered  in  this  series  by  the  use  of  long- 
term anticoagulant  therapy  for  two  years  after  embol- 
ism. 

Low-fat  diet  in  myocardial  infarction:  A controlled 
trial — by  a Research  Committee.  Lancet  2:501-504 
(Sept  11)  1965. 

Although  diets  low  in  saturated  fats  and  high  in 
polyunsaturated  fats  reduce  the  raised  blood 
cholesterol  that  is  often  present  in  coronary  artery 
disease,  it  has  not  been  definitely  established  that 
such  diets  reduce  the  risk  of  recurrences.  To  obtain 
evidence  on  this  question,  a controlled  trial  with  a 
low-fat  diet  was  carried  out  on  264  men,  under  the 
age  of  65,  who  had  recovered  from  a first  myocardial 
infarction.  On  leaving  the  hospital  they  were  allo- 
cated at  random  to  one  of  two  groups  at  each  of  the 
three  hospitals  participating  in  this  investigation.  One 
group  was  placed  on  a low-fat  diet,  while  the  control 
group  continued  with  their  normal  diet.  The  calcu- 
lated daily  fat  intake  showed  a striking  difference 
between  the  two  groups,  being  about  45  gm/day  in 
the  low-fat  group  and  from  110  to  130  gm/day  in  the 
control  group.  The  patients  on  the  low-fat  diet  lost 
more  weight  than  the  controls  which  supports  a 
real  difference  in  their  dietary  behavior.  After  four 
years,  38%  of  the  low-fat  group  and  40%  of  the 
controls  had  had  a relapse.  Thus,  despite  a lowering 
of  the  blood  cholesterol  and  a greater  fall  in  weight 
in  the  treated  group,  the  relapse  rate  was  not  sig- 
nificantly different  in  the  two  groups.  It  is  concluded 


that  in  men  under  the  age  of  65  who  have  survived 
a first  myocardial  infarction,  a low-fat  diet  does  not 
improve  the  prognosis. 

Blood-Sugar  and  Arterial  Disease.  H.  Keen  et  al. 
Lancet  2:505-508  (Sept  11)  1965. 

This  study  was  designed  to  answer  the  question 
whether  an  increased  tendency  to  arterial  disease  was 
associated  with  hyperglycemia  both  at  “diabetic” 
levels  and  also  in  people  with  only  “borderline” 
elevations  of  the  blood  sugar.  The  study  forms  part 
of  a continuing  follow-up  of  participants  in  the 
Beford  diabetes  survey.  As  a sequel  to  this  survey,  a 
cardiovascular  examination  was  done  on  three 
samples  from  the  general  population.  The  samples 
were  defined  by  the  levels  of  blood  sugar  two  hours 
after  50  gm  of  glucose  by  mouth;  persons  with  levels 
of  200  mg/ 100  ml  or  over  formed  a “diabetic”  group, 
those  with  levels  of  120  to  122  mg/ 100  ml  formed  a 
“borderline”  group,  and  a matched  random  sample 
of  those  under  120  mg/ 100  ml  formed  a “control” 
group.  The  age-adjusted  prevalence  of  both  symp- 
toms and  electrocardiographic  changes  of  arterial  dis- 
ease was  lowest  in  the  control  group,  intermediate  in 
the  borderline  group,  and  highest  in  the  diabetics.  It 
appears  that  symptomless  impairment  of  glucose 
tolerance  may  be  one  of  the  important  accompani- 
ments of  atherosclerotic  disease  in  the  general  popula- 
tion, although  confirmation  of  its  causal  role  must 
await  further  evidence. 

Effect  of  propranolol  in  myocardial  infarction — 
P.  J.  D.  Snow.  Lancet  2:551-553  (Sept  18)  1965. 

Beta-adrenergic  blocking  agents  are  effective  in 
suppressing  or  correcting  certain  types  of  arrhythmia, 
some  of  which  may  aggravate  the  hazardous  situation 
after  infarction,  or  cause  death  from  cardiac  arrest. 
This  paper  describes  the  effects  of  one  such  agent, 
propranolol  (Inderal),  in  the  acute  phase  of  myo- 
cardial infarction,  as  assessed  by  comparing  the  be- 
havior of  two  similar  groups  of  patients  only  one  of 
which  received  propranolol.  From  10  to  20  mg  of  the 
drug  was  given  at  eight-hour  intervals  to  45  patients 
with  acute  myocardial  infarction.  Only  seven  ( or 
16%  ) of  these  patients  died  compared  with  16  of  46 
(or  35%)  patients  in  the  control  group.  This  drug 
appears  to  be  capable  of  significantly  reducing  the 
mortality  from  acute  myocardial  infarction.  It  may 
act  by  reducing  the  demand  for  oxygen  of  the  myo- 
cardium while  increasing  its  efficiency,  and  also  by 
inhibiting  dangerous  arrhythmias.  In  the  dosage  used 
propranolol  appears  to  be  without  serious  side  effects 
in  myocardial  infarction. 
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FURTHER  EXPERIENCES  WITH  ANABOLIC  STEROID 

A.  S.  ROSENBERG,  M.  D. 

Brooklyn  Eye  and  Ear  Hospital 
Brooklyn,  N.  Y. 


All  ophthalmologists  have  the  fairly  com- 
mon experience  of  having  to  tell  pa- 
tients with  beginning  or  advanced  dia- 
betic retinopathy  that  at  this  time  there  is 
little  if  anything  that  can  be  done  for  them. 
It  is  not  a pleasant  experience,  whether  the 
patient  be  young  or  old. 

Of  late  the  pituitary  experts  have  come 
up  with  pituitary  stalk  section  or  hypo- 
physectomy,  by  surgery,  radiation,  or  now,  by 
cryotherapy.  Until  one  thinks  of  the  lifelong 
need  for  expensive  medications  after  such  a 
destructive  procedure,  and  the  severe  limita- 
tions put  upon  the  types  of  cases  acceptable 
for  it,  the  procedure  appears  to  be  the  ideal 
method  for  handling  diabetic  retinopathies  at 
this  time.  By  limiting  subjects  for  hypophyseal 
interference  to  people  under  the  age  of  forty, 
with  no  evidence  of  renal  or  hepatic  difficul- 
ties, no  hypertension  or  cardiovascular  com- 
plications, and  no  psychological  troubles, 
probably  two  thirds  of  the  diabetics  suffering 
with  this  complication  are  left  out  in  the  cold. 
It  was  in  an  effort  to  secure  some  form  of 
treatment  for  these  untreatables,  and  to  try  to 
learn  more  of  the  natural  history  of  this 
malady,  that  Dr.  Maximilian  Fabrykant  some 
years  ago  decided  to  reassess  anabolic  steroid 
therapy  that  had  usually  been  given  up  in  the 
past  for  one  reason  or  another. 

It  was  about  three  years  ago  that  I became 
involved  in  this  therapy  because  of  a very 
dear  friend,  a minister  whose  diabetes  was  of 

Presented  at  the  Post-Graduate  Convention  in 
Ophthalmology  and  Otolaryngology,  September  14, 
1965,  Myrtle  Beach,  South  Carolina. 


short  duration  and  mild  type.  When  I first 
saw  him  professionally  he  already  had 
aneurysms  in  both  eyes  and  had  recently  had 
an  intraocular  hemorrhage  which  produced 
great  visual  interference  in  one  eye.  After 
explaining  the  situation  to  him,  he  decided  to 
accept  Dr.  Fabrykant’s  therapy,  at  least  on  a 
trial  basis.  He  has  now  been  under  constant 
therapy  for  better  than  two  years,  and,  until 
recently,  his  vision  had  been  very  good,  hav- 
ing improved  from  20/200  corrected,  to 
20/30.  I was  originally  surprised  by  two 
facets  of  his  treatment: 

1.  The  rapidity  of  absorption  of  hemor- 
rhages— by  all  standards  of  past  experience, 
he  should  have  been  legally  blind  at  least  two 
years  ago. 

2.  The  maintenance  of  good  visual  acuity 
with  the  absence  of  proliferative  changes.  He 
had  no  hemorrhages  during  the  first  nine 
months  of  treatment,  and  then  only  after 
severe  emotional  tension  in  connection  with 
church  affairs.  No  further  difficulty  was  ex- 
perienced with  this  eye  for  another  four 
months,  during  which  time  vision  improved 
steadily.  At  the  end  of  that  time  he  had  a 
severe  fright  while  out  in  the  street  one  night 
when  the  street  lights  were  not  functioning. 
As  a result,  he  struck  his  head  against  a lamp 
post  and  that  night  he  had  a new  hemor- 
rhage. 

Having  many  diabetic  patients  over  forty 
who  still  had  many  useful  years  ahead  of  them 
I became  quite  interested  in  this  form  of 
therapy.  It  is  not  one  that  can  be  completed 
in  several  months,  but  then  after  hvpophyseal 
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interference,  treatment  is  never  finished.  At 
this  time  it  is  my  belief  that  this  therapy  de- 
serves more  widespread  trial  over  a long 
period  of  time. 

There  are  two  basic  concepts  of  the  patho- 
geneses of  vascular  complications  of  diabetes. 

1.  That  they  result  from  specific  altera- 
tions in  the  blood  vessels  characterized  by  ab- 
normal deposits  of  mucosaccharids  and  poly- 
saccharides. 

2.  That  they  represent  accelerated  vascular 
aging. 

The  finding  of  lipid  and  protein  metabolic 
abnormalities  in  some  patients  with  these 
complications  suggested  to  some  observers  the 
use  of  low  fat  diets,  sex  hormones  and  ana- 
bolic steroids  in  cases  of  diabetic  retinopathy. 

Preliminary  studies  with  anabolic  steroids 
were  done  by  Dr.  Fabrykant  on  the  assump- 
tions that  the  retinopathy  might  be  related 
to  biochemical  abnormalities  independent  of 
blood  sugar  variations,  and  that  progression 
might  be  adversely  influenced  by  factors  apt 
to  precipitate  retinal  hemorrhages,  or  by  co- 
existing non-diabetic  conditions  such  as  hyper- 
tensive vascular  disease. 

For  the  sake  of  classifying  diabetic  retino- 
pathies for  treatment  purposes,  the  following 
system  was  used: 

Class  1.  Microaneurysms  without  hemor- 
rhages. 

Class  2.  Microaneurysms  with  a few  small 
retinal  hemorrhages  but  no  proliferative 
changes. 

Class  3.  More  numerous  hemorrhages  with 
neovascularization. 

Class  4.  Neovascularization  and  prolifera- 
tive changes. 

Regarding  physical  status,  practically  no 
case  was  ignored.  Severity  of  the  diabetes  was 
found  to  be  of  minor  significance,  as  was  its 
duration,  in  the  formation  of  diabetic  retino- 
pathy. Several  precipitating  factors  were 
found  on  close  study  to  occur  with  more  than 
just  passing  frequency. 

1.  Hvpoglycemic  reactions  — perhaps  be- 
cause of  changes  in  blood  pressure  or  con- 
vulsive seizures  in  the  course  of  the  reaction. 

2.  Rapid  shifts  in  blood  sugar  levels  — sev- 


eral of  the  patients  were  found  to  have  blood 
dextrose  levels  that  fluctuated  rapidly  over 
short  periods  of  time. 

3.  Sudden  rises  in  blood  pressure. 

4.  Sudden  straining,  as  could  be  found  in 
coughing,  sneezing,  vomiting,  ordinary  house- 
work, lifting  objects  in  the  course  of  one’s 
daily  work,  and  even  at  stool. 

5.  Emotional  tension  and  anxiety. 

6.  Infections  about  the  face;  excessive 
smoking. 

7.  Excessive  exposure  to  sunlight  was  felt 
to  be  a precipitating  factor  in  one  case  (only 
recently  our  dermatologist  colleagues  are 
more  and  more  coming  to  think  that  a good 
suntan  is  not  the  good  thing  it  was  once 
thought  to  be). 

The  treatment  used  was  essentially  a low 
fat,  high  protein  diet  without  rigid  control  of 
blood  dextrose  levels.  Forty  to  60  gm  fat  and 
120  to  140  gm  protein  daily  was  the  general 
diet.  Anabolic  steroids  were  given  by  mouth 
daily  or  parenterally  once  every  one  or  two 
weeks.  Where  there  was  evidence  of  renal  in- 
volvement protein  was  restricted  and  steroids 
were  given  in  smaller  doses  and  less  fre- 
quently. Blood  urea  nitrogen  and  the  clinical 
status  of  the  patient  were  the  criteria  for 
changes  in  dosage  or  therapy.  In  the  presence 
of  hypertension,  anti-hypertensive  therapy 
was  begun.  If  edema  was  present,  diuretics 
were  used.  Vitamins  B12  and  K were  given. 
For  those  patients  exhibiting  any  form  of 
anxiety  tranquilizers  were  used.  Any  patient 
with  recent  hemorrhages  was  given  Premarin 
parenterally  once  a week  for  2 or  3 weeks. 

Great  stress  was  placed  upon  the  avoidance 
of  hypoglycemic  reactions  and  rapid  fluctua- 
tions in  blood  sugar  level.  As  a guide  to  the 
metabolic  control  of  the  diabetes  the  criteria 
of  Fabrykant  and  Ashe  were  used — true  fast- 
ing blood  sugar  of  120  mg  or  less  and  a 2 or  3 
hour  postprandial  level  of  180  mg  or  less  was 
considered  excellent.  Levels  of  140  and  200 
were  considered  good  if  maintained. 

This  last  was  another  factor  that  intrigued 
me  — for  many  years  I have  felt  that  too  rigid 
adherence  to  fasting  blood  sugar  levels  of 
80  to  120  mg  frequently  led  to  trouble. 
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At  the  start  of  treatment  urinary  17-keto- 
steroids  and  17-hydroxycorticoids  was  deter- 
mined for  each  patient.  Careful  medical  con- 
trol was  maintained  with  repetition  every  8 
weeks  of  urea  nitrogen,  creatinine,  cholesterol 
and  cholesterol  esters,  albumin-globulin 
ratio,  Ca,  K,  alkaline  phosphatase,  Na,  Cl, 
Sed  rate  and  liver  function  tests,  as  well  as 
blood  sugar  levels  as  often  as  necessarv.  As 
you  can  see,  little  was  left  to  chance. 

The  knowledge  that  aneurysms  and  retinal 
hemorrhages  may  disappear  spontaneously  in 
the  early  phase  of  the  retinopathy,  and  may 
even  be  self  limiting,  and  that  remissions  may 
occur,  made  it  difficult  to  establish  adequate 
control  criteria.  It  was  therefore  felt  that  for 
this  preliminary  study  each  case  could  act  as 
its  own  control.  By  carefully  studying  both 
the  medical  and  ophthalmic  history  of  the 
case,  assessment  could  be  made  of  the  fre- 
quency and  elapsed  time  before  absorption 
prior  to  instituting  treatment.  Admittedly,  this 
is  not  the  best  research  practice. 

Recurrent  retinal  and  vitreous  hemorrhages 
appear  mainly  in  those  cases  with  proliferative 
changes  (class  4)  and  whose  diabetes  is  com- 
plicated by  hypertensive  cardiovascular  dis- 
ease and  nephropathy  — the  Kimmelstiel-Wil- 
son  Syndrome.1  In  general,  the  earlier  the 
retinopathy  the  better  was  the  chance  of 
diminishing  frequency,  severity  and  duration 
of  hemorrhagic  episodes. 

Diabetic  retinopathy  cannot  be  cured  at 
present.  The  aim  of  this  form  of  therapy  is  to 
retard  its  progression.  The  results  obtained 
in  our  group  of  patients  pointed  towards 
greater  efficiency  of  this  multiple  therapeutic 
approach  in  preventing  and  retarding  new 
retinal  hemorrhages,  and  acceleration  of  re- 
covery from  sustained  hemorrhages.  In  the 
series  of  patients  used,  retinal  bleeding  dimin- 
ished or  ceased  after  institution  of  the  thera- 
peutic regimen  set  forth,  and  hemorrhages 
already  sustained  appeared  to  be  more  rapidly 
absorbed.  Progression  to  the  fibrotic  stage  was 
not  observed  in  those  patients  who  presented 
only  hemorrhages  and  exudates  at  the  begin- 
ning of  the  study. 

No  limitations  were  placed  upon  the  types 


of  cases  accepted  for  therapy;  this  therefore 
forced  the  inclusion  of  cases  with  advanced 
proliferative  retinopathy  in  the  series.  Never- 
theless some  of  these  patients  suffered  no  new 
hemorrhages  or  only  a few  in  the  course  of  the 
five  and  a half  year  study,  despite  employ- 
ment of  only  partial  therapy  because  of  the 
presence  of  renal  or  cardiovascular  complica- 
tions. Progression  to  blindness  was  confined 
to  comparatively  few  of  them. 

We  believe  therefore  that  even  in  advanced 
retinopathies  our  results  compare  favorably 
with  those  obtained  with  other  currently  used 
therapeutic  measures. 

We  feel  that,  since  best  results  were  ob- 
tained in  those  cases  with  early  retinal 
changes  and  who  were  free  from  other  vascu- 
lar complications  of  diabetes,  that  it  is  of  the 
utmost  importance  to  start  therapy  as  early  as 
possible.  We  believe  that  for  this  reason 
alone,  periodic  observation  of  all  diabetic  pa- 
tients, regardless  of  the  presence  or  absence 
of  visual  complaints,  is  an  urgent  necessity. 

You  will  say  that  any  early  case  of  retino- 
pathy when  properly  controlled  may  achieve 
the  same  result  without  benefit  of  anabolic 
steroids.  Perhaps  so,  but  until  a great  deal 
more  extensive  information  on  the  natural 
history  of  diabetic  retinopathy  is  available  and 
studied  through  a computerized  central  in- 
formation bank,  I feel  that  no  line  of  treat- 
ment presenting  any  evidence  of  help  for 
these  unfortunates  should  be  ignored. 

Strides  are  being  made  in  the  field  of  micro- 
biochemical research  and  in  pathologic  tech- 
nics. Only  recently  we  are  hearing  of  anti- 
insulin or  insulin-binding  substances  in  the 
blood.  Perhaps  these  methods  combined  with 
genetic  research  may  some  day  soon  come  up 
with  the  etiology  and  therapy  for  diabetic 
retinopathy.  Until  then  may  I propose  the 
following: 

1.  All  diabetic  clinics  request  fundus  ex- 
amination in  all  cases,  regardless  of  visual 
difficulty,  every  3 months  or  more  frequently 
where  necessarv’,  and  that  standard  forms  be 
used  or  serial  photographs  be  taken  of  each 
case. 

2.  All  cases  found  to  have  diabetic  retino- 
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pathy  in  the  course  of  a routine  ophthalmic 
examination  to  be  requested  to  seek  care 
under  the  supervision  of  a cooperating  clinic 
or  internist. 

3.  Such  examinations  to  record  vision  with 
and  without  correction,  presence  of  rubeosis 
or  lens  changes,  as  well  as  hemorrhages  or 
exudates,  and  that  a standardized  fundus 
plotting  chart  be  used  in  the  absence  of  serial 
fundus  photographs. 

4.  That  the  frequency,  extent  and  duration 
of  such  retinal  or  vitreous  hemorrhage  be 
noted  carefully. 

5.  That  all  cases  have  the  same  therapy 
directed  toward  diabetic  control  as  well  as 
its  complications  and  precipitating  factors. 
That  a widespread  national  sampling  of  cases 
be  treated  with  anabolic  steroids  and  a com- 
parable group  be  treated  in  a similar  fashion 
but  without  the  steroids,  all  to  have  the  medi- 


cal controls  previously  enumerated. 

6.  That  all  results,  chemical,  medical  and 
ophthalmological,  be  compiled  and  analyzed 
by  computer  so  that  greater  insight  into  the 
natural  history  of  this  or  other  complications 
of  diabetes  can  be  obtained.  Perhaps  from  this 
stored  pool  of  information  may  some  day 
come  the  key  to  the  puzzling  array  of  bits  of 
knowledge  we  now  have. 

Complications  of  diabetes  are  on  the  in- 
crease, primarily  because  better  therapy  and 
control  has  increased  life  expectancy.  This 
suggested  pool  could  be  expanded  to  cover  all 
diabetic  complications.  Our  government  is 
putting  many  millions  into  studying  other 
medical  problems  that  do  not  involve  nearly 
as  many  people — perhaps  some  day  one  of 
our  beaurocratic  friends  will  become  aware 
of  these  problems  and  money  will  be  made 
available  for  such  studies. 
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A cancer  per  se  is  not  painful.  The  suffer- 
ing which  frequently  is  associated 
with  a malignant  tumor,  therefore, 
indicates  that  in  some  way  the  neoplasm  is 
irritating  the  sensory  portion  of  the  nervous 
system.  Pelvic  pain  and  low  back  pain  with  or 
without  sciatica  constitute  about  90%  of  the 
intractable  pain  problems  secondary  to  cancer. 
This  discussion  is  limited  to  the  surgical  con- 
trol of  pain  in  the  trunk  and  lower  extremities. 
Psychological  Aspects  of  Pain 
An  unappreciated  mechanism  of  pain  pro- 
duction in  the  presence  of  cancer  is  fear.  The 
psychological  reaction  to  pain  is  profound,  as 
evidenced  by  the  fact  that  suicide  and  drug 
addiction  are  rather  frequent  complications  of 
a cancer.  In  contrast,  patients  suffering  from 
trigeminal  neuralgia  (the  pain  of  this  syn- 
drome is  thought  to  be  the  most  severe  of  all 
human  pain)  rarely,  if  ever,  commit  suicide 
or  become  addicted  to  narcotics. 

The  patient  suffering  from  trigeminal  neu- 
ralgia realizes  that  the  pain  will  neither  maim 
him  nor  shorten  his  life.  Therefore  he  fears 
only  the  bouts  of  pain,  which  he  knows  will 
subside  either  spontaneously  or  as  a result  of 
treatment. 

The  cancer  patient  has  no  such  assurance, 
lie  has  profound  anxiety  and  dread  about  the 
terminal  mysteries  of  his  disease.  He  has  great 
apprehension  about  the  ultimate  effect  his 
illness  and  death  will  have  on  the  welfare  of 
his  family.  With  rare  exceptions,  these  patients 
are  burdened  with  tremendous  conscious  and 
subconscious  fear. 

In  time  pain  and  fear  become  almost  in- 
distinguishable. The  presence  of  pain,  even 
slight  pain,  is  perceptible  evidence  to  the 


patient  that  his  fears  have  been  justified. 
There  is  no  illness  that  can  destroy  a person 
so  rapidly  and  as  completely  as  fear.  Fear, 
therefore,  must  be  recognized  as  a powerful 
catalyst  in  the  production  of  pain  that  is  asso- 
ciated with  a malignant  tumor. 

Methods  of  Relieving  Intractable  Pain 

The  presence  of  pain  indicates  that  the  sen- 
sory nervous  system  is  being  irritated  by  the 
cancer.  Treatment  is  directed  toward  prevent- 
ing the  irritating  sensory  impulses  from  reach- 
ing the  brain  for  interpretation  as  pain.  This 
can  be  done  either  by  removing  the  tumor  or 
reducing  its  size,  or  by  interrupting  the  pain 
pathways. 

Rarely,  if  ever,  is  it  possible  to  remove  com- 
pletely a malignant  tumor  that  has  progressed 
to  the  stage  of  producing  pain.  An  effort,  how- 
ever, should  be  made  to  reduce  the  size  of  the 
tumor  mass,  since  this  step  frequently  elimin- 
ates the  pain  for  a time.  Frequently  this  can 
be  accomplished  by  surgery,  x-ray  therapy,  or 
the  administration  of  hormones. 

If  reducing  the  tumor  mass  does  not  afford 
relief  then  the  treatment  may  be  directed  to- 
ward the  nervous  system.  Temporary  relief 
may  be  obtained  by  the  use  of  analgesics  and 
narcotics.  Nerve  blocks  occasionally  provide 
more  lasting  comfort.  The  mixed  sensory  and 
motor  qualities  of  most  peripheral  nerves  tend 
to  make  nerve  blocks,  as  well  as  sectioning  of 
peripheral  nerves,  rather  impractical.  For- 
tunately, permanent  relief  of  pain  without 
complicating  paralysis  may  be  accomplished 
by  surgical  interruption  of  the  pain  fiber  path- 
ways in  the  spinal  cord. 

It  is  feasible  to  transect  the  pain  and 
temperature  fibers  which  are  situated  in  the 
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CAUSES  OF 

PAIN 

1.  INFILTRATION  OF  NERVES. 

pelvic  cancer  spreading 
to  lumbar  plexus 

2.  COMPRESSION  OF 
ADJACENT  NERVES  BY: 
a tumor  mass 
* pathologic  fracture 

metastatic  carcinoma 
of  spinal  column 
a.  extradural  space 
■ vertebral  body 

3.  STRETCHING  CONNECTIVE 
TISSUE  MEMBRANE. 

Evv  i ngk  tumor-  per  it  xsteu  m 
liver  tumor-capsule 

4.  OBSTRUCTION  OF 
HOLLOW  V1SCUS. 

intestinal  obstruction 

5.  FEAR 

a catalyst ..... 

the  symbol  of  cancer 

Fig.  1.  Mechanisms  of  Pain  Production 


anterior  half  of  the  spinal  cord.  There  need  be 
no  hesitation  about  dividing  both  anterior 
quadrants.  In  other  words,  it  is  possible  to 
eliminate  the  appreciation  of  pain  without 
altering  the  sensations  of  touch  and  position 
by  transecting  the  anterior  quadrant  of  the 
spinal  cord,  that  is,  the  lateral  spinothalamic 
tract.  Furthermore,  this  can  be  done  without 
causing  either  weakness  in  the  lower  extremi- 
ties or  bladder  paralysis.  This  operation  is 
referred  to  as  a cordotomy. 

Technique 

A cordotomy  can  be  performed  in  either  the 
upper  thoracic  or  upper  cervical  portion  of  the 
spinal  cord.  Our  experiences  with  the  opera- 
tion has  led  us  to  favor  the  cervical  portion  as 
described  by  Henry  Schwartz.  For  reasons 
which  will  be  discussed  later,  the  operation 
usually  is  done  under  local  anesthesia.  Until 
rather  recently  there  was  a reluctance  to  make 
an  incision  in  the  cervical  portion  of  the  spinal 
cord  for  fear  of  producing  a serious  paralysis 
of  the  diaphragm,  but  experience  has  proven 
that  fear  to  be  unjustified.  Frequently  both 
the  right  and  left  anterior  quadrants  are 
divided  at  the  same  operation. 

The  actual  cutting  of  the  spinal  cord  is  not 
painful.  However,  there  is  much  pain  if  air  is 
permitted  to  enter  the  ventricular  system 
after  the  dura  and  arachnoid  have  been 
opened.  This  can  be  avoided  to  a large  extent 
by  having  the  patient  in  the  prone  position 
with  the  head  slightly  lower  than  the  neck. 
There  are  several  special  precautions.  The 
anterior  spinal  artery  may  be  divided  if  the  in- 


cision is  carried  too  far  medially.  If  the  in- 
cision extends  into  the  posterior  quadrant  the 
pyramidal  tract  may  be  damaged.  Bleeding 
from  the  cord  itself  has  not  proven  to  be  a 
problem. 

Unilateral  and  Bilateral  Cordotomy 

An  occasional  patient  will  complain  of 
agonizing  pain  limited  to  one  side  of  the  body. 
It  would  seem  logical,  therefore,  to  section 
only  the  opposite  lateral  spinothalamic  tract. 
Experience,  however,  has  demonstrated  that 
rarely  is  a unilateral  cordotomy  sufficient  to 
control  pain  secondaiy  to  cancer.  When  the 
pain  is  eliminated  from  one  side,  the  patient 
almost  immediately  recognizes  the  presence  of 
pain  on  the  opposite  side.  It  is  as  if  the  pain 
had  been  so  bad  on  one  side  that  the  patient 
is  not  aware  of  the  discomfort  on  the  other 
side.  The  severity  of  the  new  pain  increases 
rapidly.  Then  it  becomes  necessary  to  transect 
the  remaining  lateral  spinothalamic  tract. 
There  are  definite  advantages  in  performing 
the  operation  in  two  stages,  and  this  should  be 
done  when  practical.  It  is  imperative  that  the 
patient  be  advised  of  the  probable  outcome 
when  a unilateral  cordotomy  is  performed. 

Complications 

Bladder  paralysis  is  invariably  present  for  a 
few  days  after  a unilateral  cordotomy  and  for 
several  weeks  following  a bilateral  cordotomy. 
Therefore  an  indwelling  catheter  should  be 
inserted  immediately  after  operation.  Oc- 
casionally the  function  of  the  bladder  is  quite 
tardy  in  returning  and  rarely  it  is  permanently 
lost.  This  usually  indicates  that  prior  to  die 
operation  the  neoplasm  already  had  invaded 
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the  lumbar  and  sacral  plexuses  with  a result- 
ing asymptomatic  impairment  of  bladder 
function.  It  is  reasonable  to  expect  prolonged 
or  permanent  impairment  of  micturition  when 
the  effect  of  a cordotomy  is  superimposed  on 
a preexisting  impaired  bladder. 

There  may  be  some  muscle  weakness  in  the 
lower  extremities.  This  usually  is  not  noticed 
until  the  patient  starts  to  walk.  Unless  the 


Fig.  4.  Technique  of  Cordotomy 


pyramidal  tract  has  been  damaged  seriously  a 
prompt  return  to  motor  function  may  be 
anticipated. 

The  most  distressing  complication  is  a re- 
turn of  pain.  The  sensory  examination  in  such 
a situation  will  reveal  either  an  inadequate 
level  of  analgesia  or  patchy  areas  of  normal 
sensation  scattered  throughout  the  analgesic 
area.  The  return  of  pain  indicates  that  an  in- 
sufficient portion  of  the  lateral  spinothalamic 
tract  was  divided  at  the  time  of  the  operation. 
This  can  happen  even  though  the  level  of 
analgesia  was  adequate  when  tested  during 
the  operation.  This  complication  calls  for  a 
secondary  operation  without  delay.  It  is  rea- 
sonable to  predict  a satisfactory  level  of  per- 
manent analgesia  in  excess  of  80%  of  the 
patients  selected  for  the  operation.  An  addi- 
tional 10%  will  benefit  from  the  operation. 

Occasionally  a patient  will  complain  of  un- 
bearable pain  even  though  repeated  sensory 
examinations  reveal  a complete  loss  of  ap- 
preciation of  pain  and  temperature  in  the 
previously  painful  part  of  the  body.  This  indi- 
cates that  the  psychological  or  symbolic  effect 
of  the  disease  has  gained  control.  A prefrontal 
lobotomy  is  the  only  means  available  to  con- 
trol this  type  of  pain. 

A bilateral  cordotomy  usually  renders  a 
male  patient  impotent.  It  is  important  to  ad- 
vise the  patient  of  this  loss  of  function  even 
though  the  nature  of  the  disease  makes  this 
matter  rather  unimportant. 
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Selection  of  Patients 

The  success  of  this  operation  depends  upon 
the  proper  selection  of  patients.  It  is  impera- 
tive that  the  patient  be  a stable  individual 
who  is  cognizant  of  the  nature  and  conse- 
quences of  the  lesion.  The  patient  must  recog- 
nize that  if  the  operation  is  not  performed  the 
pain  and  disability  will  become  progressively 
more  severe.  It  is  mandatory  that  the  decision 
to  perform  the  cordotomy  be  made  before  the 
fury  of  the  pain  has  warped  the  mind,  sapped 
the  body  strength,  and  seduced  the  patient  to 
narcotic  addiction.  The  most  important  pre- 
requisite is  the  unqualified  desire  of  the  pa- 
tient to  have  the  operation  after  being  ap- 
prised of  all  possible  complications. 

At  times  it  is  veiy  arduous  to  determine  the 
cause  of  pain  in  a patient  who  previously  has 
been  treated  for  cancer.  This  is  particularly 
true  in  women  who  have  had  intensive  treat- 
ment for  carcinoma  of  the  uterus. 

If  such  a patient  has  enjoyed  a long  interval 
of  complete  freedom  from  symptoms  and  has 
had  repeated  negative  examinations,  it  is  diffi- 
cult to  reconcile  the  onset  of  rather  mild,  non- 
descript pain  with  a malignant  process.  These 
patients  are  considered  to  be  suffering  from 
emotional  tension  and  the  pain  is  psycho- 
logical in  type.  Not  until  there  is  evidence  of 
weight  loss  and  other  signs  of  debilitation, 
coupled  with  an  ever  increasing  need  for  nar- 
cotics to  control  the  pain  is  the  true  cause  of 
the  pain  recognized.  By  the  time  the  serious- 
ness of  the  situation  is  recognized,  the  most 
advantageous  time  to  perform  the  operation 
has  been  lost. 

This  difficulty  in  diagnosis  requires  an  ex- 
planation. A neoplasm  may  invade  or  com- 
press sensory  nerves  with  resulting  pain  for  a 
long  period  of  time  before  there  are  accom- 
panving  objective  signs.  The  mild  pain  may 
become  agonizing  before  any  abnormality  in 
the  examination  can  be  demonstrated. 


The  life  expectancy  demands  consideration. 
A patient  should  be  spared  this  operation  if  it 
appears  that  death  will  occur  within  several 
months. 

The  advisability  of  performing  a cordotomy 
should  be  discussed  with  the  family  physician 
or  surgeon.  His  opinion  should  be  highly  re- 
garded. He  is  familiar  not  only  with  the  medi- 
cal problem,  but  also  with  the  personality  and 
the  stability  of  the  patient. 

Candidates  for  cordotomy  should  be  given 
a diagnostic  spinal  anesthetic.  If  this  causes 
complete  relief  from  pain  it  is  safe  to  conclude 
that  a properly  performed  cordotomy  will  pro- 
vide the  same  relief  on  a permanent  basis  in 
more  than  80%  of  the  patients,  and  an  addi- 
tional 10%  will  receive  partial  benefit. 

Summary 

1.  This  is  a review  of  the  problem  of  in- 
tractable pain  in  the  lower  half  of  the  body 
secondary  to  cancer  and  its  treatment  by 
sectioning  the  lateral  spinothalamic  tract  in 
the  cervical  portion  of  the  spinal  cord 
( cordotomy ) . 

2.  The  purpose  of  this  paper  is  not  to  present 
new  information  or  statistics;  rather,  it  is  to 
call  this  method  of  treatment  to  the  atten- 
tion of  the  general  practitioners  and  sur- 
geons who  are  confronted  with  such  prob- 
lems. 

3.  The  mechanism  of  pain  production  second- 
ary to  cancer  is  discussed,  as  is  the  anatomy 
of  the  sensory  nervous  system. 

4.  The  method  of  selecting  patients  for  this 
operation  as  well  as  the  technique  of  the 
operation  and  its  possible  complications  are 
reviewed. 

5.  A partial  reference  list  of  important  papers 
dealing  with  the  subject  is  provided  for 
those  individuals  desiring  more  detailed 
information. 
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What  was  my  impression  of  the  White  House  Con- 
ference on  Health  which  was  held  in  Washington, 

November  3 and  4?  Perhaps  I can  answer  that  question 
best  by  asking  and  answering  three  other  questions. 

First  who  was  there?  There  were  about  750  in  at- 
tendance representing  the  fields  of  medical  practice, 
medical  education,  research,  hospitals  and  hospital  ad- 
ministration, nursing,  general  education,  industry  and 
industrial  medicine,  labor,  the  federal  government,  the 
Public  Health  Service,  state  health  departments,  munici- 
pal governments,  dentistry,  insurance,  pharmacy,  health 
agencies.  So  far  as  I could  determine  at  least  fifty 
percent  of  these  were  doctors  of  medicine.  Many  state  medical  society  presidents  and  deans 
of  medical  colleges  were  present  along  with  representatives  from  special  organizations  such 
as  the  AMA,  the  AHA,  and  the  American  Academy  of  General  Practice.  (Those  from  South 
Carolina  were  Dr.  Dale  Groom  from  the  Medical  College,  Mr.  Robert  Toomey  of  Greenville 
and  Msgr.  George  Smith  of  Aiken  representing  the  hospitals,  and  myself).  To  meet  and  talk 
with  these  men  and  women  from  all  parts  of  the  country  and  from  various  disciplines  was 
stimulating,  informative,  and  interesting. 

The  second  question— how  was  the  Conference  run?  There  were  three  general  sessions 
with  addresses  by  such  men  as:  Dr.  John  Gardner,  Secretary  of  H.E.W.;  Dr.  Phil  Lee,  Asst. 
Secretary,  H.E.W.;  Dr.  William  Stewart,  newly  appointed  Surgeon  General  of  the  Public 
Health  Service,  Dr.  James  Appel,  President,  A.M.A.;  Dr.  A.  S.  Yerby,  Commissioner,  Depart- 
ment of  Hospitals,  New  York  City;  Senator  Lister  Hill;  Secretary  Dean  Rusk;  and  Dr.  M.  C. 
Candau,  Director,  World  Health  Organization. 

There  were  also  18  panel  discussions  so  arranged  that  each  of  us  could  attend  three— and 
we  were  given  the  choice  of  selecting  the  ones  we  wanted.  At  these  panels  there  were  four 
short  papers  followed  by  general  discussion.  Some  of  the  subjects  presented  were:  Health 
Manpower  Needs,  Delivery  of  Health  Care,  Economics  of  Health  Care,  Community  Health 
Planning,  Environmental  Health.  Unfortunately,  there  was  insufficient  time  to  discuss  these 
subjects  fully  and  participants  were  limited  to  a short  statement  of  opinion.  I must  acknowl- 
edge that  although  I enjoyed  the  panel  discussions,  I did  not  hear  anything  especially  new 
or  challenging. 

The  third  question— what  was  accomplished?  At  the  outset  it  was  clearly  stated  that  there 
would  be  no  attempt  to  arrive  at  conclusions  or  to  adopt  any  resolutions.  It  was  to  be  a free 
exchange  of  ideas  and  information.  At  the  final  session  a summary  of  the  highlights  of  the  dis- 
cussions would  be  given  by  selected  members  of  the  Executive  Committee  of  the  Conference. 
Later  these  would  be  published  and  presented  to  the  President  and  to  the  public. 

If  these  ground  rules  are  adhered  to  and  the  proceedings  of  the  Conference  are  presented 
as  the  views  of  a large  group  of  individuals  who  are  deeply  concerned  with  the  health  of 
our  people,  I think  the  Conference  was  worthwhile.  If,  however,  an  effort  is  made  to  present 
some  of  the  opinions  and  statements  as  a consensus  and  a mandate  for  future  action,  the  Con- 
ference will  have  failed  in  its  purpose. 

To  give  an  idea  of  what  some  people  are  thinking,  I am  presenting  some  of  the  statements 
presented  by  participants.  I am  not  a w riter  of  shorthand  and  what  I recorded  is  the  sense 
of  what  was  said,  not  necessarily  the  exact  words.  Each  of  these  statements  could  have  been 
the  subject  of  a discussion  or  paper. 
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“We  have  been  slower  in  promoting  good  health  for  our  people  than  we  have  been  in  pro- 
moting good  education.” 

“Every  citizen  should  have  access  to  those  health  facilities  which  he  needs.” 

“Yesterday  we  were  satisfied  with  good  health  for  most  of  our  people  most  of  the  time- 
today  we  must  provide  good  health  for  all  our  people  all  of  the  time.” 

“There  are  over  two  million  people  on  the  health  team,  individuals  whose  work  in  part 
or  in  whole  deals  with  matters  of  health.  Someone  must  be  responsible  for  coordinating  the 
activities  of  the  health  team  and  the  logical  choice  is  the  physician.” 

“Continuing  professional  education  has  moved  from  the  realm  of  the  nicety  to  the  posi- 
tion of  necessity.” 

“Education  and  research  are  inseparably  linked  together.  We  need  to  provide  freer  inter- 
change between  research  and  research  knowledge.” 

“Human  decency,  to  say  nothing  of  good  politics  and  economics,  demand  we  transmit  our 
knowledge  to  the  rest  of  the  world.  We  should  encourage  the  establishment  of  teaching  cen- 
ters rather  than  the  provision  of  care.” 

“Health  insurance  needs  to  be  extended  in  comprehensiveness  and  coverage,  particularly 
to  protect  the  unemployed,  disabled,  and  impoverished.” 

“The  difference  in  death  rates  between  comfortable  and  poor  areas  is  striking.  We  must 
make  every  effort  to  coordinate  our  medical  work  with  the  more  general  activities  aimed  at 
eradicating  poverty.” 

“We  have  to  get  away  from  the  concentration  on  the  patient  who  is  sick  in  bed.  We  must 
create  a profile  of  medicine  that  will  fit  into  the  profile  of  the  patient’s  life.” 

“The  need  is  for  cooperation  between  government  and  industry  so  that  diseases  and 
products  that  are  not  only  injurious  to  the  consumer  but  also  to  industry,  may  be  eradicated.” 

“Water,  air,  and  living  space  are  no  longer  expendable.  Although  essential  requisites  for 
economic  development,  they  are  also  a precious  heritage  which  must  be  preserved  for  future 
generations.” 

“There  must  not  be  two  standards  of  medical  care— one  for  the  poor,  one  for  the  rich.” 

“We  need  more  medical  schools,  more  physicians,  more  general  practitioners,  more  nurses, 
more  para-medical  personnel,  and  more  medical  facilities.” 

“Perhaps  today’s  health  is  too  important  to  be  left  solely  in  the  hands  of  the  practitioner 
of  medicine.” 

“Education,  health,  and  economic  development  must  advance  together.” 

“Education  is  not  enough,  it  must  be  applied.” 

Julian  P.  Price,  M.  D. 
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The  Osteopathic  Drive 

With  the  opening  of  the  new  legislative 
session,  there  is  little  doubt  that  the  effort  to 
change  the  status  of  the  osteopath  in  South 
Carolina  will  achieve  renewed  force.  In  the 
last  session  the  bill  concerning  osteopaths  did 
not  gain  passage  very  largely  because  of  the 
effort  made  by  the  medical  profession  to  ob- 
struct it. 

There  is  a definite  feeling  among  a great 
many  of  the  laity  that  our  profession  opposes 
the  practice  of  osteopathy  for  selfish  reasons 
and  for  fear  of  competition.  Their  feeling  is 
that  the  osteopath  should  be  allowed  to  prac- 
tice essentially  in  the  same  way  as  does  a doc- 
tor of  medicine.  Relatively  few  people,  even 
the  legislators,  are  aware  of  the  fact  that  the 
preparation  afforded  by  osteopathic  schools 
does  not  approach  in  any  way  the  education 
that  is  given  to  the  doctor  of  medicine.  Fig- 
ures are  readily  available  and  quite  illuminat- 
ing. 

Recent  inspection  of  the  five  major  osteo- 
pathic schools  showed  that  these  schools 
were  uniformly  inadequate  in  physical  plant, 
that  all  of  them  were  crowded,  that  they 
lacked  library  facilities,  laboratory  space  and 
laboratory  procedures  and  were  dependent 
rather  largely  on  voluntary  instructors.  This 
state  contrasts  so  strikingly  with  the  situa- 
tion in  medical  schools  that  it  should  be  ob- 
vious that  the  osteopath  gets  poor  instruction. 
Furthermore,  in  addition  to  these  deficiencies, 
the  schools  offer  instruction  largely  by  lecture, 
rather  than  by  actual  experience  and  bed 
space  is  so  inadequate  that  adequate  bedside 
teaching  is  almost  impossible. 

There  can  be  only  one  conclusion  from 
these  studies  and  that  is  the  one  expressed  by 
the  examining  teams,  viz.  The  schools  are  not 
adequate  for  preparing  a student  for  a posi- 
tion equivalent  to  that  of  a medical  practi- 
tioner. Poor  instruction  and  poor  experience 
can  produce  only  a second-rate  practitioner, 
who  may  perhaps  be  worse  than  none  at  all. 
Certainly  the  description  of  the  teaching  is  not 
such  that  it  would  imply  proper  preparation 
for  the  demands  of  practice. 


Dr.  McCord  Becomes  President  of  the 
Medical  College 


Nearly  a year  ago,  William  M.  McCord, 
M.D.,  Ph.D.,  was  appointed  interim  presi- 
dent of  the  Medical  College  of  South  Caro- 
lina, filling  a place  vacated  because  of  health 
problems  of  his  predecessor.  His  accomplish- 
ments since  that  time  have  been  such  that 
they  impressed  the  trustees  of  the  College  with 
the  fact  that  he  would  make  an  able  per- 
manent president,  and  now  so  he  is.  Elected 
early  in  November,  he  has  continued  in  his 
new  capacity  with  many  projects  and  plans 
which  have  been  developed  during  his  interim 
service. 

In  its  February,  1965,  issue  the  Journal  had 
something  to  say  about  Dr.  McCord’s  record 
and  history  of  accomplishment.  He  has  had 
a variegated  career  and  is  eminently  quali- 
fied by  nature  and  desire  for  his  present  post. 
Able,  forthright,  and  perceptive,  he  should 
prove  to  be  a potent  factor  in  the  rapid 
growth  of  the  Medical  College. 

A physician  and  a chemist,  Dr.  McCord  is 
no  ivory  tower  scientist.  He  has  served  as 
president  of  the  Charleston  County  Medical 
Society  and  is  in  constant  touch  with  clinical 
medicine  and  the  local  profession. 

The  Journal  congratulates  the  Trustees  and 
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the  College  on  having  such  a desirable  person 
to  head  the  march  of  development  of  an  old 
and  honorable  institution  which  is  of  supreme 
importance  to  the  profession  in  South  Caro- 
lina. 

The  Sexagenarian  J ournal 

Come  next  January  the  Journal  moves  well 
into  its  sixtieth  year  of  publication.  By  now 
it  should  have  reached  years  of  discretion  and 
have  profited  from  experiences  pleasant  and 
unpleasant.  Its  prosperity  has  varied  from 
fat  to  lean  years.  Recent  developments  in  the 
advertising  field  have  shaken  its  financial  sup- 
port, but  there  are  signs  that  the  shakes  may 
be  lessening. 

Modern  merchandising  methods  require 
logically  some  tangible  return  for  money  ex- 
pended on  advertising.  Advertising  in  state 
medical  journals  has  recently  suffered  from 
heavy  competition  by  the  controlled  circula- 
tion journals,  the  “throw  away”  journals, 
which  of  necessity  draw  the  essentials  of  their 
scientific  sustenance  from  the  more  strictly 
medical  publications. 

The  financial  soundness  of  our  Journal  de- 
pends on  the  advertisers.  The  only  way  to 
convince  the  advertiser  that  he  is  getting 
quid  pro  quo  is  to  let  him  know  that  his 
message  is  reaching  the  right  readers.  Our 
members  can  do  a great  service  to  this  journal 
by  taking  a few  moments  to  mention  by  word 
or  letter  to  detail  men  or  company  officials 
the  fact  that  the  advertising  matter  is  actually 
read. 

For  those  few  with  the  jaundiced  eye  who 
boast  of  ignoring  all  advertisements,  we 
recommend  that  they  search  our  pages  for  a 
cure  for  their  distorted  vision. 

William  Cyril  O’Driscoll 

The  death  of  William  Cyril  O’Driscoll 
marks  the  end  of  an  era  at  the  Medical  Col- 
lege of  South  Carolina.  Perhaps  at  no  time  in 
the  history  of  the  school  has  one  man  exerted 
so  much  influence  over  so  many.  Few  reminis- 
cent conversations  among  alumni  fortunate 
enough  to  have  known  this  man  end  without 
some  mention  of  Dr.  O’Driscoll  or  “Cy”  as  he 
was  known  to  his  more  intimate  friends  and 


adventuresome  students. 

Listening  to  the  eulogy  at  his  last  rites  one 
was  impressed  by  its  accuracy  in  stressing  his 
dedication  to  profession,  family,  country  and 
church.  One  also  thought  how  impossible  it 
was  to  even  touch  upon  the  highlights  of  his 
life,  in  this  short  dissertation. 

Dr.  O Driscoll  was  a man  of  simple  tastes, 
devoted  to  teaching  and  the  pursuit  of  knowl- 
edge. An  awesome  man,  he  could  instill  fear 
in  the  most  brazen  student  when  indicated. 
With  an  expression  such  as  “Super  suds”  — 
“mister,  that  means  all  washed  up!”,  knees 
would  tremble.  When  quite  provoked  he 
would  resort  to  “Mister,  you’ve  got  as  much 
chance  as  a gasoline-soaked  kite  flying  over 
hell.” 

And  who  among  his  students  will  not  recall 
“Cy’s”  anatomical  drawings  used  to  illustrate 
each  dissection.  He  would  announce  with 
pride  that  there  were  “one  hundred  and  forty- 
eight  drawings  on  the  abdomen  alone.”  The 
better  part  of  a day  would  be  consumed  in 
merely  tacking  them  to  the  walls  — and  if  one 
should  later  be  missing  or  even  slightly 
angulated,  it  would  be  instantly  apparent  to 
his  keen  peripheral  vision,  and  would  pro- 
voke a most  fearful  reaction. 

What  graduate  of  the  last  50  years  will  not 
recall  his  many  mnemonics  to  aid  in  re- 
membering anatomic  relationships.  If  “SALA- 
SAP”  does  not  provoke  an  immediate  recog- 
nition reaction,  then  chances  are  a graduate 
is  of  the  post-O’Driscoll  age. 

How  amusing  it  was  to  leave  his  office  after 
an  hour’s  stay  during  which  time  Dr.  O’Dris- 
coll discussed  everything  from  the  errors  he 
had  discovered  in  revered  anatomy  texts  to 
the  part  he  played  in  introducing  the  honor 
system  into  the  college,  and  note  the  large 
sign  on  his  door  which  read  “This  is  a busy 
office.  Please  limit  yourself  to  three  minutes.” 

His  practical  examinations  in  gross  anat- 
omy, frightening  as  they  were  at  the  time, 
were  a comedy  in  retrospect.  Dr.  O’Driscoll 
would  emerge  from  the  door  of  the  anatomy 
lab  precisely  on  time,  carrying  his  three- 
legged  stool,  an  alarm  clock  with  a timing 
device  and  a clip  board  for  grading.  Stopping 
at  the  first  table,  he  would  set  the  clock  for 
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five  minutes  and  fire  a question  at  his  victim. 
To  the  background  tick  tock  like  a metronome, 
the  student  would  attempt  to  formulate  his 
answers  continuing  until  his  nerves  were 
finally  shattered  by  the  rasping  alarm.  Dr. 
O’Driscoll,  intentionally  tilting  his  grading 
clip  board  so  as  to  make  it  impossible  to 
escape  view,  would  exclaim  so  all  could  hear. 
“All  right  mister,  look  if  you  like  but  I dare 
you  to  figure  it  out.  It’s  a system  I invented.” 
On  the  board  would  be  a series  of  stars,  half 
moons,  circles  and  other  symbols  resembling 
the  signs  of  the  Zodiac  and  of  significance  to 
no  one  except  perhaps  the  professor. 

A new  set  of  stories  can  be  told  by  each  of 
his  pupils.  All  contain  humor  and  all  indicate 
devotion  to  his  students  and  a determination 
to  see  each  perform  at  his  maximum.  Through 
such  recollections  Dr.  O’Driscoll  lives  on  in 
the  hearts  of  those  whom  he  taught. 

Self  discipline,  simplicity,  curiosity,  humor, 
pride,  love  of  students,  integrity,  faith,  per- 
severance, reverence,  humility,  dedication,  all 
characterize  William  Cyril  O’Driscoll.  With 
his  passing,  we  weep  inwardly  not  so  much 
for  our  teacher  who  led  a full  productive  life 
which  each  of  us  could  well  envy,  but  for 
those  who  will  never  be  exposed  to  this  man 
who  possessing  so  little,  had  so  much  to  give. 

(Should  you  share  these  sentiments  about 
Dr.  O’Driscoll  and  have  favorite  anecdotes 
from  your  association  with  him,  I encourage 
you  to  jot  them  down  and  mail  them  to  Dr. 
J.  1.  Waring,  Library,  Medical  College  of 
South  Carolina,  80  Barre  Street,  Charleston, 
South  Carolina.  He  will  endeavor  to  see  that 
they  are  put  together  in  some  suitable  form 
and  added  to  the  school’s  library  as  a tribute 
to  Dr.  O’Driscoll. ) 

Louis  P.  Jervey,  M.  D. 

Dean  (Interim),  School  of  Medicine 
November  5,  1965 

Help  Solicited  For  Louisiana  Doctors 

The  Louisiana  State  Medical  Society  is 
soliciting  contributions  to  a “Betsy  Fund”  to 
aid  physicians  whose  offices  and  homes  were 
totally  destroyed  by  Hurricane  Betsy. 

Dr.  Charles  B.  Odom,  president  of  the 
society,  said,  “we  already  know  of  three  mem- 


bers of  our  Society  residing  in  areas  below 
New  Orleans  who  were  completely  wiped 
out  by  the  hurricane.  The  purpose  of  the 
Louisiana  State  Medical  Society  Betsy  Fund 
is  to  assist  these  physicians  in  getting  re- 
established as  quickly  as  possible.” 

Flood  losses,  which  caused  the  greatest 
damage  to  the  offices  and  homes  of  these 
physicians,  are  not  covered  by  insurance. 

“Because  there  are  so  many  appeals  being 
made  to  assist  Betsy  victims,”  Dr.  Odom 
stated,  “we  have  decided  to  limit  ours  to  the 
medical  profession.  We  do  not  plan  to  solicit 
funds  from  the  general  public.” 

In  discussing  the  need  to  aid  these  physi- 
cians, Dr.  Odom  pointed  out  that  two  of  the 
doctors  were  young  men  who  had  only  been 
in  practice  a short  while. 

“We  feel  that  by  helping  these  doctors,  we 
are  not  only  assisting  our  fellow  physicians, 
but  are  also  helping  the  storm-struck  com- 
munities where  these  physicians  practiced  by 
restoring  normal  medical  services,”  Dr.  Odom 
added. 

The  Louisiana  State  Medical  Society  has 
already  made  cash  grants  to  some  of  the  phy- 
sician hurricane  victims  and  will  distribute 
all  of  the  proceeds  of  the  Betsy  Fund  as 
quickly  as  possible. 

All  physicians  are  invited  to  contribute  to 
the  Louisiana  State  Medical  Society  Betsy 
Fund.  Checks  should  be  made  to  the  Louisi- 
ana State  Medical  Society  Betsy  Fund,  Room 
1528,  1430  Tulane  Ave.,  New  Orleans,  La. 
70112. 


Closing  the  Ranks 

Under  the  title  “Why  Not  a ‘Super  AMA’?’* 
Harvey  T.  Sethman,  now  retired  after  36  years 
of  service  as  executive  secretary  to  the  Colo- 
rado Medical  Society,  offers  some  interesting 
thoughts.  He  points  out  that  by  neglecting 
certain  phases  of  practice  the  medical  pro- 
fession has  made  room  for  the  development 
of  osteopathy  and  chiropractic  and  that  it  is 
high  time  medicine  became  aware  of  certain 
difficulties  of  its  own  making. 

Among  the  things  which  he  thinks  im- 
portant is  an  effort  to  reunite  the  “medical 
family,”  referring  to  the  specialty  groups,  the 
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AAGP,  the  medical  school  faculties,  and  all 
the  colleges  and  boards,  as  well  as  the  phar- 
macists, nurses,  and  dentists,  veterinarians 
and  still  more  distant  relatives.  He  thinks 
the  present  arrangement  with  innumerable 
groups  holding  innumerable  meetings  and 
charging  more  and  more  dues  is  unhappy  and 
that  the  only  way  for  medicine  to  put  up  a 
front  to  Big  Government  is  to  become  Big 
Medicine.  From  competent  personal  experi- 
ence he  points  out  that  less  than  10  percent 
of  physicians  do  all  the  voluntary  work  for 
the  medical  societies,  while  25  percent  spend 
most  of  their  time  criticizing  the  10  percent. 
The  remainder  pay  their  dues,  complain 
about  them,  and  do  little  else. 

Mr.  Sethman  feels  that  the  AMA  and  state 
medical  societies  have  the  organization,  ex- 
perience and  facilities  to  lead  a movement  to 
develop  a “Super  AMA”  in  which  would  be 
merged  all  of  today’s  specialty  organizations, 
the  AAGP,  the  medical  school  faculties,  and 
the  present  AMA.  He  does  not  feel  that  this 
would  be  a radical  step  and  points  out  the 


acceptance  over  the  past  years  of  such  things 
as  grievance  committees,  long  considered 
undesirable.  The  Super  AMA  would  have 
various  divisions  and  could  eliminate  many  of 
the  scientific  meetings  which  one  attends  or 
must  attend  under  the  rides  of  certain  or- 
ganizations. Publications  would  be  merged 
and  made  more  efficient  by  consolidation  of 
the  staffs  and  perhaps  by  reduction  of  many 
of  them.  For  strength,  such  a union  is  essen- 
tial. 

To  achieve  the  goal  which  Mr.  Sethman 
dreams  about  would  require  much  research, 
much  correlation,  much  considering  and  prob- 
ably much  surrender  on  the  part  of  some 
of  the  people  concerned.  Dues  must  be  in- 
creased to  meet  the  demand  for  funds. 

Mr.  Sethman  is  a man  who  has  not  been 
actually  a member  of  the  profession  but  has 
been  close  in  its  councils  and  in  its  administra- 
tion. His  thoughts  warrant  serious  considera- 
tion. 

Rocky  Mountain  Medical  Journal  62:33  (1965). 


That  89th  Congress 


The  89th  Congress  enacted  more  major  health 
measures  during  its  first  session  than  both  sessions  of 
any  previous  Congress  of  the  past  10  years  according 
to  a survey  by  the  Senate  Labor  Committee. 

Here’s  a rundown  of  the  major  programs  passed 
by  the  89th  Congress  and  signed  into  law  by  Presi- 
dent Johnson: 

Hospital  insurance  for  the  aged  under  Social 
Security  along  with  voluntary  medical  insurance 
program,  an  expanded  and  liberalized  Kerr-Mills  pro- 
gram and  Social  Security  coverage  for  doctors. 

Authorization  of  a new  administration  of  aging  and 
five-year  grant  program  for  community  aging 
projects. 

Regional  medical  complexes  for  research  and  treat- 
ment in  the  fields  of  heart  disease,  cancer  and  stroke. 

Establishment  of  special  controls  for  amphetamines, 
barbiturates  and  certain  other  psychotoxic  drugs. 

Program  for  construction  of  health  research  facili- 
ties. 

Community  health  program  to  expand  and  liberal- 
ize the  immunization  assistance  program;  gives  PHS 
authority  to  designate  disease  or  diseases  constituting 
a public  health  menace. 


Air  pollution  control  program  providing  for  re- 
search. 

Appalachia  program  providing,  among  other  things, 
for  construction  of  health  and  medical  facilities  in 
economically  depressed  areas. 

Cigarette  labeling  law,  requiring  health  warning 
label  on  cigarette  packages  ( but  barring  curbs  on 
cigarette  advertising  for  three  years). 

Authorization  of  funds  to  finance  initial  staffing  of 
community  mental  health  centers. 

A program  of  federal  operating  funds  for  medical 
schools  and  federal  scholarships  for  needy  medical, 
dental  and  osteopathic  students,  plus  an  extension  of 
the  student  loan  and  medical  school  aid  law. 

A program  of  grants  to  assist  in  meeting  the  need 
for  adequate  medical  library  service  and  facilities. 

A few  of  the  great  society  health  programs  didn’t 
make  it  in  the  waning  moments  of  Congress  though. 
Although  Congress  approved  the  medical  library 
bill,  members  didn’t  furnish  the  money.  The  regional 
complexes  got  only  $25  million.  The  supplemental 
appropriations  bill  failed  to  provide  $49  million  for 
the  vocational  rehabilitation  program  for  a new  flat 
75  percent  federal  matching  grant  formula  which  was 
adopted  in  the  final  compromise  version  of  the  bill. 
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Abstract 
of  the 

Minutes  of  Council 
South  Carolina  Medical  Association 


The  Council  met  in  Columbia  on  October  13  with 
a full  attendance.  Many  matters  were  discussed  but 
action  was  deferred  on  a number  of  them. 

Council  approved  granting  an  honorary  member- 
ship to  Dr.  James  J.  Chandler  of  Sumter. 

As  a matter  of  information  it  was  noted  that  the 
proposal  for  purchase  of  a property  for  a permanent 
home  in  Columbia  had  not  reached  conclusion. 

Council  was  advised  that  the  osteopathic  bill  was 
likely  to  appear  again  in  the  Legislature  and  would 
probably  have  strong  support.  Mr.  Meadors  urged 
that  the  Council  consider  carefully  its  position  on  the 
bill.  A committee  of  three  with  Dr.  Joseph  Cain  as 
chairman  has  already  been  appointed  to  look  into 
this  matter. 

Dr.  Eaddy  pointed  out  the  great  amount  of  work- 
carried  on  by  Dr.  Frank  Owens  and  the  members 
of  this  committee  in  regard  to  Selective  Service. 

A communication  referable  to  payments  of  in- 
demnity for  administration  of  blood  and  the  cost  of 
blood  itself  in  insurance  contracts  was  referred  to 
the  legislative  committee,  Dr.  Donald  Kilgore,  chair- 
man. 

Dr.  Miller  noted  that  the  Governor’s  Office  had 
made  no  move  in  reference  to  the  appointment  of 
three  physicians  as  members  of  the  Advisory  Hospital 
Council. 

It  was  noted  that  there  was  no  provision  in  the 
By-Laws  for  succession  to  the  office  of  President- 
Elect  in  the  event  of  vacancy  and  this  matter  was 
referred  to  the  Committee  on  Revision  of  the  Con- 
stitution and  By-Laws. 

Dr.  Price  spoke  of  his  efforts  to  promote  Careers 
in  Medicine  and  spoke  of  a recent  meeting  with  the 
South  Carolina  Nurses  Association. 

Dr.  Hunter,  chairman  of  the  Committee  on  Careers 
in  Medicine,  indicated  the  possibility  of  producing  a 
television  film  locally  in  an  effort  to  interest  young 
men  and  women. 

Dr.  Waring  voiced  his  chronic  need  for  scientific 
material  and  also  for  assistance  in  the  Public  Informa- 
tion Committee’s  effort  to  produce  educational 
articles  for  the  newspapers. 

After  discussion,  the  chairman  of  Council  appointed 
Dr.  Joseph  Cain,  chairman,  Dr.  Stokes  and  Dr.  Price 
a committee  of  three  to  report  to  the  House  of  Dele- 
gates on  Bill  HR  3140  (Regional  Medical  Complexes 
for  Research  and  Treatment  in  Heart  Disease,  Cancer, 
Stroke,  and  Other  Major  Diseases). 

There  was  some  discussion  of  the  manner  in 
which  Councilors  are  elected  and  some  question  of 
the  methods  used  in  the  past.  This  matter  is  to  be 
worked  out  with  the  Committee  on  Revision  of  the 
Constitution  and  By-Laws. 

Dr.  Joseph  Cain  gave  a report  of  his  experiences 


at  the  AMA  meeting  at  the  House  of  Delegates  on 
October  2 and  3. 

It  was  voted  that  Council  recommend  to  the  proper 
authorities  that  Blue  Shield  be  appointed  as  inter- 
mediary to  negotiate  a contract  with  Medicare.  A 
motion  was  also  passed  that  Blue  Shield  be  requested 
to  provide  a new  schedule  which  will  represent  the 
Prevailing  Fee  Schedule  in  South  Carolina. 

Tlie  following  budget  for  the  year  was  then 


adopted : 

SECRETARY  (1,500.00) 

Office  Help  $ 900.00 

Office  Expense  300.00 

Secretary’s  Travel  300.00 

TOTAL  $ 1,500.00 

JOURNAL  ($30,100.00) 

Editor’s  Salary  $ 2,400.00 

Editor’s  Office  Expense  1,500.00 

Adv.  Mgr.’s  Salary  1,200.00 

Printing  25,000.00 


TOTAL 

EXECUTIVE  OFFICE  ($30,300.00) 
Exec.  Sec’s.  Salary 
Office  Help 
Travel 
Rent 

Office  Supplies 
TOTAL 

A.M.A.  MEETINGS  ($3,000.00) 
Delegates’  Expense 
Other  Travel  Expense 
Hospitality  Room 
TOTAL 

COMMITTEES  ($4,600.00) 

Infant  & Child  Healtli 
Maternal  Health 
Historical 

Public  Health  Information 
Misc.  Committee  Expense 
P.R.  Committee 

( Chmn.’s  Salary — $1200 ) 
(Chmn.’s  Expense — $1800) 


$30,100.00 

$13,000.00 

11,500.00 

2.500.00 

1.800.00 
1,500.00 

$30,300.00 

$ 2,500.00 


500.00 
$ 3,000.00 


$ 200.00 
200.00 

500.00 

200.00 

500.00 

3,000.00 


TOTAL  $ 4,600.00 

WOMAN’S  AUXILIARY  ($3,000.00) 

Appropriation  from  Ass’n.  $ 2,000.00 

Auxiliary  Bulletin  1,000.00 

TOTAL  $ 3,000.00 

GENERAL  EXPENSE  ($13,350.00) 

Audit  & Bookkeeping  

Benevolence  Fund  $ 1,200.00 

Conference  & Meetings  500.00 

Contingent  Fund  1,500.00 

Delegate  to  Student  AMA  200.00 

Directories  (to  be  deleted)  
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Insurance 

1,400.00 

Interest 

— 

Medico-Legal 

1,500.00 

Newsletter 

750.00 

Postage 

1,000.00 

President’s  Gift 

200.00 

President’s  Expense 

1,500.00 

Student  AMA  PR  Mileage  Exp. 

300.00 

Taxes 

1,200.00 

Tel.  & Tel.  2,000.00 

Treasurer’s  Expense  100.00 

TOTAL  $13,350.00 

TOTALS  — $85,850.00 

A form  for  billing  for  1966  Dues,  to  include  the 
other  items  carried  on  the  bill,  was  adopted  for  use 
on  the  next  billing. 

Ben  N.  Miller,  M.  D. 
Secretary 


The  Law  Concerning  Abuse  of  Children 

WALTER  MOORE  HART,  M.  D. 

Florence,  S.  C. 


Evidence  of  physical  abuse  of  children,  and  aware- 
ness of  it  on  the  part  of  physicians,  began  to  pour 
into  the  U.  S.  Children’s  Bureau  about  1960.  A 
symposium  on  the  “Battered  Child  Syndrome”  was 
a feature  of  the  meeting  of  the  American  Academy 
of  Pediatrics  in  October  1961.  Following  the  example 
set  by  California,  where  mandatory  reporting  of  other 
than  accidental  injury  to  children  by  physicians  and 
hospitals  was  in  force,  the  Children’s  Bureau  in  con- 
sultation with  doctors,  lawyers,  social  workers, 
juvenile  court  judges,  hospital  administrators,  and 
interested  citizens  prepared  model  legislation  early 
in  1962.  South  Carolina  joined  45  other  states  when 
in  February,  1965,  it  passed  its  law  copied  below. 
Now  only  Alabama,  Hawaii,  Mississippi,  Virginia,  and 
the  District  of  Columbia  do  not  now  have  child 
abuse  laws. 

An  Act  Requiring  Reports  of  Certain  Physical 
Abuses  of  Children;  Providing  Immunity  From 
Liability;  And  Providing  Penalties  for  Violations. 

Be  it  enacted  by  the  General  Assembly  of  the  State 
of  South  Carolina: 

Section  1.  All  physicians  licensed  to  practice  medi- 
cine, interns,  staff  members  of  hospitals  and  similar 
institutions  and  medical  officers  of  the  United  States 
on  duty  in  this  State  who  examine  or  treat  any  child 
under  the  age  of  sixteen  years,  having  cause  to  believe 
that  such  child  has  had  a physical  injury  inflicted 
upon  him  other  than  by  accidental  means  by  a parent 
or  person  having  the  care,  control,  or  custody  shall 
report  or  cause  reports  to  be  made  of  such  injury  to 
the  proper  authority  of  the  county  having  jurisdiction 
over  minors,  or  to  the  sheriff  of  said  county. 

Section  2.  The  report  shall  be  in  writing,  shall  con- 
tain the  name  and  address  of  the  child  and  his 
parents  or  caretaker,  if  known,  the  nature  and  extent 
of  the  injury  and  any  other  information  which  might 
be  helpful  in  establishing  the  cause  of  the  injury  and 
the  identity  of  the  perpetrator. 

Section  3.  Anyone  participating  in  the  making  of  a 


report  pursuant  to  this  act  or  participating  in  a judi- 
cial proceeding  resulting  therefrom  shall  be  presumed 
to  be  acting  in  good  faith  and  in  so  doing  shall  be 
immune  from  any  liability,  civil  or  criminal,  that 
might  otherwise  be  incurred  or  imposed. 

Section  4.  Any  person  violating  the  provisions  of 
this  act  shall  be  deemed  guilty'  of  a misdemeanor 
and,  upon  conviction,  shall  be  fined  not  more  than 
one  hundred  dollars  or  imprisoned  for  not  more  than 
thirty  days. 

Section  5.  This  act  shall  take  effect  upon  approval 
by  the  Governor. 

This  act  requires  that  the  physician  who  treats  an 
injury  in  a child  under  sixteen  years  of  age  must 
report  this  injury  to  “proper  authority  of  the  county 
having  jurisdiction  over  minors  or  to  the  sheriff  of 
said  county”  when  lie  had  cause  to  believe  that  such 
child  has  had  a physical  injury  inflicted  upon  him 
other  than  by  accidental  means.  The  reporter  is  not 
expected  to  know  nor  to  suggest  who  inflicted  the 
injuries.  The  physician  is  required  to  report  the  fact 
of  an  injury  which  does  not  appear  to  be  accidental. 
The  act  also  protects  the  reporter  from  liability  and 
states  the  limits  of  punishment  in  case  he  does  not 
report  the  fact. 

This  legislative  act  has  been  criticized  because  it 
does  not  provide  for  penalty  to  the  injurer  and  does 
not  provide  for  rehabilitation  of  the  injured  or  the 
injurer.  Normal  channels  for  the  State’s  care  and  pro- 
tection of  children  are  intended  to  provide  means  of 
dealing  with  the  individuals  after  the  fact  of  injury  is 
known.  Since  we  in  South  Carolina  do  not  have  the 
complete  legal  definition  of  the  State’s  place  in  child 
care,  this  act  does  leave  a good  bit  to  be  desired. 
However,  the  consultants  of  the  Children’s  Bureau, 
who  drew  up  the  model  from  which  our  act  is  taken, 
have  attempted  to  make  the  reporting  of  the  injury 
the  subject  of  this  legislation  leaving  the  dealing  with 
the  injury  to  the  established  agencies  for  child  care 
and  welfare. 
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Intragastric  photography  studies1 


A/  E.  B.,  male,  age  48.  Normal  antral  contraction.  Pyloric  opening  is 
not  seen.  It  is  difficult  to  differentiate  a deep  prepyloric  contraction  from 
a “pyloric  fleurette”  or  true  pylorus. 


B/Same  subject  after  6 mg.  of  propantheline  bromide  intravenously; 
antral  contractions  ceased.  The  pyloric  orifice  remained  open  and  was 
easily  identified.  Better  visualization  of  the  antrum  was  also  obtained. 


Now  you  can  see 
Pro-Banthine  at  work 


(propantheline  bromide) 


Pro-Banthine  is  so  effective  in  an- 
ticholinergic action  that  it  may  be 
employed  in  visualizing  the  entire 
pyloric  region. 

In  addition  to  the  intragastric 
photographs,  cinegastroscopic 
studies2  have  demonstrated  graph- 
ically not  only  its  effectiveness  but 
the  superiority  of  Pro-Banthine 
over  belladonna  alkaloids. 
Pro-Banthine  produced  complete 
cessation  of  gastric,  antral  and 
pyloric  motor  activity  with  a dose 
of  6 mg.  intravenously.  This  is  ap- 
proximately one-third  the  usual 
oral  dose  of  15  mg. 

Atropine  at  full  normal  dosages 
did  not  produce  such  cessation.  It 
required  double  the  usual  oral 
dose  of  atropine,  0.8  mg.  intrave- 
nously, to  duplicate  the  aperistal- 
tic  action  of  Pro-Banthine.  This 
dose  of  atropine  produced  pro- 
nounced discomfort  and  tachy- 
cardia with  ventricular  rates 
as  high  as  150  per  minute. 

It  is  this  pharmacologic  superior- 


ity of  Pro-Banthine  which  has 
made  it  the  most  widely  pre- 
scribed anticholinergic  in  such 
conditions  as  peptic  ulcer,  func- 
tional hypermotility,  irritable 
colon,  pylorospasm  and  biliary 
dyskinesia. 

Dosage— The  maximal  tolerated  dosage 
is  usually  the  most  effective.  For  most 
adult  patients  this  will  be  four  to  six 
15  mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two 
tablets  four  to  six  times  daily. 

Side  Effects  and  Contraindications  — 
Urinary  hesitancy,  xerostomia,  mydri- 
asis and,  theoretically,  a curare-like 
action  may  occur.  The  drug  is  contra- 
indicated in  patients  with  glaucoma 
or  severe  cardiac  disease. 

Pro-Banthine  (brand  of  propantheline 
bromide)  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum- 
type  ampuls  of  30  mg. 

1.  Barowsky,  H.;  Greene,  L.,  and  Bennett, 
R.:  Investigators’  Clinical  Report.  Pho- 
tographs courtesy  of  Drs.  H.  Barowsky,  L. 
Greene  and  R.  Bennett. 

2.  Barowsky,  H.;  Greene,  L.,  and  Paulo, 
D.:  Paper  read  at  Meeting  of  American 
Society  for  Gastrointestinal  Endoscopy, 
Montreal,  Canada,  May  25-27,  1965. 


SEARLE 


Research  in  the  Service  of  Medicine 


“Nonparticipation”  and  The  Sherman  Act 


LESLIE  HODSON,  ESQ. 


Remarks  before  the  AN1A  House  of  Delegates, 
Special  Convention,  October  2,  1965,  Chicago, 

Illinois.  Mr.  Hodson  is  a partner  in  the  law  firm 
of  Kirkland,  Ellis,  Hodson,  Chaffetz  & Masters, 
Prudential  Plaza,  Chicago,  Illinois. 

I do  want  to  emphasize  at  the  outset  that  I am 
discussing  only  the  law  and  legal  problems.  I am  not 
in  any  way  discussing  any  question  of  policy,  which 
is,  of  course,  a matter  for  your  decision.  Such  con- 
clusions as  I shall  make,  I have  discussed  with  my 
partners  and  associates  — a great  number  of  them  — 
who  are  very  experienced  in  these  fields.  The  conclu- 
sions I will  give  you  are  the  conclusions  of  everyone 
in  our  firm,  and  others  as  well,  with  whom  I have 
discussed  this  subject,  and  not  only  mine  or  those  of 
my  partner,  Karl  Nygren,  who  works  closely  with 
many  of  you. 

Some  reference  is  made  in  one  of  the  resolutions 
I noted  — I have  not  seen  the  resolutions,  but  I heard 
some  of  them  read  — to  Constitutional  Rights.  Before 
turning  to  the  Sherman  Act,  let  me  make  this  clear, 
and  I am  sure  you  all  know  it,  there  are  many  actions 
which  this  Association  can  take  that  are  perfectly 
lawful. 

For  example,  you  can  continue  your  fight  on  the 
Medicare  Program  by  passing  resolutions  authorizing 
the  officers,  the  Board,  and  all  segments  of  medicine 
to  try  and  induce  the  public  to  repeal  the  Medicare 
Act,  to  modify  the  Act  where  deemed  necessary  in 
your  interest,  and  to  stop  any  further  expansion  of 
this  social  program  by  government.  There  is  not  any 
question  about  your  right  to  do  so.  You  can  instruct 
your  Board  of  Trustees  and  officers  to  try  — as  ap- 
parently according  to  the  discussions  this  morning, 
they  are  doing  — to  induce  the  Department  of 
Health,  Education  and  Welfare  to  adopt  and  promul- 
gate regulations  that  meet  the  philosophy  of  the  pro- 
fession in  so  far  as  permissable  under  the  Act. 

You  can  certainly  disseminate  objective  informa- 
tion, all  kinds  of  information,  concerning  the  Act,  and 
how  it  operates,  and  concerning  the  regulations  and 
the  administration  of  the  Act,  so  that  the  members 
of  the  profession  will  be  enabled  to  exercise  an  in- 
dependent, but  informed,  judgment.  You  can  criti- 
cize the  administration  of  this  Act. 

All  these  rights,  and  others  as  well,  are  protected 
by  the  First  Amendment  which  states  that  Congress 
shall  pass  no  law  abridging  freedom  of  speech. 
However,  the  protection  of  the  First  Amendment 
does  not  extend  to  conduct  which  violates  other  valid 
federal  statutes  including  the  Sherman  Act.  That 
brings  me  to  my  subject  this  morning. 

I think  the  best  way  to  illustrate  the  principles  of 
the  Sherman  Act  which  are  applicable  to  activities  of 
organized  medicine,  or  physicians,  in  connection  with 


the  Medicare  Program  is  to  assume  that  there  is  pre- 
sented to  you  this  morning  a simple,  forthright 
resolution: 

"RESOLVED  by  this  House  of  Delegates 
that  we  recommend  to  the  physicians  of 
this  country  that  they  refuse  to  participate 
in  the  Medicare  Program.” 

In  our  opinion,  and  I may  say  in  our  unqualified 
opinion,  if  that  resolution  were  adopted  by  the  House, 
it  would  constitute  a violation  of  the  Sherman  Act. 
We  reached  that  conclusion  by  considering  three 
elements  that  constitute  a violation  of  the  Act. 
Although  this  will  take  a little  time,  Mr.  Chairman,  I 
think  it  is  necessary  for  me  to  explain  those  three 
elements. 

The  first  element  Ls  that  there  must  be  concerted 
action,  that  is,  there  must  be  group  action  to  con- 
stitute a violation  of  Section  1 of  the  Sherman  Act.  I 
say  to  you  that  any  physician  acting  independently — 
not  in  concert  with  others;  not  as  group  action — may 
participate  or  not  participate  in  the  Medicare  Pro- 
gram for  any  reason  he  wishes.  If,  however,  there  is 
group  action,  that  raises  a different  problem.  Ob- 
viously this  resolution,  if  adopted  by  the  House  of 
Delegates,  would  constitute  group  action  because  the 
members  of  the  House,  as  a group,  would  be  agreeing 
to  this  resolution.  Moreover,  since  this  House  is  the 
highest  policy-making  body  of  medicine,  the  resolu- 
tion would  constitute  the  act  of  AMA,  and  con- 
stituting the  act  of  AMA,  it  would  then  constitute  a 
concert  of  action  between  AMA  and  those  physicians 
who  thereafter  refused  to  participate  in  this  program 
because  of  that  recommendation  of  this  House. 

As  I have  said,  a physician  acting  independently 
does  not  come  within  the  Sherman  Act.  The  Act  does 
not  proscribe  that  type  of  individual  action. 

I do  want  to  point  out  one  practical  problem,  how- 
ever; if  this  House  were  to  pass  this  assumed  resolu- 
tion, and  physicians  thereafter  would  decide  not  to 
participate  in  the  plan,  then  in  any  action  in  court, 
either  AMA  or  those  physicians  would  have  a very 
difficult  time  convincing  any  Court  or  jury  that  the 
recommendation  passed  by  this  House  was  not  the 
reason  for  their  nonparticipation.  So  much  for  con- 
certed action,  the  first  requirement. 

The  second  requirement  is  that  the  concerted  action 
result  in  a restraint  — a restraint  on  interstate  trade 
and  commerce.  I am  here  discussing  the  nature  and 
meaning  of  the  word  “restraint,”  and  not  “interstate 
trade  or  commerce”  which  I will  discuss  in  a few 
minutes. 

The  courts  have  used  various  standards  of  measure- 
ment to  determine  whether  a particular  restraint,  as 
a result  of  concerted  action  is  legal  or  illegal.  I may 
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say  to  you  that  to  make  those  various  standards  of 
measurements  understandable  to  a layman  to  the  law 
would  require  about  an  hour  because  we  would  have 
to  review  court  decisions,  what  the  facts  were  in  those 
cases,  and  why  a particular  standard  of  measure- 
ment was  used  in  each  of  those  cases.  I think  that 
type  of  legal  review  is  unnecessary  today  because,  in 
our  judgment,  no  matter  what  standard  of  measure- 
ment would  be  used,  the  joint  action  of  this  House 
in  recommending  nonparticipation  would  be  illegal 
under  any  of  those  tests. 

The  question  would  be:  What  is  the  purpose,  and 
what  is  the  effect  of  this  resolution?  We  are  certain 
what  a court  today  would  hold  concerning  this 
resolution,  which  stated  again  is: 

“RESOLVED  by  this  House  that  we  recom- 
mend to  the  physicians  of  this  country  that 
they  refuse  to  participate  in  the  Medicare 
Program.” 

A court  would  say  that  the  sole  purpose  of  that 
resolution  was  to  boycott  the  Medicare  Program,  and 
thereby  frustrate  its  operation. 

A court  would  assume,  because  of  the  high  respect 
with  which  this  highest  policy-making  body  of  medi- 
cine is  accorded,  and  properly  accorded,  that  a sub- 
stantial number  of  physicians  would  follow  that 
recommendation.  The  impact  of  that  recommenda- 
tion, the  court  would  hold,  would  be  a substantial 
restraint  on  the  operation  of  the  Medicare  Program 
in  view  of  the  importance  of  the  physicians’  services 
to  this  program. 

We,  therefore,  believe  such  a resolution  would  be 
illegal. 

A suggestion  has  been  made  that  the  illegality  can 
be  cured  if  we  add  to  that  resolution  a proviso — a 
proviso  which  says  in  substance: 

“Provided,  however,  that  no  coercion  or 
penalty  is  threatened  or  will  be  threatened, 
to  influence  physicians  in  making  their  de- 
cision as  to  whether  or  not  they  will  partici- 
pate.” 

In  our  opinion  that  proviso  would  not  make  the 
resolution  legal.  In  the  first  place,  since  the  purpose 
of  the  resolution  is  clear,  the  question  is  one  of  the 
impact  on  the  plan.  It  seems  to  us  to  make  no  differ- 
ence whether  physicians  by  concerted  action  refuse 
to  participate  in  the  Medicare  Program  because  of 
the  recommendation,  or  whether  they  refuse  to  par- 
ticipate because  of  the  recommendation  plies  some 
pressure  exerted  on  them.  The  impact  on  the  plan  is 
the  same  in  both  cases. 

Moreover,  we  have  to  be  realistic  here,  gentlemen. 
It  seems  to  me  that  that  proviso  ignores  human 
nature.  You  have  been  opposing  the  enactment  of  this 
program  or  similar  programs  for  many  years,  and,  as 
various  resolutions  and  the  President’s  report  stated 
this  morning,  you  are  going  to  continue  to  do  so.  I 
am  convinced  of  that. 

There  are  approximately  290,000  physicians  in  this 
country'.  There  are  many  state  and  county  medical 
societies,  and  other  medical  groups.  It  just  ignores 


human  nature,  in  view  of  this  history  and  structure, 
to  believe  that  no  group  or  organization  is  going  to 
use  some  form  of  concerted  pressure  on  physicians  not 
to  participate  in  this  program.  Somewhere  in  the 
nation  this  is  going  to  happen,  and  then  the  sug- 
gested proviso  will  become  a nullity  because  the 
court  will  hold  that  this  pressure  action  was  foresee- 
able and  that  you  had  knowledge  that  some  pressure 
could  be  expected. 

I must  now  make  a few  comments  which  are  ex- 
tremely distasteful  to  me.  We  hold  other  members 
of  our  profession  in  the  same  high  esteem  as  your 
members  hold  each  other  in  your  profession.  We  have 
honest  differences  of  opinion  among  us,  as  you  do, 
but  I think  it  unseemly  that  those  differences  must  be 
aired  in  public.  Nevertheless,  as  your  attorney  ad- 
vising you  in  these  matters,  I find  myself  faced  with 
a situation  in  which  I must  do  just  that,  because 
many  of  you  have  had  opinions  from  other  law  firms 
and  counsel  dealing  with  this  subject.  As  AMA’s  at- 
torney I must  say  to  you  that  I wholeheartedly  dis- 
agree with  any  conclusion  in  those  opinions  that  AMA 
can  pass  the  type  of  resolution  I have  been  discussing, 
or  any  similar  type,  that  AMA  may  recommend  to 
its  members  that  they  refuse  to  participate  in  this 
program,  provided  coercion  is  not  used  to  influence 
the  members’  judgment. 

Moreover,  it  does  not  matter,  of  course,  whether 
the  word  in  the  resolution  is  “recommend,”  or 
it  is  “urge”  or  whether  it  is  “advocate,”  or  whether 
it  is  “adxise.”  Any  of  those,  or  similar  words,  in  a 
resolution  that  import  an  invitation  to  a boycott  will, 
in  our  judgment,  be  held  a violation  of  Section  1 of 
the  Sherman  Act. 

I must  spend  a few  minutes — and  I apologize  for 
using  the  time,  Mr.  Chairman — on  the  question  of 
interstate  commerce. 

We  had  assumed,  in  view  of  the  scope  of  this  Act, 
that  no  one  reading  the  Act  would  think  that  there 
were  any  serious  questions  that  the  Medicare  Program 
will  involve  interstate  trade  and  commerce.  However, 
in  some  of  these  opinions,  without  passing  on  the 
question,  the  statement  is  made  that  this  presents  a 
very  serious  question. 

Let  us  consider  this  Medicare  Act  for  a moment, 
without  referring  to  particular  sections.  You  all  know 
that  it  provides  a comprehensive,  nationwide  program 
in  which,  as  an  integral  part  of  that  program,  hospitals, 
health  care  facilities  of  various  sorts,  insurance  car- 
riers, prepaid  health  plans,  presumably  including  Blue 
Shield  and  other  instrumentalities,  and  physicians, 
will  participate,  and  each  will  be  an  integral  part  of 
this  program. 

It  seems  to  us  there  is  no  question  that  most  of 
these  instrumentalities,  excluding  physicians  for  the 
moment,  are  engaged  in  trade  and  commerce. 

The  Supreme  Court  is  an  antitrust  case  has  held 
that  insurance  carriers  are  engaged  in  trade.  The 
Supreme  Court,  in  a case  which  we  should  not  for- 
get, has  held  that  a prepaid  health  plan  — a co- 
operative plan  conducted  by  a not-for-profit  eorpora- 
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tion  for  the  benefit  of  its  members — was  engaged  in 
trade.  That  also  was  an  antitrust  case.  Courts  under 
other  statutes  have  held  hospitals  engaged  in  trade. 
We,  therefore,  have  a situation  in  which  a great  many 
of  the  instrumentalities,  which  are  an  integral  part  of 
the  Medicare  Program,  will  be  engaged  in  trade  and 
commerce. 

What  about  interstate  trade?  Again  let  us  consider 
these  few  salient  facts.  Enrollees  in  the  Medicare 
Program  will  pay,  either  actually  or  constructively, 
premiums  to  the  Secretary  of  Health,  Education  and 
Welfare  in  Washington.  Those  enrollees  will  reside,  in 
many,  if  not  all  states  of  the  Union,  and  those  pre- 
miums actually  or  constructively  will  flow  across 
state  lines.  The  Secretary  will  enter  into  contracts 
with  hospitals,  insurance  carriers,  and  other  in- 
strumentalities, likewise  located  across  the  country. 
In  the  negotiation  of  those  contracts  and  in  the  per- 
formance of  them,  there  will  be  many  transactions 
which  transcend  state  lines. 

Finally,  the  payment  of  benefits  under  the  plan 
will  be  made  to  providers  of  services  or  insurance 
carriers  or  to  some  other  body  acting  as  an  inter- 
mediary for  the  providers  of  services,  and  those  inter- 
mediaries in  turn,  will  pay  the  benefits  to  the  hos- 
pitals, to  the  other  instrumentalities  and  to  those  phy- 
sicians who  accept  assignments. 

Can  anybody  possibly  contend,  in  view  of  these 
facts,  that  this  present  Supreme  Court  would  not  hold 
that  this  Medicare  Program  involves  interstate  com- 
merce? I just  cannot  believe  it. 

At  this  point  I would  like  to  answer  two  questions 
that  are  asked  many  times  by  physicians  and  some- 
times by  lawyers.  The  first  question — and  it  is  a 
natural  question — is  this:  How  can  we  physicians  who 
practice  a profession,  and  who  are  not  engaged  in 
commerce,  violate  the  Sherman  Act  which  is  con- 
cerned only  with  trade  and  commerce? 

The  Supreme  Court  decided  that  issue,  you  will 
recall,  in  the  old  AMA  case.  In  that  case  that  issue 
was  raised  and  was  presented  thoroughly  by  AMA’s 
attorneys  at  that  time.  The  Supreme  Court  held  that 
a decision  on  that  point  was  immaterial.  It  was  un- 
necessary to  decide  the  nature  of  the  occupation  of 
physicians  because  whatever  that  nature  was,  if  their 
activities  restrained  trade,  there  would  be  a violation 
of  the  Sherman  Act.  So  the  fact,  if  it  is  a fact, — for 
the  issue  is  not  completely  settled  yet — that  physi- 
cians are  engaged  in  a profession  and  not  in  trade, 
does  not  preclude  them  from  violating  the  Sherman 
Act. 

A second  question  which  is  asked,  and  which  also 
was  raised  in  one  of  the  resolutions  I heard  this 
morning  is:  How  can  we,  as  physicians,  with  perhaps 
some  of  these  other  instrumentalities  which  are  en- 


gaged entirely  in  local  commerce,  violate  the  Sherman 
Act  which  deals  with  interstate  commerce?  In  many 
cases  the  Supreme  Court  has  held  that  an  enterprise 
or  a group  which  imposes  a concerted  restraint,  even 
though  its  activities  are  entirely  local,  is  not  saved 
from  prosecution,  and  liability,  if  the  effect  of  the 
activities  is  to  interfere  with  interstate  commerce. 

Mr.  Justice  Jackson,  in  one  case,  made  one  of  his 
very  pointed  remarks  on  this  subject.  He  said  that 
if  it  is  interstate  commerce  which  feels  the  pinch, 
it  does  not  matter  how  local  the  operation  which 
applies  the  squeeze. 

Additionally,  the  issue  is  not  whether  interstate 
commerce  is  involved  in  a restraint  on  one  local  hos- 
pital or  one  prepaid  plan.  In  striking  contrast  to  a 
local  situation,  we  are  discussing  here  a nationwide 
Medicare  Program  which  involves  as  an  integral  part 
of  its  operation  a large  number  of  hospitals,  plans  and 
other  instrumentalities. 

So  much  then,  in  our  judgment,  for  the  hypo- 
thetical resolution  recommending  total  nonparticipa- 
tion. 

What  about  resolutions  which  might  recommend 
something  less  than  total  participation?  It  seems  to 
me  that  here  we  are  going  to  be  faced  with  a ques- 
tion— which  we  are  going  to  have  to  analyze  in  each 
instance — of  what  the  subject  matter  of  the  resolution 
is.  If  it  is  an  activity  which  is  essential  to  the  Medi- 
care Program,  and  which,  if  boycotted,  would 
seriously  interfere  with  the  plan,  then  the  same  result 
would  follow.  For  example,  I am  sure  that  a con- 
certed refusal  on  the  part  of  physicians  not  to  sign 
certifications  for  hospital  admission  would  be  held  to 
be  illegal  because  without  those  certifications  this 
plan  will  be  seriously  restrained.  Each  of  these  activi- 
ties which  would  be  affected  by  the  group  action 
would  have  to  be  carefully  analyzed. 

Now  I think,  Mr.  Chairman,  I have  taken  more 
than  my  time.  I would  like  to  emphasize  these  points 
in  conclusion.  I have  necessarily  been  talking  about 
group  action  in  the  form  of  resolutions  by  AMA,  the 
top  policy-making  body  for  medicine  in  the  United 
States.  Of  course,  the  same  rules  are  applicable  to 
group  action  whether  in  the  form  of  resolutions  or 
not.  Because  I have  stressed  group  action,  and 
necessarily  have  had  to  do  so  in  the  few  minutes  I 
have  had,  I do  want  to  point  out  again,  as  I said  at 
the  outset,  that  any  physician  can,  without  violating 
the  Sherman  Act,  participate  or  not  participate  in  this 
Medicare  Program  as  he  sees  fit  if  it  is  not  as  a mat- 
ter of  concerted  action;  and  secondly,  this  Associa- 
tion can  furnish  him  with  all  objective  information 
necessary  so  that  he  can  make  an  informed  judgment 
as  to  whether  he  should  participate. 
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Otolaryngologic  Allergy  Seminar 

The  University  of  Tennessee  College  of  Medicine 
will  offer  a postgraduate  seminar  in  “Fundamentals 
of  Otolaryngologic  Allergy”  on  March  15-19,  1966. 

The  purpose  of  this  seminar  will  be  to  instruct 
those  physicians  limiting  their  practice  to  otolaryngol- 
ogy in  the  practical  aspects  and  basic  principles  of 
allergy  in  relation  to  this  specialty. 

New  Members  of  SCMA 

Dr.  William  S.  Bradham,  Columbia 
Dr.  Eloise  A.  Bradham,  Columbia 
Dr.  John  L.  Hughes,  Columbia 
Dr.  Joseph  H.  Miller,  III,  Columbia 
Dr.  John  W.  Riley,  II,  Columbia 
Dr.  Dale  R.  Lackey,  Charleston 
Dr.  Leonard  P.  Lee,  Charleston 
Dr.  Allen  L.  Harrell,  Hollywood 
Dr.  Richard  Edward  Ulmer,  Charleston 
Dr.  Archie  McL.  Martin,  Charleston 

American  College  of  Surgeons 

INITIATES  1965  — SOUTH  CAROLINA 

Anderson 

VERNON  E.  MERCHANT,  JR. 

Charleston 

DOUGLAS  C.  APPLEBY 

GEORGE  S.  CROFFEAD 

RAYMOND  ROSENBLUM 
Columbia 

ALFRED  F.  BURNSIDE,  JR. 

GISAK  PETROSSIAN 
Dillon 

JOHN  H.  RICKENBACKER 
Florence 

EDWARD  W.  TAYLOR,  JR. 

Hartsville 

PICKENS  K.  MOYD 

Medical  Society  of  South  Carolina 

At  its  meeting  on  November  11  the  Medical  Society 
of  South  Carolina  elected  Dr.  Harold  Pettit  president, 
Dr.  Charlton  deSaussure  vice-president  and  re-elected 
Dr.  F.  M.  Ball  secretary-treasurer. 

Charleston  County  Names  Dr.  E.  F.  Parker 
President-Elect 

Dr.  Edward  F.  Parker,  chairman  of  the  Roper  Hos- 
pital Board  of  Commissioners,  has  been  elected  presi- 
dent-elect of  the  Charleston  County  Medical  Society. 

He  will  succeed  Dr.  John  C.  Hawk  who  was  re- 
elected to  head  the  organization  next  year. 

Dr.  Clay  Evatt  was  elected  vice  president  of  the 
society  and  Dr.  J.  Franklin  Graves  was  re-elected 
secretary-treasurer. 


American  College  of  Obstetricians  and 
Gynecologists 

The  American  College  of  Obstetricians  and  Gyne- 
cologists held  its  Annual  Conference  on  October 
20-23  at  Norfolk,  Virginia.  Officers  of  the  Section  for 
South  Carolina  included  Herbert  M.  Black,  M.  D. 
and  Heyward  Fouche,  M.  D.  of  Columbia. 

Association  of  American  Physicians 
and  Surgeons 

At  the  22nd  Annual  Meeting  at  Columbus,  Ohio 
on  October  7,  8 and  9 Dr.  Thomas  G.  Goldsmith  of 
Greenville  was  re-elected  Treasurer  and  Dr.  Thomas 
Parker  of  Greenville  was  elected  a Director. 

Dr.  Stokes  Named 

Dr.  J.  Howard  Stokes  has  been  named  chairman 
of  the  Florence  County  Christmas  Seal  campaign. 

American  Heart  Association 

Dr.  C.  Warren  Irvin,  Jr.  of  Columbia  was  named 
to  the  American  Heart  Association’s  board  of  direc- 
tors, succeeding  R.  Cathcart  Smith  of  Conway,  at  the 
recent  Annual  Meeting.  Dr.  H.  Henry  Lee  of  Green- 
ville was  appointed  to  the  AHA’s  assembly  planning 
committee.  Dr.  Edwin  Boyle  of  Charleston,  Dr.  Wil- 
liam H.  Lee  and  Dr.  Randolph  Bradham,  former 
associate  professor  of  surgery  at  the  Medical  College 
of  South  Carolina  appeared  on  the  program. 

Pee  Dee  Area  Doctors  Entertain  Lawyers 

The  Pee  Dee  Medical  Society  held  its  first  meeting 
of  the  fall  at  the  Florence  Country  Club  on  Septem- 
ber 15.  The  Society  had  as  its  guests  the  lawyers 
from  across  eastern  South  Carolina. 

A reception  was  held  in  the  main  lobby  of  the 
club  prior  to  a seated  dinner  in  the  ballroom. 

The  American  College  of  Physicians 

Presents 

CURRENT  CONCEPTS  OF  INFECTIOUS 
DISEASES 
February  7-10,  1966 
JEFFERSON  MEDICAL  COLLEGE 
AND  MEDICAL  CENTER 
Philadelphia,  Pa. 

Fees:  A.C.P.  Members,  $60;  Nonmembers,  $100. 

Minimal  Registration,  50;  Maximal  Registration,  200. 

Registration  forms  and  requests  for  information  are 
to  be  directed  to:  Edward  C.  Rosenow,  Jr.,  M.  D., 
Executive  Director,  The  American  College  of  Physi- 
cians, 4200  Pine  Street,  Philadelphia,  Pa.  19104. 
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VENEREAL  DISEASE  MORBIDITY  BY  COUNTY  July  1964 


to  June  1965 


V.  D.  NEWS 


For  the  second  consecutive  year  venereal  disease 
reporting  has  been  the  highest  among  all  reportable 
communicable  diseases,  outranking  the  total  of  all 
other  communicable  diseases  combined.  The  table 
shows  the  breakdown  of  all  cases  by  county  for  the 
fiscal  year  1965.  Gonorrhea  remains  the  disease  most 
often  reported,  but  trends  in  syphilis  reporting  indi- 
cate the  success  of  control  efforts  of  private  medicine 
and  public  health.  Since  the  inception  of  modern  con- 
trol efforts — confidential  patient  interviews  and  con- 
tact tracing — the  increase  of  infectious  syphilis  cases 
has  coincided  with  a decrease  in  reported  latent  cases. 
This  has  long  been  accepted  as  an  indicator  of  suc- 
cessful control  techniques. 

For  the  second  straight  year  more  than  800  cases 
of  infectious  syphilis  have  been  reported  by  all  re- 
porting sources.  Reporting  by  private  practicing  phy- 
cians  increased  21%  over  the  previous  fiscal  year. 
Infectious  syphilis  was  reported  in  42  counties  with 
22  reporting  increases  over  the  previous  fiscal  year. 
In  several  counties  chains  of  infection  occurred,  in 
which  case  an  epidemic  team  was  sent  from  the  State 
Board  of  Health  to  assist  local  physicians  and  health 
department  officials. 


Comings  and  Goings 

Paul  R.  Staley,  M.  D.  announces  the  opening  of  his 
office  for  the  practice  of  internal  medicine  and  pul- 
monary diseases  at  696  Rutledge  Avenue,  Charleston. 
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The  Georgetown  County  Health  Department  has 
secured  the  services  of  Dr.  James  L.  Martin,  a re- 
tired general  practitioner  and  one-time  owner  of 
Martin  Hospital  in  Mullins. 

Dr.  Martin  retired  some  10  years  ago  and  sold  his 
hospital,  prior  to  settling  at  Myrtle  Beach  for  a rest. 

Five  years  later  retirement  had  palled,  and  Dr. 
Martin  opened  an  office  at  Murrells  Inlet  in  1960 
“because  the  community  had  no  doctor  and  to  keep 
in  touch  with  my  profession.” 


Five  doctors  from  the  Florence  County  Selective 
Service  Local  Board  No.  21  have  received  orders  to 
report  for  physical  check-ups  at  Fort  Jackson 

The  five  from  the  local  board  who  are  “subject-to- 
call”  include  Dr.  Dexter  Evans,  Jr.  of  Lake  City,  Dr. 
William  Granger  of  Swansea,  Dr.  George  F.  Cox  of 
Pamplico,  Dr.  C.  Donald  Hammond  of  Hartford, 
Conn.,  and  Dr.  Cecil  E.  Floyd  of  Florence.  Dr. 
Granger  and  Hammond  are  both  former  residents  of 
Florence  County. 


Dr.  Gloria  Graham,  from  her  residency  at  the  Uni- 
versity of  Virginia,  has  joined  Harry  BoatwTight, 
M.  D.  in  the  practice  of  dermatology  at  1409  Barn- 
well Street,  Columbia. 


The  Federal  Trade  Commission  ordered  the  J.  B. 
Williams  Co.  of  New  York  City  to  stop  allegedly  mis- 
representing the  effectiveness  of  “Geritol”  liquid  and 
tablets.  The  Commission  ruled  that  Geritol  television 
commercials  and  newspaper  advertisements  falsely 
represent  that  all  cases  of  tiredness,  loss  of  strength, 
run-down  feeling,  nervousness  and  irritability  indi- 
cate a deficiency  of  iron  and!  that  the  common, 
effective  remedy  for  these  symptoms  is  Geritol. 


Geritol  is  not  beneficial  except  in  the  small  minor- 
ity of  persons  whose  tiredness  symptoms  are  caused 
by  a deficiency  of  iron  or  one  or  more  of  the  vita- 
mins contained  in  the  preparation,  the  FTC  said. 
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Deaths 


Dr.  Robert  E.  Houston 

Dr.  Robert  Emmett  Houston,  87,  a retired  physi- 
cian, died  after  several  years  of  declining  health. 

A native  of  Greenville,  lie  was  graduated  from  the 
school  of  pharmacy  and  medicine  at  the  University 
of  Maryland  and  returned  to  Greenville  to  practice 
medicine  in  1904. 

He  later  specialized  in  eye,  ear,  nose  and  throat 
treatment  and  was  first  associated  with  the  late  Dr. 
E.  W.  Carpenter.  He  and  Dr.  J.  W.  McLean  were 
later  associated. 

He  was  a former  president  of  the  Greenville 
County  Medical  Society. 

Dr.  A.  H.  Ehrenclou 

Dr.  Alfred  H.  Ehrenclou  of  “Sarsfield,”  Camden, 
and  925  Park  Avenue,  New  York  City,  died  at  his 


residence  in  Camden  following  an  extended  illness. 
He  had  been  a patient  at  the  Kershaw  County  Mem- 
orial Hospital  for  several  weeks  and  was  convalescing 
at  his  home  when  his  death  occurred. 

Dr.  Ehrenclou  was  a retired  neurologist  of  New 
York  and  had  made  his  home  in  Camden  during 
the  seasons  for  over  30  years. 

Born  October  31,  1884  in  London,  England,  he 
retired  from  the  medical  profession  many  years  ago. 

Dr.  Ronald  W.  Anderson 

Dr.  Ronald  Wallace  Anderson,  39,  of  Mount  Pleas- 
ant was  found  dead  on  November  9 in  his  office. 

Dr.  Anderson  was  bom  in  Minnesota  and  had 
practiced  medicine  in  Mount  Pleasant  for  about  seven 
years. 


Book  Review 


HANDBOOK  OF  PHY- 
SICAL MEDICINE  AND 
REHABILITATION.  Edi- 
ted by:  Frank  H.  Krusen, 
M.  D.  W.  B.  Saunders 
Company,  Philadelphia 
and  London.  1965,  Pp.  725. 
$16.50. 

This  is  probably  the  most 
complete  text  on  this  subject 
to  be  published  to  date. 
There  are  some  areas  that 
are  more  adequately  covered 
than  others.  A more  complete  section  on  the  general 
and  specific  principles  for  using  orthetic  devices  or 
braces  would  have  been  desirable.  The  section  on 
evaluation  of  the  patient  is  quite  well  prepared  and 
gives  easy  reference  for  specific  muscle  action  and 
innervation. 

The  various  physical  agents  are  covered  adequately 
but  not  in  excessive  detail.  Considerable  space  is 
given  to  therapeutic  exercises  and  methods  of  train- 
ing patients  with  physical  handicaps  to  handle  them- 
selves. This  will  serve  chiefly  as  information  as  to 
how  to  approach  these  patients  rather  than  for  specific 
methods  of  exercising  and  training  which  are  almost 
impossible  to  describe  in  writing.  Chapters  on  psy- 
chological, social  and  vocational  problems  en- 
countered by  the  handicapped  patient  and  on 


speech  problems  are  presented  and  are  a valuable 
addition  to  this  book. 

It  is  a very  worthwhile  book  and  if  improved  and 
revised  periodically,  might  become  a standard  text 
in  this  field. 

Harry  W.  Mims,  M.  D. 
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Hospital  Costs 

According  to  the  preliminary  results  of  a recent 
study,  the  annual  pay  roll  in  South  Carolina’s  general 
hospitals  would  increase  at  least  $12,000,000  if  hos- 
pitals are  required  to  pay  a minimum  wage  of  $1.25. 
This  would  represent  an  increase  in  per  patient  day 
cost  of  approximately  $5.50. 

There  is  increasing  pressure  at  the  national  level  for 
an  amendment  to  the  wage  hour  law  to  include  hos- 
pitals. Although  attempts  to  extend  coverage  to  the 
retail,  laundry,  hospital,  motel,  hotel,  transportation, 
construction  and  restaurant  industries  have  been  made 
for  a number  of  years,  the  most  recent  information 
from  the  Washington  scene  indicates  that  hospitals 
should  expect  to  be  covered  under  this  legislation  no 
later  than  1966. 

It  is  anticipated  that  some  time,  perhaps  three 
years,  will  be  allowed  to  reach  the  minimum  of 
$1.25.  It  appears  likely  that  the  minimum  wage  will 
be  increased  to  '$1.50  and  that  hospitals  will  be  ex- 
pected to  reach  this  level  eventually. 


In  addition  to  the  possible  effects  of  a minimum 
wage  law,  the  Civil  Rights  Act  of  1964  and  in- 
creasing nationwide  and  Southeastern  activity  by 
various  unions  will  tend  to  exert  even  more  upward 
pressure  on  salaries  of  hospital  personnel  in  South 
Carolina. 


It  would  appear  likely  that  payroll  costs  will  in- 
crease dramatically  in  the  entire  Southeast  in  the  next 
few  years,  and  hospitals  must  be  prepared  to  make 
these  adjustments.  A number  of  hospitals  are  taking 
immediate  steps  to  improve  personnel  policies  and 
procedures  and  to  raise  salaries  in  anticipation  of 
these  new  pressures. 


There  can  be  more  to  your  monthly  correspondence 
with  your  patients  than  merely  stuffing  a statement 
into  an  envelope.  To  make  your  monthly  bills  more 
palatable  (and  nourishing),  the  Department  of  Com- 
munity Health  and  Health  Education  of  the  AMA 
has  prepared  a series  of  single-page,  envelope-size, 
information  leaflets,  “Timely  Tips  on  Health  and 
Safety.  The  Tips  might  also  be  mailed  monthly  even 
though  a statement  is  not  submitted.  Each  Tip  gives 
accurate,  easy-to-read  information  on  a single  health 
topic,  such  as  dieting,  immunization,  exercise,  house- 
hold poisons,  automobile  safety,  suntanning,  nutrition, 
medical  careers,  colds,  seat  belts,  and  health  examina- 
tions. “Buckle  Dowm  and  Stay  Safe,’’  for  example,  dis- 
cusses why  Claustrophobia  Clem  and  Short-Trip  Sam 
foolishly  refuse  to  wear  seat  belts.  A packet  of  100 
leaflets  on  a single  subject  costs  only  10  cents;  1,000 
cost  50  cents.  A package  of  100  on  each  topic  ( 1,200 
leaflets)  costs  $1.00.  Tips  are  available  from  the 
AMA  Order-Handling  Unit. 


AN  IDEAL  CHRISTMAS  GIFT 


lights  the  way  to  tast,  accu- 
rate diagnosis  with  easy-to- 
use,  dependable  instruments. 

Set  shown  includes  Welch  Allyn’s  110 
ophthalmoscope,  216  otoscope  with  5 
polypropylene  specula,  and  700  large  bat- 
tery handle,  in  deluxe  21-L  case  $87.75. 


No.  235  NEW  OTOSCOPTIC  fiber  optics 
head  only  $26.50. 


Many  other  Welch  Allyn  combination  sets  are  available, 
with  different  otoscopes  and  ophthalmoscopes,  in  regu- 
lar, deluxe  or  compact  cases,  with  standard  or  re- 
chargeable battery  handles,  from  $80.25  to  $103.75. 


WINCHESTER  SURGICAL  SUPPLY  COMPANY 


1919  “CAROUNAS’  HOUSE  OF  SERVICE”  1965 

200  S.  TORRENCE  ST.  CHARLOTTE,  N.  C 
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“My  colleagues 
thought  I was 

i” 

crazy! 


for  every  80,000  people.  Where 
modern  medicine  is  all  but  unknown. 
Where  the  most  stubborn  clinical 
problems  exist.  Cholera,  trachoma, 
encephalitis,  leprosy  and  a horde  of 
other  debilitating  diseases. 

And  for  his  two-year  stretch 
as  a Peace  Corps  doctor, 

Nick  Cunningham’s  pay  was  only 
$75  a month  — plus  living  expenses. 
One  reason  why  his  colleagues 
called  him  crazy. 

But  Dr.  Cunningham  saw  and 
realized  other  compensations  in  his 
Peace  Corps  assignment.  A chance  to 
take  the  best  in  American  medicine 
to  a country  desperately  needing  it. 

A rare  opportunity  for  professional, 
cultural  and  personal  growth. 

If  you’ve  some  of  the  spirit  and 
dedication  of  Nick  Cunningham,  the 
Peace  Corps  needs  you.  There  are 
many  more  requests  from  nations 
around  the  world  than  doctors 
to  fill  them. 

If  you  think  you  could  tackle  one 
of  the  most  challenging  and 
rewarding  openings  in  medicine  today, 
get  in  touch  with  us. 


Write:  THE  PEACE  CORPS, 
Washington,  D.C.  20525.  ...r. 

Published  as  a public  service 
n cooperation  with  the  Advertising  Council. 


Nick  Cunningham,  M.D.,  was 
eminently  qualified  for  any  number 
of  promising  medical  posts  here  at 
home.  Harvard  pre-med.  Hopkins 
medical.  London’s  Guys  Hospital. 
New  York’s  Presbyterian  Hospital. 

Yet,  with  this  rich  professional 
background,  Nick  Cunningham  chose 
to  become  one  of  the  first  volunteer 
doctors  in  the  Peace  Corps. 

He  preferred  to  go  to  an  African 
nation  where 
there  is  one 
physician 


TUBERCULIN, TINETEST 

(Rosenthal)  Lederle 

ideally  suited  for  routine  screening 


accurate— comparable  to  the  older  standard  intradermal  tests 
practical— can  be  administered  by  nurses  under  physician  supervision 
convenient— no  refrigeration  or  other  storage  precautions 
economical— stable  for  2 years,  self-contained  disposable  unit 


Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


i 


Start  with  Serpasil  (reserpine) 

• produces  a gradual,  sustained  lowering 
of  blood  pressure,  especially  in  the 
neurogenic  type  of  hypertension. 

• relieves  anxiety  and  tension,  induces  a 
sense  of  well-being  in  hypertensive 
patients  with  a low  reaction  threshold  for 
stressful  situations. 

• slows  the  rapid  heart  and  maintains  the 
slowed  rate. 


Build  on  Serpasil  (reserpine) 

• serves  as  baseline  therapy  for  certain  I; 
other  more  potent  antihypertensive 
agents. 

• permits  lower  dosage  of  added  potent  M)a: 
antihypertensive  drugs,  minimizing 
incidence  and  severity  of  side  effects.  I ; 

• brings  about  increased  therapeutic 
response  when  combined  with  certain  £ 
other  antihypertensives. 


■I® 

erpasil 

serpine  CIBA) 

NATIONS:  Mild  to  moderate 
rtension.  CAUTIONS:  Severe 
al  depression  has  appeared  in  a 

1 percentage  of  patients,  primarily 
losage  above  1 mg  daily.  Usually 
atient  had  a pre-existing,  incipi- 
ndogenous  depression  which  was 
tsked  or  accentuated  by  reser- 
When  the  drug  is  discontinued, 
sssion  usually  disappears,  but 
italization  and  shock  therapy  are 
itimes  required.  Daily  dosage 

e 0.25  mg  is  contraindicated  in 
nts  with  a history  of  mental 
sssion  or  peptic  ulcer;  use  lower 
s with  caution.  Not  recommended 
tic  insufficiency.  Withdraw  reser- 

2 weeks  before  surgery,  if  pos- 
For  emergency  surgical 

jdures,  give  vagal  blocking 
ts  parenterally  to  reverse  hypo- 
Dn  and/or  bradycardia.  Use 
)usly  with  digitalis,  quinidine,  or 
ethidine.  When  patients  on 
pine  receive  electroshock  ther- 
jse  lower  milliamperage  and  a 
sr  duration  of  stimulus  initially. 

< therapy  within  7 days  after 
I the  drug  is  hazardous.  SIDE 
CTS:  Occasional:  lassitude, 
•>iness,  nasal  congestion,  loose- 
st stools,  increased  frequency  of 
ation.  Rare:  anorexia,  headache, 
e dreams,  nausea,  dizziness, 
congestion  and  increased 
;obronchial  secretions  may 
in  newborn  babies  of  mothers 
d with  reserpine.  AVERAGE 
GE:  Initial— Two  0.25-mg  tablets 
aily.  Maintenance— Reduce 
fosage  to  0.25  mg  or  less  p.c. 
JED:  Tablets,  0.25  mg  (white, 
f)  and  0.1  mg  (white). 
Pharmaceutical  Company 
lit,  New  Jersey 

IB  A 


Important 

Information 

About 

MENTAL  ILLNESS 
that  Everyone 
Should  Know 


You  can  get  your  free  copy  from 
your  local  mental  health  asso- 
ciation. Other  services  of  the 
association  include: 


• Research. 

• Volunteer  services  for  the 
hospital  patients. 


• Rehabilitation  services  for 
the  returned  patient  to  help 
him  stay  well. 

• Treatment  and  schooling  for 
mentally  sick  children. 

Your  help  is  needed  to  carry  on 
these  programs.  Please  give  to 
your  local  mental  health  asso- 
ciation, an  affiliate  of  the 


For  free  leaflet  call 
your  local  mental 
health  association  or 
write  National  Asso- 
ciation for  Mental 
Health,  10  Colum- 
bus Circle,  New 
York  19,  N.Y. 
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To  train  the  doctors  of  tomorrow, 
medical  education  needs  your  help  today 

Give  to  tiie 
school  of  your  choice 
through  AMA-ERF 

American  Medical  Association 
Education  and  Research  Foundation 

535  N.  Dearborn  Street,  Chicago  10,  Illinois 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 


Founded  in  1904 

Highland  Hospital,  Inc. 

ASHEVILLE.  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact : Medical  Director,  Highland  Hospital,  Asheville, 
N.C. 28801 


to  help  relieve  pain 
in  common 
anorectal  disorders 


unon-camen 

Diothane 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon  — provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1 ,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


)THANE  OINTMENT 

MPOSITION: 

erodon  1.0%;  oxyquinoline 
coate  0.1%  in  a special  oint- 

It  base. 

)ICATIONS: 

/ides  temporary  palliation  of 
that  may  result  from  hemor- 
dectomy  and  from  common 
ectal  disorders  such  ashemor- 
ds,  anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 

COMPOSITION: 

Each  suppository,  weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%; 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215/Weston,  Ontario 
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Description:  Hygroton,  brand 
of  chlorthalidone,  is  an  oral 
diuretic  agent  of  value  in  the 
treatment  of  edema  and  hyper- 
tension. The  drug  is  notable 
for  its  prolonged  action  (48-72 
hours)  and  low  toxicity.  It  is  not 
a thiazide  and  may  often  be 
employed  successfully  in  pa- 
tients who  are  intolerant  of 
other  agents  or  become  refrac- 
tory to  them. 

Indications:  Hypertension  and 
many  types  of  edema  involv- 
ing retention  of  salt  and  water. 
Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Warning:  With  administration 
of  enteric-coated  potassium 
supplements,  the  possibility  of 
small  bowel  lesions  should  be 
kept  in  mind. 

Precautions:  Reduce  dosage 
of  concomitant  antihyperten- 
sive agents  by  at  least  one-half. 
Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or  digi- 
talis. Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000.  For 
full  details,  see  the  complete 
prescribing  information. 


Hygrotorr 

brand  of 
chlorthalidone 

The  long-acting 
diuretic 


HY-3993  PC 


^ V,v> 


/ho  needs  it? 


Patients  with  edema. 

Edema  in  congestive  heart  failure. 

Or  in  the  premenstrual  syndrome. 

Edema  in  pregnancy...or  obesity. 

Patients  you  want  to  bring  to  dry  weight. 
And  those  you  want  to  keep  at  dry  weight. 
Those  you  want  on  single  daily  doses. 
And  those  requiring  even  fewer  doses. 
Those  resistant  to  other  therapy. 

And  those  intolerant  of  other  diuretics. 
Those  who  have  to  pinch  pennies. 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B , (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B)2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 

jars  of  30  (one  month’s  supply) 
(three  months'  supply). 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y. 

1 6 693'  4 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

. . . are  relieved  by  direct  musculotropic  action  with 


Trocinate 

BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar-coated  tablets. 

The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 


Trocinate  R RAM)  THIPHENAMIL  HC1 

BETA-DIETHYLAMINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  - may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HC1)  lias  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
affirmed  the  safety  and  effectiveness  of  Trocinate. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


neo  Bromth® 

in  premenstrual  tension 


Complete  information  and  clinical  samples  will  be 
sent  upon  request. 

Name 


Add  ress 

City State Zip. 


71  PHARMACEUTICAL 

CHATTANOOGA,  TENN.  37409 


CO. 


DISTRIBUTOR 

WANTED 

No  Competition.  To  service  and  set  up 
new  accounts  in  exclusive  territory. 
Investment  secured  by  fast  moving 
inventory  of  amazing  plastic  coating 
used  on  all  types  of  surfaces  interior  or 
exterior.  Eliminates  waxing  when  ap- 
plied to  any  type  of  floor.  Eliminates 
all  painting  when  applied  to  wood, 
metal  or  concrete  surfaces. 

Minimum  Investment- — $500 
Maximum  Investment— $12,000 

For  details  write  or  call : 

Phone:  314  AX-1-1500 
Merchandising  Division 
P.  O.  Box  66 
St.  Ann,  Missouri  63074 


DEPROE 

meprobamate  400  mg.  4- 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 

Wallace  Laboratories  / Cranbury,  N.  J. 
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TRY  DEPROL  meprobamate  400  mg.  + 


benactyzine  hydrochloride  1 mg. 


FOR  DEPRESSION 
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diet-rite.  cola... 


America’s  Number  1 

Diet-Rite  Cola  is  better  tasting  than  old-time  colas . . . 
or  their  low-calorie  off-shoots.  No  sugar  at  all... less 
than  1 calorie  per  bottle . . . full  cola  taste.  The  pH  of 
Diet-Rite,  about  2.6  to  2.8,  represents  the  same 
general  range  of  acidity  as  other  cola  beverages  and 
a number  of  fruit  juices.  Diet-Rite  Cola  is  a soft  drink 
you  and  your  patients  will  like... and  go  on  liking. 

A Product  of  Royal  Crown  Cola  Co. 


Announcing 

EUTRON 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 
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Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet, 
once  daily.  Tablets  are  scored  for  greater 
dosage  flexibility. 


Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 
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New  EUTRON 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 


Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
tension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this: 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide.1 2:1  The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 


1.  Torosdag,  S.,  Schvartz,  N.,  Fletcher,  L.,  Fertig,  H., 
Schwartz,  M.  S.,  Quart,  R.  F.  B.,  and  Bryant,  J.  M., 
Pargyline  Hydrochloride  as  an  Antihypertensive  Agent 
With  and  Without  A Thiazide,  Am.  J.  Cardiol.,  12:822, 
Dec.,  1963. 

2.  Pollack,  P.  J.,  Pargyline  Hydrochloride  and  Meth- 
yclothiazide  Combined  In  The  Treatment  of  Hyperten- 
sion, Cur.  Thera.  Res.,  7:10,  Jan.,  1965. 

3.  Bryant,  J.  M.  et  al..  Antihypertensive  Properties  of 
Pargyline  Hydrochloride,  New  Non-Hydrazine  Mono- 
amine Oxidase  Inhibitor  Compared  with  Sulphonamide 
Diuretics,  J.A.M.A.,  178;  406,  Oct.,  1961. 


BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  recumbent  BP 
reduction  was  36/18  mm.  Hg. 


The  average  standing  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 

In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 

Smooth  and  gradual  onset 

Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 
ten  days. 

Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 

Fewer  than  1%  of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  about  half  the  usual  therapeutic  dose  of 
Eutonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And,  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being. 

This  is  in  distinct  contrast  to  most 
other  antihypertensive  therapy. 


Prescribing 
information  for 

EUTRDN 


INDICATIONS:  Eutron  (pargyline  hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 


CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 


WARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  14  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 
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been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 


PRECAUTIONS:  When  determining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 


SIDE  EFFECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction 
of  the  dose,  discontinue  the  drug. 


If  the  dealer,  North,  is  46  yrs.  old  and  West  is  42  and  East 
is  39  and  South  is  pregnant,  who  has  biliary  dysfunction? 


They're  all  vulnerable. 

Patients  approaching  middle  age,  as  well  as  preg- 
nant women  who  complain  of  “irregular''  constipa- 
tion, belching,  flatulence  and  indigestion  with  no 
evidence  of  organic  disease  may  be  suffering  from 
functional  disturbances  of  the  biliary  tract. 

These  basic  disturbances  can  often  be  corrected 
by  a single  convenient  and  effective  medication: 
Neocholan. 

Neocholan  is  more  than  a laxative.  It  combines  all 
the  ingredients  for  the  total  management  of  func- 
tional biliary  stasis  in  one  tablet.  Dehydrocholic  acid 
stimulates  the  production  of  thin,  free-flowing  bile. 
Bile  salts  promote  better  digestion  to  absorb  fats  and 


fat-soluble  vitamins,  and  they  tend  to  prevent  chronic 
constipation  by  maintaining  intestinal  tone  and 
normal  peristalsis.  Phenobarbital  and  homatropine 
methyl  bromide  relax  intestinal  spasm  and  insure 
unobstructed  passage  of  bile  and  pancreatic  juice 
into  the  duodenum. 

Neocholan  is  contraindicated  in  patients  with 
glaucoma.  Use  cautiously  in  elderly  patients  with 
urinary  retention  and  reduce  dosage  if  blurring  of 
vision,  increase  in  pulse  rate,  or  distressing  dryness 
of  the  mouth  result. 

tablet  contains  Dehydrocholic  Acid:  250  mo.  Be  • > n 
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PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis,  Indiana 


is  truly  a one  shot  measles  vaccine. 

Lirugen  is  the  most  highly  attenuated,  but  fully  antigenic,  live  measles  vaccine  (Schwarz  Strain).1' 8)  Additional 
special  passages  of  the  Edmonston  Strain  resulted  in  further  attenuation  which  reduces  systemic  reactions  so 
effectively  that  the  use  of  gamma  globulin  with  Lirugen  is  not  needed.  In  recent  clinical  trials,  Lirugen  was 
administered  without  gamma  globulin  to  approximately  13,000  children.  In  1,405  of  these  children  tested  serologi- 
cally, a conversion  rate  of  99%  was  reported.  Close  medical  follow-up  of  inoculated  children  and  controls  showed 
no  significant  differences  between  mean  maximum  temperatures  in  the  two  groups.  The  incidence  of  high  fever 
(103°F  and  above,  rectally)  attributable  to  the  vaccine  could  be  calculated  at  less  than  1%,  and  the  occurrence  of 
mild,  transient  rash  at  less  than  3%. 

Contraindications:  Pregnancy;  leukemia,  lymphoma  and  other  generalized  malignancies;  brain  damage  in  children 
under  one  year  of  age;  febrile  illness;  allergy  to  egg  proteins,  neomycin,  or  streptomycin.  Precautions:  Use  cautiously 
in  patients  with  a history  of  tuberculosis  and  patients  being  treated  with  steroids,  irradiation,  alkylating  agents, 
and  antimetabolites.  Consult  package  literature  before  administering  Lirugen. 

References:  4.  Measles  Vaccines:  W.H.O.  Technical  Report  Series  No.  7.  Andelman,  S.  L.  et  al . : Scientific  exhibit  at  annual  meet- 

1.  Schwarz,  A.J.F.:  Amer,  J.  Dis.  Child.,  103:  386-389,  1962  . 263, 1963.  ing  of  The  American  Academy  of  Pediatrics,  1964. 

2.  Krugman.  S.  et  al.:  Pediatrics,  31:  919-928,  1962.  5.  Schwarz,  A.J.F.:  Annales  Paediatrici,  202:  241-253,  1964.  8.  Krugman,  S.  et  al.:  J.  Pediatrics,  66:  471-488,  1965. 

3.  Andelman,  S.  L.  et  al.:  J.A.M.A.,  184:  721-723,  1963.  6.  Morley,  D.  C.  et  al.:  Bull.  W.H.O. , 30:  733-739,  1964. 
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a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 


Dore  Illustration 
from 

Dante’s  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  “mental  pain”— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


LAKESIDE  LABORATORIES,  INC.  Milwaukee,  Wisconsin  53201 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg. /day- 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg. /day) 
should  be  sought. 


IN  BRIEF: 

Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  "bad  taste,"  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 


On  Stelazine  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 
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WHEN  MOTHER'S  IRON  ISN'T  UP  TO 

MOTHERHOOD 


IN  BRIEF:  ACTIONS  ANO  USES:  A single  dose  of  Imferon  (iron  dextran  injection)  will 
measurably  begin  to  raise  hemoglobin  and  a complete  course  of  therapy  will  effectively 
rebuild  iron  reserves.  The  drug  is  indicated  only  for  specifically-diagnosed  cases  of  iron 
deficiency  anemia  and  then  only  when  oral  administration  of  iron  is  ineffective  or  imprac- 
tical. Such  iron  deficiency  anemia  may  include:  patients  in  the  last  trimester  of  preg- 
nancy; patients  with  gastrointestinal  disease  or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with  continual  and  extensive  iron  losses  not 
rapidly  replenishable  with  oral  iron;  patients  intolerant  of  blood  transfusion  as  a 
source  of  iron;  infants  with  hypochromic  anemia;  patients  who  cannot  be  relied 
upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well-tolerated  solution  of  iron  dextran 
complex  providing  an  equivalent  of  50  mg.  of  elemental  iron  in  each  cc.  The  solution  con- 
tains 0.9%  sodium  chloride  and  has  a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5%  phenol 
as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon  body  weight  and  Gm.  Hb./lOO  cc. 
of  blood,  ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or 
weekly.  The  total  iron  requirement  for  the  individual  patient  is  readily  obtainablefrom 
the  dosage  chart  in  the  package  insert.  Deep  intramuscular  injection  in  the  upper  outer 
quadrant  of  the  buttock,  using  a Z-track  technique,  (with  displacement  of  the  skin 
laterally  prior  to  injection),  insures  absorption  and  will  help  avoid  staining  of  the  skin. 
A 2-inch  needle  is  recommended  for  the  adult  of  average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few.  Staining  of  the  skin  may  occur. 
Excessive  dosage,  beyond  the  calculated  need,  may  cause  hemosiderosis.  Although 
allergic  or  anaphylactoid  reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have  been  due  to  Imferon 
(iron  dextran  injection).  Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache, 
and  fever  have  occasionally  been  reported.  Initial  test  doses  of  0.5  cc.  are  advisable. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  administered  by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or  other 
exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is  contraindicated  in  patients 
sensitive  to  iron  dextran  complex.  Since  its  use  is  intended  for  the  treatment  of  iron 
deficiency  anemia  only,  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses,  Imferon  (iron  dextran 
injection)  has  been  shown  to  produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis,  if  any  in  man,  following 
recommended  therapy  with  I mferon  (iron  dextran  injection)  appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes  of  4;  10  cc.  multiple  dose  vials. 


in  iron  deficiency  anemia  for  rapid  and 
predictable  replacement  of  iron  reserves 

imferon 


for  mild  arthritic  problems 


when 

aspirin  alone 
is  too  little 


but 

full  steroid 
is  too  much 


i 


There's  a time  for  aspirin— when  the  pain 
and  stiffness  are  almost  bearable  and  easily 
controlled — There’s  a time  for  full-dosage 
steroid— for  limited  periods,  as  in  severe 

arthritic  flare-up And  there’s  often  a time 

for  a moderate  formulation  of  the  two— when 
middle-range  symptoms,  in  your  judgment, 
call  for  middle-range  therapy.  With  Sigmagen, 
your  arthritic  patients  get  both  anti-inflam- 
matory and  analgesic  action  to  relieve 
inflammation,  swelling,  pain  and  stiffness. 


middle-range 

therapy 

with 

Sigmagen 

brand  of  corticoid-analgesic  compound 
Each  tablet  contains  0.75  mg.  prednisone, 
325  mg.  acetylsalicylic  acid,  20  mg. 
ascorbic  acid,  75  mg.  aluminum  hydroxide. 


Clinical  considerations:  Precautions  — Sigmagen 

Tablets  should  be  used  with  the  same  precaution 
other  corticosteroids.  They  should  not  be  used  in 
patients  with  tuberculosis,  peptic  ulcer,  agitated 
psychotic  states,  or  herpes  simplex  of  the  eye.  Th 
physician  must  be  watchful  in  patients  with  card 
decompensation,  severe  hypertension,  diabetes  r 
renal  insufficiency,  osteoporosis,  and  marked 
emotional  instability  or  psychotic  tendency.  Acut 
infections  must  be  controlled  with  appropriate  ag 
Corticosteroids  may  mask  signs  of  infection.  Fori 
complete  details,  consult  Schering  literature 
available  from  your  Schering  Representative  or 
Medical  Services  Department,  Union,  N.J.  07083. 


(mepenzolate  bromide) 


helps  restore  normal  motility  and  tone 


Oantil  (mepenzolate  bromide)  works  in  the  colon. 
In  irritable  colon,  spastic  colon,  ulcerative  colitis 
and  other  functional  and  organic  colonic  disorders, 
it  acts  to: 

• control  diarrhea/constipation 

• relieve  spasm,  cramping,  bloating 

• make  patients  more  comfortable 

with  little  effect  on  stomach,  bladder  or  other  viscera. 

"In  40  of  44  cases  of  irritable  or  spastic  colon, 
Cantil  [mepenzolate  bromide]  or  Cantil  with  Pheno- 
barbital  reduced  or  abolished  abdominal  pain,  diar- 
rhea and  distention  and  promoted  restoration  of 
normal  bowel  function  . . . Cantil  [mepenzolate 
bromide]  proved  to  be  singularly  free  of  antichol- 
inergic side-effects.  Blurring  of  vision  or  dryness 
of  the  mouth  were  occasionally  seen  and  were  us- 
ually managed  with  a reduction  in  dosage.  Urinary 
retention,  noted  in  two  cases  was  eliminated  in  one 
by  reducing  dosage.”! 


IN  BRIEF: 

One  or  two  tablets  three  times  a day  and  one  or  two 
at  bedtime  usually  provide  prompt  relief.  Cantil 
with  Phenobarbital  may  be  prescribed  if  sedation 
is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may 
occur  but  it  is  usually  mild  and  transitory.  Urinary 
retention  is  rare.  Caution  should  be  observed  in 
prostatic  hypertrophy — withhold  in  glaucoma.  Can  til 
with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide) — 25  mg.  per 
scored  tablet.  Bottles  of  100  and  250. 

CANTIL  with  PHENOBARBITAL  — containing  in  each 
scored  tablet  16  mg.  phenobarbital  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 

1-Riese,  J.A.:  Amer.  J.  Gastroent.  28:541  (Nov.)  1957 

LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 


YOUR  OWN  ORGANIZATION  SPONSORED 

INCOME  PROTECTION  PLAN 

HAS  PAID  OVER 

$87,800 

OF  RENEFITS  TO  MEMBERS  OF  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

FOR  TIME  LOST  DUE  TO  DISABILITY 
MORE  THAN  350  MEMBERS  NOW  COVERED 

LEARN  HOW  YOUR 

S.C.M.A.  INCOME  PROTECTION  PLAN 

CAN  HELP  YOU,  TOO 

PREMIUMS  FOR  ALL  INSUREDS  WERE  REDUCED  IN  1963 

CHARLES  W.  DUDLEY,  236  Ashley  Ct„  Florence,  S.  C. 

Looks  Forward  to  Greeting  You  at  Your  Annual  Convention 
Ask  Him  For  Full  Details 

EDUCATORS  MUTUAL  LIFE  INSURANCE  COMPANY 

HOME  OFFICE,  LANCASTER,  PENNA. 


APPALACHIAN  HALL 

ESTABLISHED  — 1916 

ASHEVILLE  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL.  ASHEVILLE.  N.  C. 
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more  complete  relief  for  the  "dyspeptic" 

DACTILASE® 


Dactilase  provides  comprehensive  therapy  for  a 
wide  range  of  digestive  disorders.  Its  antispas- 
modic  and  anesthetic  actions  rapidly  relieve  pain 
and  spasm.  Dactilase  decreases  hypermotility 
without  inducing  stasis.  In  addition,  it  supplies 
digestive  enzymes  to  help  reduce  bloating,  belch- 
ing and  flatulence.  Dactilase  does  not  interfere 
with  normal  digestive  secretions.  Very  often  it  can 
be  a most  useful  answer  to  the  dyspeptic’s  needs. 

DACTILASE:  Each  tablet  contains:  Dactil®  (pi- 
peridolate  hydrochloride),  50  mg.;  Standardized 
cellulolytic*  enzyme,  2 mg.;  Standardized  amylo- 


lytic  enzyme,  15  mg.;  Standardized  proteolytic 
enzyme,  10  mg.;  Pancreatin  3X**  (source  of  lipo- 
lytic activity),  100  mg.;  Taurocholic  acid,  15  mg. 

*Need  in  human  nutrition  not  established.  **As  acid  resistant  granules 
equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 

Side  Effects  and  Contraindications:  DACTILASE 
is  almost  entirely  free  of  side  effects.  However,  it  should 
be  withheld  in  glaucoma  and  in  jaundice  due  to  com- 
plete biliary  obstruction. 

Administration  and  Dosage:  One  tablet  with,  or 
immediately  following  each  meal.  Tablets  should  be 
swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 


LAKESIDE  LABORATORIES.  INC. 

Milwaukee,  Wisconsin  53201 
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new  from  Ames 

5 basic  uro 
fads  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology- long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are.- 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  -provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine -both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 
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when  even  southern  sun 

fails  to  warm  cold  hands  and  feet 


provide  rapid,  sustained  vasodilation  for  warmth  and  relief  of  pain, 
dizziness  and  faintness  in  patients  with  impaired  peripheral  circulation 


geriliquid  warms  cold  hands  and  feet 
through  the  thermogenic  action  of  glycine 
and  through  sustained  vasodilation  by  gly- 
cine and  niacin.  In  addition,  in  patients  with 


impaired  peripheral  circulation,  geriliquid 
increases  the  ability  to  walk  farther  with 
less  pain.  Patients  particularly  like  the  pal- 
atable, sherry  wine  base. 


IN  BRIEF:  Composition : Each  5 ml.  contains : niacin  75  mg.  and  aminoacetic  acid  (glycine)  750  mg.  in  a palatable  sherry  wine  base;  alcohol  5%. 
Side  Effects:  Occasional  lightheadedness  or  transient  itching  which  may  disappear  with  continued  use.  There  are  no  known  contraindications; 
however,  caution  is  advised  when  there  is  concomitant  administration  of  a coronary  vasodilator. 

Administration  and  Dosage : One  or  two  teaspoonfuls  3 times  a day  before  meals.  If  flushing  is  objectionable,  dosage  may  be  lowered.  How- 
ever, tolerance  to  flushing  usually  develops  without  loss  of  efficacy  in  regard  to  vasodilation. 

Supplied : Bottles  of  8 oz.  and  1 6 oz. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 
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The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRAOE  MARK ® 


things  go 

better,! 

^with 

Coke 


Westbrook  Psychiatric  Hospital,  Inc. 

(formerly  Westbrook  Sanatorium , Inc.) 

FOUNDED  1911 

Richmond,  Virginia 


A private  psychiatric  hospital  employing  modern  diagnostic  and  treatment  pro- 
cedures— electro  shock,  insulin,  psychotherapy,  occupational  and  recreational 
therapy — for  nervous  and  mental  disorders  and  problems  of  addiction. 


REX  BLANKINSHIP,  M.D. 
President 

THOMAS  F.  COATES,  JR.,  M.D. 
Assistant  Medical  Director 


JOHN  R.  SAUNDERS,  M.D. 
Medical  Director 

j.  McDermott  barnes,  m.d. 

Associate 


R.  H.  CRYTZER 
Administrator 


BROCHURE  OF  LITERATURE  AND  VIEWS  SENT  ON  REQUEST 

write  to: 


WESTBROOK  PSYCHIATRIC  HOSPITAL,  INC. 
P.  O.  Box  1514,  Richmond  27,  Virginia 
Telephone  353-6666 


approximating  the  diuretic  efficacy  of  meralluride 


METAHYDRIN 


(trichlormethiazide) 


To  determine  the  relative  efficacy  of  thiazide 
diuretics  in  congestive  heart  failure,  Metahydrin 
(trichlormethiazide)  and  three  other  thiazides  were 
measured  against  Mercuhydrin®  (meralluride  injec- 
tion)— the  standard  diuretic.  "The  results  leave 
little  doubt  that  the  diuretic  efficacy,  that  is,  the 
'ceiling  effect’  in  these  terms,  is  not  the  same  for 
different  thiazides.”*  The  assays  ranged  from  about 
40%  of  the  effectiveness  of  Mercuhydrin  through 
67%,  77%  to  90%  for  Metahydrin.  The  latter  two 
values  were  thought  to  be  significantly  different 
from  the  lowest  value  and  to  be  therapeutically 
important. 


•Gold,  H.,  et  ah  Closed  Panel  Conference:  Present  Status  of  the 
Management  of  Congestive  Failure  and  Advances  in  Diuretic 
Therapy,  Journal  of  New  Drugs,  1:177,  July-August,  1961. 


LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 


IN  BRIEF  ADMINISTRATION  AND  DOSAGE:  One  2 mg. 

' or  4 mg.  tablet  once  or  twice  daily.  In  acute,  severe 
decompensation,  Mercuhydrin®  (meralluride  injection)  may 
be  necessary  initially. 

PRECAUTIONS:  As  with  all  effective  diuretics,  vigorous 
therapy  may  produce  electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should  be  observed  carefully 
since  thiazides  may  be  contraindicated.  Care  should  be  taken 
with  patients  predisposed  to  diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  those  under  therapy  with  digitalis, 
ACTH,  or  certain  adrenal  steroids,  also  should  be  watched 
carefully. 

SIDE  EFFECTS:  Nausea,  flushing,  constipation,  skin  rash, 
muscle  cramps  and  gastric  discomfort  have  been  occasionally 
noted;  rarely  thrombocytopenia  and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice,  pancreatitis,  perimac- 
ular  edema,  gout  and  diabetes  have  been  caused  by  adminis- 
tration of  thiazides. 

CONTRAINDICATIONS:  Complete  renal  shutdown;  rising 
azotemia  or  development  of  hyperkalemia  or  acidosis  in 
severe  renal  disease;  demonstrated  hypersensitivity. 

HOW  SUPPLIED:  Bottles  of  100  and  1000  tablets. 


DECASPRAY ® brings  cooling  relief  to 
burning,  itching,  and  inflamed  skin  at  a 
touch.  Each  can  of  DECASPRAY — held 
upright,  upside  down,  or  at  any  angle — can 
be  used  1 33  times  ( 1 -second  sprays ) to  con- 
trol a variety  of  allergic  and  inflammatory 
skin  disorders,  and  help  prevent  infection . . . 
to  dry  moist,  oozing  lesions. 

The  latest  touch  in  cool  topical  steroid-anti- 
biotic therapy  is  DECASPRAY Each 

application  leaves  a uniform  film  that  is 
odorless,  colorless,  stainless,  and  invisible. 
And,  because  dermatoses  are  sprayed — not 
handled — risk  of  spreading  is  lessened. 

cooling  spray... 


SUPPLIED:  In  90-Gm.  seamless,  pressurized  cans,  containing  10  m, 
dexamethasone  21-phosphate  and  50  mg.  ot  neomycin  sullate  (equivalei 
to  35  mg.  neomycin  base). 

ALSO  AVAILABLE:  DECADRON®  Phosphate  Topical  Cream  in  15 
Cm.  and  30-Gm.  tubes.  Each  gram  contains  1 mg.  dexamethasone  21 
phosphate  as  disodium  salt. 

NeoDECADRON ® Topical  Cream  in  15-Gm.  and  30-Gm.  tubes.  Eac 
gram  contains  1 mg.  dexamethasone  21 -phosphate  as  disodium  salt  an 
5 mg.  neomycin  suliate  (equivalent  to  3.5  mg.  neomycin  base). 
INDICATIONS:  Dermatoses  responsive  to  topical  aerosol  steroid-ant. 
biotic  therapy. 

SIDE  EFFECTS,  PRECAUTIONS,  AND  CONTRAINDICATIONS 
Do  not  use  in  presence  of  tuberculosis  of  skin,  chickenpox,  herpes  sin 
plex.  Never  spray  into  eyes  or  nose.  Discontinue  if  infection  does  nc 
respond  promptly  or  sensitivity  occurs. 

Before  prescribing  or  administering,  read  product  circular  wit 
package  or  available  on  request. 


^ MERCK  SHARP  & DOHMEI  where  today's  theory  is  tomorrow's  therapy 

Division  of  Msrck  A Co..  Inc..  Wsst  Point.  Ps.  | 


immediate  relief  for  itching  and  burning  skii 


the  price  of  "success” 


Hypertension  has  been  called  the  price  of  success ...  and  in  some  life-situations, 
the  cost  of  failure.  In  either  event,  Metatensin  lowers  blood  pressure,  cushions 
the  patient  against  stress  and  retards  the  progress  of  disease.  Metatensin  is  effec- 
tive and  economical.  It  is  well-tolerated  over  long  periods. 

=-  METATENSIN 

EACH  SCORED  TABLET  CONTAINS: 

Metahydrin®  Itrichlormethiazide)  2 mg.  or  4 mg.  Reserpine  0.1  mg. 

In  Brief:  Patients  with  hepatic  cirrhosis  or  diarrheal  syndromes,  or  under  therapy  with  digitalis,  ACTH,  or  potassium-losing  steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides,  electrolyte  depletion,  diabetes,  gout,  granulopenia,  nausea,  pancreatitis,  cholestatic  jaundice,  flushing,  mild  muscle  cramps,  con- 
stipation, photosensitivity,  acute  myopia,  perimacular  edema,  paresthesias,  neonatal  bone  marrow  depression  in  infants  of  mothers  who  received  thiazides  during 
pregnancy,  skin  rash  or  purpura  with  or  without  thrombocytopenia,  may  occur.  With  reserpine,  untoward  effects  may  include  depression,  peptic  ulcer  and  bron- 
chial asthma.  Withdraw  medication  at  least  7 days  prior  to  electroshock  therapy,  2 weeks  prior  to  elective  surgery.  Contraindications  are  complete  renal  shutdown, 
rising  azotemia  or  development  of  hyperkalemia  or  acidosis  in  severe  renal  disease. 

Supplied:  Metatensin  tablets,  2 mg.,  4 mg.  — bottles  of  100  and  1000. 

LAKESIDE  LABORATORIES,  INC.  Milwaukee,  Wisconsin  53201 


METATENSIN 

EACH  SCORED  TABLET  CONTAINS: 

Metahydrin®  Itrichlormethiazide)  2 mg.  or  4 mg.  Reserpine  0.1  mg. 
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Turn  a bundle  of  colie 


into  a bundle  of  joy 


Golic,  often  in  part  a reflection  of  family  tension,  adds 
sleepless  nights  to  patients’  and  parents’  distraught 
days.  Pediatric  Piptal  with  Phenobarbital  slows  down 
spasm,  diminishes  pain  and  crying,  improves  feeding  patterns 
. . . permits  sleep  and  rest ...  for  patient  and  family. 

Pleasant  tasting  Pediatric  Piptal  with  Phenobarbital  is 
miscible  in  milk,  formulas  and  fruit  juices,  and  may  also  be 
administered  by  dropper  directly  on  the  infant’s  tongue. 
Dosage  is  0.5  cc.  15  minutes  before  feeding;  in  severe  cases, 
1.0  cc.  four  times  daily.  High  doses  may  occasionally  cause 
constipation  with  tenesmus  and,  rarely,  flushing  without 
fever.  Contraindicated  in  bowel  obstruction  or  sensitivity  to 
phenobarbital  or  anticholinergics.  Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 

PEDIATRIC  PIPTAL® 
with  PHENOBARBITAL 


each  cc.  contains:  6 mg.  phenobarbital  (warning:  may  be  habit  forming); 
4 mg.  Piptal®  (pipenzolate  bromide),  and  20%  alcohol  in  a pleasant- 
tasting  solution. 


LAKESIDE  LABORATORIES,  INC. 

Milwaukee.  Wisconsin  53201 


Piptal®  (pipenzolate  bromide)  efficiently 
suppresses  acid  secretion  and  motility 
. . . relieves  pain  and  spasm  of  peptic 
ulcer.  Despite  its  potent  gastrointestinal 
effects,  “its  clinically  effective  therapeutic 
dose  is  well  below  that  required  to  produce 
side  reactions.”1  Because  urinary  retention 
is  rarely  a problem,  piptal  (pipenzolate  bro- 
mide) is  “a  highly  desirable  drug  in  the 
treatment  of  peptic  ulcer  in  older  patients 
. . .”2  Tolerance  to  piptal  (pipenzolate  bro- 
mide) has  not  been  demonstrated,  and  the 
drug  may  be  administered  over  prolonged 
periods  without  loss  of  efficacy,  piptal-phb 
is  specifically  designed  for  the  tense  ulcer  pa- 
tient who  will  benefit  from  the  sedative  effect 
of  phenobarbital. 

1 — Pomeranze,  J.p  and  Gadek,  R.J.:  Am.  Pract.  & Digest 
Treat.  8: 73-77  (Jan.)  1957 

2 — Asher,  L.M.:  Am.  J.  Digestive  Diseases  4:272  (Apr.)  1959 

PIPTAL® 

(pipeazolate  bromide) 


P I P T A L®  - P II  li 

(phenobarbital,  16  mg.,  pipenzolate  bromide,  5 mg.) 


IN  BRIEF : PIPTAL — Each  tablet  contains  5 mg.  pipenzolate  bromide,  PIPTAL-PHB— Each  tablet  (or  5 cc.  of  elixir)  contains 
phenobarbital  (warning:  may  be  habit  forming)  16.0  mg.,  Piptal  (pipenzolate  bromide)  5 mg.  The  elixir  contains  alcohol  20%. 
Side  Effects:  Dry  mouth,  blurring  of  vision  or  drowsiness  may  occur. 

Contraindications:  Withhold  in  glaucoma,  bladder  or  g.i.  obstruction,  cardiac  arrhythmias  and  in  sensitivity  to  anticholinergics 
or  phenobarbital  (Piptal-PHB).  Caution  should  be  observed  in  patients  with  prostatic  hypertrophy. 

Administration  and  Dosage:  PIPTAL  or  PIPTAL-PHB  Tablets:  One  tablet  three  times  a day  before  meals  and  one  or  two 
tablets  at  bedtime.  (PIPTAL-PHB  Elixir:  One  teaspoonful  three  or  four  times  daily  for  adults  and  children  over  six  years  of  age.) 
Supplied:  PIPTAL  (pipenzolate  bromide)  5.0  mg.  Tablets — bottles  of  100.  PIPTAL-PHB  Tablets — bottles  of  100. 
PIPTAL-PHB  Elixir — bottles  of  8 fluid  ounces. 


Prompt  relief  of 
pain  and  spasm 
in  functional 
g.i.  distress... 


LAKESIDE  LABORATORIES,  INC 


Milwaukee,  Wisconsin  53201 


COPING  WITH  THE 
DOUBLE  TROUBLE  OF  A COLD 


MEDCOHIST  for  Relief  of  Congestion 

cO 

° Medcohist,  in  easy-to-take  tablet  form,  is  the  reliable  "one-two  punch" 
for  relief  from  the  discomfort  of  common  colds,  flu,  and  sinusitis.  This 
antihistaminic/analgesic  formula  is  truly  effective  in  the  treatment  of 
nasal  drip  and  stuffiness,  respiratory  congestion  and  related  aches  and 
pains.  CAUTION:  Medcohist  may  cause  drowsiness.  Sold  by  prescription 
only.  Please  consult  PALMEDICO  literature  for  formula,  dosage,  pos- 
sible side  effects,  and  contraindications. 

Also  Available  MEDCOHIST  1/4  with  Codeine 


MEDITDSSIN  for  Relief  of  Cough 

Meditussin  is  the  effective  antitussive/antihistaminic  formula  with 
Dihydrocodeinone  for  narcotic  therapy  in  acute,  severe  and  refractory 
coughs.  It  is  also  an  efficient  expectorant.  Pharmacologically  more 
active  than  Codeine,  Dihydrocodeinone  also  has  less  tendency  to  pro- 
duce constipation,  nausea  and  drowsiness.  CAUTION:  Federal  law  pro- 
hibits dispensing  without  prescription. 


Also  Available  MEDITUSSIN  X Exempt  Narcotic 
for  Children 
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the  difference  between  cough  and  relief 

Benylin*  Expectorant 

Each  fluidounce  contains:  80  mg.  Benadryl®  (diphenhydramine  hy- 
drochloride, Parke-Davis);  12  grains  ammonium  chloride;  5 grains 
sodium  citrate;  2 grains  chloroform;  1/10  grain  menthol;  and  5 
per  cent  alcohol. 

for  relief  of  coughs  due  to  colds  or  allergy 

PRECAUTIONS:  Persons  who  have  become  drowsy  on  this  or  other  antihista- 
mine-containing drugs,  or  whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen  response  while  using  this 
preparation.  Hypnotics,  sedatives,  or  tranquilizers,  if  used  with  BENYLIN 
EXPECTORANT,  should  be  prescribed  with  caution  because  of  possible  additive 
effect.  Diphenhydramine  has  an  atropine-like  action  which  should  be  consid- 
ered when  prescribing  BENYLIN  EXPECTORANT.  PACKAGING:  Bottles  of  4 oz„ 
16  oz.,  and  1 gallon.  Jim 

PARKE-DAVIS 


PARKE.  DAVIS  4 COMPANY.  Detroit,  Mich,gan  48232 


The  Somatic  Mask:  chest  pain— 
heart  disease  or  psychic  tension? 


Precordial  pain  as  well  as  tachycardia,  palpitation, 
breathlessness  and  faintness  or  arrhythmias  are  classic 
signs  of  cardiac  disease.  In  many  cases,  however,  they 
may  represent  a "somatic  mask”— a psychophysiological 
equivalent  of  psychic  tension. 

Valium  (diazepam)  reduces  the  patient’s  disturbing  psy- 
chic tension  and  helps  improve  such  related  symptoms 
as  sadness  and  feelings  of  hopelessness,  fatigue,  insom- 
nia, crying  spells  and  nervousness. 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism, 
10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d. 
as  needed;  muscle  spasm  with  cerebral  palsy  or  athetosis, 
2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or  2 mg/day 
initially,  increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 


Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  patients  (not  more  than  1 mg,  one  or  two  times  daily) 
to  preclude  ataxia  or  oversedation.  Advise  patients  against 
possibly  hazardous  procedures  until  correct  maintenance 
dosage  is  established;  driving  during  therapy  not  recom- 
mended. In  general,  concurrent  use  with  other  psychotropic 
agents  is  not  recommended.  Warn  patients  of  possible  com- 
bined effects  with  alcohol.  Safe  use  in  pregnancy  not  estab- 
lished. Observe  usual  precautions  in  impaired  renal  of 
hepatic  function  and  in  patients  who  may  be  suicidal;  peri- 
odic blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred 
speech,  tremor  and  skin  rash;  paradoxical  reactions  (excite- 
ment, depression,  stimulation,  sleep  disturbances  and  hallu- 
cinations) and  changes  in  EEG  patterns.  Abrupt  cessation 
after  prolonged  overdosage  may  produce  withdrawal  symp- 
toms similar  to  those  seen  with  barbiturates,  meprobamate 
and  chlordiazepoxide  HCI. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50. 


ValiunT  (diazepam) 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.  J.  07110 


